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RE Official information Act request CDHB 10563

| refer to your email dated 16 March 2021 requesting the following information under the Official Information Act
from Canterbury DHB. Specifically

1. Copies of documents created since the start of 2019 that relate to the condition, performance and adequacy
of Specialist Mental Health facilities managed by the DHB. | am particularly interested in documents such as
reports, briefings and letters that provide an overview of deficiencies in the ability of mental health units to
provide adequate treatment for patients with serious mental illness, including factors such as funding,
demand, staffing, overcrowding, patient safety and comfort, readmission rates, and the physical state of the
facilities.

Please include:

1. Copies of business cases for repairs or upgrades of existing Specialist Mental Health facilities.
2. Copies of business cases for the building of new Specialist Mental Health facilities.

Attached as Appendix 1:
e 1 Hillmorton Hospital Condition Survey 11/07/2018 Page 001
e 2 SMHS Relocation from TPMH December 2018 Page 86
e 3 The National Asset Management Programme for DHBs Page 234
e 4 The National Asset Management Programme for DHBs Appendix 4 Page 318
e 5 Board papers 2019 Page 327
e 6 Board papers 2020 Page 392
e 7 Board papers 2021 Page 695
e 8 List of other Business Cases which are available Page 702*

Please note: We have redacted or withheld information pursuant to the following sections of the Official
Information Act.

s9(2)(a) i.e. ...to protect the privacy of individuals, including those deceased”

s9(2)(b)(ii) i.e. ...commercial prejudice, to protect the commercial position of the person who supplied the
information, or who is the subject of the information.”

Please also note *8 above, we have provided a list of additional Business Cases rather than the Business Cases
themselves. A number relate to operational maintenance and repairs and may not be relevant to your interest. If
you would like any of these please advise and we will consider for release.


mailto:Ralph.lasalle@cdhb.health.nz

Please also provide data for the last five years, broken down by month if possible, on the following metrics:

3. Bed occupancy rates in specialist mental health and addiction facilities (broken down by facility if possible
and applicable).

Please refer to Appendix 2 Table one (attached) which shows ‘bed occupancy’ in Specialist Mental Health and
Addiction facilities broken down by facility by month since April 2016.

Please note these figures do not include patients who are on leave but are still under care of the unit.

4. Bed numbers in specialist mental health and addiction facilities (broken down by facility if possible and
applicable).

Table two: Bed numbers in Specialist Mental Health and Addiction facilities

Adult .
Acute Child and Forensic Int'elle?t'ual Specialty* | Rehab Alcohol & Total
R Adolescent Disability Other Drug
Inpatient
Available 64 16 37 20 18* 39 6 200**
Beds
Notes:

*Specialty = includes Eating Disorders and Mothers and Babies
**Includes five baby beds in Mothers & Babies — babies cannot be admitted without Mother

5. Unplanned readmission rates in specialist mental health and addiction facilities (broken down by facility if

possible and applicable).

Please refer to Appendix 2 Table three (attached) for the ‘unplanned readmission rates’ in Specialist Mental
Health and Addiction facilities, by month for Adult Acute Inpatient.
Please note: We only routinely capture readmission rates for adult general services. Table three shows the
readmission rates within 28 days of discharge.

6. Funding for specialist mental health and addiction facilities.

The budget setting process for the Canterbury DHB covers the financial year from 1 July to 30 June, rather than
calendar years. Over the last five financial years, the DHB has allocated funding to the provider arm for adult
mental health inpatient and community-based services as shown in Table four below:

Table four: Allocation of funding to Canterbury DHB Mental Health Services for past five financial years.

Provider Arm Mental Health Services 2015/16 2016/17 2017/18 2018/19 2019/20
Adult Mental Health Inpatients 31,071,282 31,528,030 31,969,616 31,969,617 32,417,015
CADS - Community Alcohol & Drug Services 4,384,200 4,416,463 4,478,296 4,567,417 4,714,641
Child & Youth including Inpatients 16,642,285 16,878,355 17,415,788 18,375,886 19,034,297
Community (including Maori Cultural

Services, Peer Support and Mental Health 27,999,049 29,671,704 38,847,500 39,195,373 41,397,319
with Intellectual Disability services)

Forensic Services 13,669,557 15,817,336 16,038,825 17,078,887 18,085,826
Quality & Audit 120,000 120,000 121,680 124,101 120,000
Regional Services including Inpatients 7,093,754 7,198,032 7,932,435 8,090,280 8,217,648
TOTAL $ 100,980,127 | 105,629,921 | 116,804,142 | 119,401,560 | 123,986,746

The data shown in Table four (above) does not include funding allocated to NGO providers or paid to other DHBs
to deliver mental health services to the Canterbury population.




Funding allocated to the Canterbury DHB’s provider arm is spent on staff salaries, patient related care costs
including medications and meals etc., costs associated with running inpatient services such as cleaning, orderlies,
laundry, building maintenance and utility expenses.

Please note: The Table four shows allocation of funding to Canterbury DHB Mental Health Services based on
volume of work planned. It does not reflect the actual expenditure by these services.

| trust this satisfies your interest in this matter.
You may, under section 28(3) of the Official Information Act, seek a review of our decision to withhold information

by the Ombudsman. Information about how to make a complaint is available at www.ombudsman.parliament.nz;
or Freephone 0800 802 602.

Please note that this response, or an edited version of this response, may be published on the Canterbury DHB
website after your receipt of this response.

Yours sincerely

I il |
! i
F Nl

) | '} |I DA S

WM

Ralph La Salle
Acting Executive Director
Planning, Funding & Decision Support


http://www.ombudsman.parliament.nz/
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Executive Summary

This report presents the results of an asset condition survey carried out at Hillmorton Hospital in
2018. The survey focussed upon the building’s exterior fabric, the primary mechanical systems and
the main electrical distribution for buildings 1 through 10, 13,15, 16, 21, 22, 23 and 31. The survey
excluded interior finishes, site services grounds and landscaping. This survey report also includes a
structural overview of the buildings for potential snow load issues.

The conditions found varied significantly primarily due to the differing age of the buildings. There
was significant evidence of a large backlog of deferred maintenance with a number of building
elements being at or even beyond the point where intervention would be required to extend their
working life.

The primary areas where major deferred maintenance was noted included roofs, windows (steel
and timber) and guttering/spouting systems.

The roofs were inspected by aerial drone which uncovered evidence of vandalism and
abandoned/redundant materials left on roofs that would not have been seen from any ground
based survey.

Due to the age of many of the buildings suspected asbestos containing materials were found in a
number of building elements.

The structural review indicates that there are a number of buildings on site where potential high
snow loads may pose a health and safety hazard, cause roof collapse and therefore potentially
create major business interruptions.

The overall condition of all the assets surveyed. is 2.8 out of 5. This includes external elevations, roofs
and M&E plant.

Figure 1  Overall site Condition Summary

WWW.WSP-0PUS.CO.NZ ©WSP Opus | 11 July 2018 Page 1
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1 Introduction

11 Background and Scope

In 2018, the Canterbury District Health Board (CDHB) engaged WSP-Opus to undertake a survey of
building exterior surfaces and plant rooms at Hillmorton Hospital to review or update existing
asset inventories, and carry out condition assessments for various buildings. The results are
presented in a form that will enable the development of asset forward renewal and maintenance
programmes that help to underpin financial programmes for Long Term Planning.

The scope focussed on the following key asset components of buildings 1to 10, 13,15, 16, 21, 22, 23
and 31;

. Collect data for the materials as per the list provided by WSP-Opus (appendix 1 or our Offer

of Service).

. Confirm material, finish and quantity with condition assessed on a scale of 1to 5 as per IMM
manual.

. Attach photographs of wall surfaces to file record.

. Record any deferred maintenance item with brief description-and photos.

. Visit all plant rooms on site and complete and update the data records for all mechanical
and electrical equipment to match existing Maximo standard.

. Provide portal to allow CDHB staff to view data on line in the ADT (Asset Data Toolset).

. Utilise a UAV (unmanned aerial vehicle or ‘drone’) to provide condition information on the
roof coverings and roof drainage systems.

. Present all data in an excel format to match the CDHB fields provided, for automatic input

into the Maximo database.

1.2 Exclusions

The report excludes any review of:

. Interior finishes,

. Site services,

. Grounds,

. Landscaping

. Building services beyond main plant rooms and electrical distribution

We were unable to assess if damage has been caused or the presence of mould due to any water
ingress issues.

1.3 Methodology

A team of ‘experienced building surveyors and engineering professionals assessed the condition
grade of all assets, utilising our ADT system to facilitate data capture.

(a) Data Collection Tools

WSP-Opus used the latest data capture technology ensuring that collected data
contains the correct level of meta-data to feed into the risk based prioritisation and
programme processes.

Electronic hand held devices and Unmanned Aerial Vehicles (UAV) technologies were
utilised for the survey work.

Data is held in WSP-Opus' secure cloud based asset data tool, where it can be
accessed by the CDHB through web browsers (such as Google Chrome). This data

WWW.WSP-0PUS.CO.NZ ©WSP Opus | 11 July 2018 Page 2
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includes photographs, inventory data, condition data and details of any defects or
hazards noted during the survey.

(b)  Data Collection & Building Vertical Face Condition Assessment (Exterior Elevations)

Site visits were undertaken by experienced building surveyors to confirm site layout,
risks and dimensions.

The data set includes the location, material of construction, dimensions, area
guantities and approximate age of each building vertical face.

The surveys included cladding, windows, doors, soffits, facias, stairs, decks, ramps;
guttering and spouting

(c) Roof Condition Assessment

WSP-Opus utilised UAV to provide condition information on the roof coverings and
roof drainage systems for each building.

The UAV scope of work included a UAV survey of the various buildings, capturing aerial
video data in 4K. Still photos of any areas of interest were then captured from
individual frames of the video.

(d) Mechanical and Electrical

WSP-Opus have performed a Mechanical and.Electrical Survey of the Energy Centre
and each Plantroom, including all plant and main switch boards and distribution
boards. The information has been collected using the ADT and has been exported in
the format outlined in the CDHB document MQO7 Asset Data for import to Maximo
(docx) and MO7A Info for Asset Table 2016 (xIsx).

(e)  Structural
The buildings have all being previously seismically assessed and no comment is made

here. WSP-Opus has however, reviewed the potential snow loading risks for the
buildings.

WWW.WSP-0pPUS.CO.NZ ©WSP Opus | 11 July 2018 Page 3
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2 Property

21 Related Information

This report can be read alongside the inventory spread sheets for each building and the photos
which can be found within the Opus ADT application, some of which are also included in the
Appendices. Additionally, the UAV videos of the roof are available and can be used to gain a
broader understanding of the condition of the roof surfaces.

The survey includes 2765 separate assessments and 2833 photos.

The overall average condition of all the assets surveyed is 2.8 out of 5.

Figure 2  Overall site Condition Summary

The life expectancy, installation date and condition are all used to estimate a replacement year for
individual elements.

WWW.WSP-0PUS.CO.NZ ©@WSP Opus | 11 July 2018 Page 5
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Figure 3  Site Plan Showing locations of Buildings Surveyed.

WWW.WSP-0PUS.CO.NZ ©WSP Opus | 11 July 2018 Page 6
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3 Structural Commentary

31 General

Following the Canterbury earthquakes the Canterbury District Health Board (CDHB) engaged
structural engineering firms to undertake rigorous inspections of the buildings at Hillmorton
Hospital. The various Detailed Engineering Evaluations (DEE), Detailed Structural Analysis (DSA),
and level surveys generated during this process were focussed primarily on seismic activity, and
were forwarded to WSP-Opus to aid our understanding of the buildings prior to our inspection.

Given the level of rigour already applied to seismic activity, the primary focus of our inspection was
to identify and commment on deterioration and longevity of key building elements, and. to
comment on vulnerability to non-seismic loads.

A structural focused site visit was completed on the 2nd and 3rd May. The site visit involved a brief
walk around the buildings to gain an understanding of the structural systems. Some of the
buildings were observed to be highly vulnerable to snow loadings, whichis particularly important
for asset management. Our commentary therefore focusses on this risk factor.

3.2 Code lssues

Following a NIWA report commissioned by The Department of Building and Housing (now MBIE),
the New Zealand Building Code changed the basic snow load in Canterbury from 0.6kPa to
0.9kPa in 2010 (see section 3.4 for further detail). Therefore in buildings designed prior to 2010,
large roof spans, flat or near flat roofs, flat roofs adjacent to steep roofs and other areas where snow
can collect may not be able to cope with expected snow loads. The structure, being overloaded
from snow can result in high deflections and compromise the building envelope. Overtime, the
deflection can be excessive and cause ponding. These high snow loads may pose a life hazard due
to roof collapse, and potentially cause major business interruptions.

3.3 Site Findings

During our site visit, we found there were multiple roof areas that could be substandard for snow
loads, as shown in Figure 4. Of these buildings, we are particularly concerned about the roof in the
laundry building (Figure 5)-and the canopy structure in the pre-school, due to the large spans and
relatively flat roofs. The canopy structure in the pre-school is likely to be unconsented and the large
spans were observed to be significantly under designed. The buildings of concern include:

Part of Building 2
Building 3
Building 4
Building 5

Part of Building 6
Building 8

Part of Building 9
Part of Building 10
Front part of Building 15
Building 21
Building 23

WWW.WSP-0pPUS.CO.NZ ©WSP Opus | 11 July 2018 page 7
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Figure 4  Plan of roof locations that require further assessment for snow loads

Figure 5 _.Large flat roof area identified in the Laundry Services Building

3.4 Supporting Information

Analysis of NIWA's historic weather events database shows that a total of 39 snowstorms have
damaged property and infrastructure, or killed livestock and/or people.

Four of these occurred prior to 1945, three during the 1970s, one in the 1980s and four in the 1990s.
Twenty-seven snowfall incidents have been recorded since 2000.

Recent significant snowfalls include:

. June 2006 - Canterbury

. September 2010 - Southland

. July 2011 - Canterbury

. August 2011 - Canterbury and Wellington (snow also fell in Auckland and Hamilton)
. June 2012 - Canterbury

WWW.WSP-0PUS.CO.NZ ©WSP Opus | 11 July 2018 Page 8
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A graph of snow depths in cm recorded in Ashburton is shown in Figure 6 below: -
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Figure 6 Maximum observed annual snow depths for station H31971 in Ashburton for the

period 1927-2006

http://hydrologynz.co.nz/downloads/20110419-044745-JoHNZ_2007_v46_1_Hendrikx.pdf

Historical snow loads had used snow densities from international data, but snow near sea level in
New Zealand can be quite dense, with recorded values ranging between 170 and 600kg/m?3, (the
Loadings Standard uses a value of 290kg/m3.) In June 2006, a large storm dumped record snows
on parts of Canterbury, collapsing several buildings and disrupting electricity networks,
communication systems, and transport systems. At the request of the Department of Building
and Housing (now MBIE), NIWA also researched the snow loads exerted by that storm, which
reached 1.2kPa at a Timaru weighbridge - four times the acceptable one-in-25-year limit in the
Building Code of the time:

NIWA's subsequent report highlighted instances where observed ground snow loading had even
surpassed the one-in-150-year standard, and said that the snow densities specified in the AS/NZS
standard were a "key deficiency."

The New Zealand Building Code changed the basic snow load in Canterbury from 0.6kPa to
0.9kPa.in 2010.

Theeffect of global warming is unknown but there are scenarios that could reduce or increase the
load from the current level.

3.5 Recommendations

We recommended carrying out an assessment to check the capacity of these roofs as highlighted
in Figure 4 due to the increase in snow loads, especially the laundry building and pre-school
canopy structure.

WWW.WSP-0PUS.CO.NZ ©WSP Opus | 11 July 2018 Page 9
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4 Building 1 Forensic Services

41 General

The building was constructed in 1990. It is timber framed with brick veneer and has a clay tile roof.
Modifications/extensions were made to the building around the year 2000. The building has
predominantly steel framed windows.

The overall condition of Building 1is rated at 2.6.

Figure 7 Building 1 Overall Condition

Figure 8 Building 1 Condition of Exterior Elevations

WWW.WSP-0pPUS.CO.NZ ©WSP Opus | 11 July 2018 Page 10
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4.2

Figure 9 Building 1 Roof Condition

4.1.1 Remedial Works
Deferred maintenance items noted during the survey included:

e Severe corrosion of steel window frames

e Upper roof gutters appear to be rusting

e Temporary roof repairs evidence of roof leaks
e Significant cracks in water tower brickwork

e Multiple cracks in rendered cladding
Mechanical Services

421 Heating, €ooling & DHW Plant

The heating plant for Building 1 is situated in G026, a ground floor plant room and
associated roof plant deck.

The building is supplied with site-reticulated heating hot water for calorifier and comfort
heating.

A heating water circulation pump (ADT ID: 431694) supplies the heating water header from
which three (3) zone pumyps (ADT ID: 431695) supply the building heating zones.

A calorifier circulation pump (ADT ID: 431699) supplies heating water through the calorifier
coil (ADT ID: 431692). A domestic hot water pump (ADT ID: 431693) circulates domestic hot
water through a loop to supply the building.

The roof deck houses a chiller and a packaged air handling unit.

Heating plant appears to be well-maintained with no apparent issues requiring immediate
attention. The mechanical plant generally including the primary heating water pump,
calorifier pump, calorifier, chiller and air handling unit are into the second half of their service
life and will exhibit increasing maintenance costs over the next ten years. Heating water
zone pumps and domestic hot water circulation pump appear to have been replaced more
recently and should have more than ten years expected service life remaining.

WWW.WSP-0PUS.CO.NZ ©@WSP Opus | 11 July 2018 Page 1
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Figure 10 Building 1 Condition of Mechanical Systems

422 Recommendation

The mechanical plant, pumps, chiller, calorifier should be monitored closely for deteriorating
performance and replacement should be planned for within a five year time frame.

The heating zone and domestic hot water circulation pumjps should have an expected
remaining service life of ten years.

43 Electrical Systems

431 Main Switchboard

The main switchboard (ADT.ID: 731716) for Building 1is situated in the Switchboard Room. It
is in good condition with -modern switchgear and equipment.

4.3.2 Distribution Switchboards

There are six.distribution switchboards and two mechanical controls boards servicing the
building. With the exception of DB-L1 (ADT ID: 731716), which is integral to the main
switchboard'and in good condition, the other distribution switchboards are in moderate
condition'with ageing switchgear and equipment.

The cover of one of the panels on DB-1 (ADT ID: 731712) in the House Keeping Room is no
longer secured to the panel. There are exposed live terminals in the aforementioned panel
which requires urgent remediation for the safety of the users.

The mechanical controls board in corridor GOO7 (ADT ID: 731713) is at the end of its’
economic life and a replacement should be considered.

WWW.WSP-0PUS.CO.NZ ©@WSP Opus | 11 July 2018 Page 12
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Figure 11 Building 1 Condition of Electrical Systems

433 Recommendations

. The main switchboard (ADT ID: 731716) be replaced in 15-20 years.

. The distribution switchboards (ADT ID:731711, 731712, 731714, 731715, 731717, 731718) be
replaced in 10-15 years.

. The mechanical controls board (ADT ID: 731713) in corridor GOO7 be replaced within 5
years.

WWW.WSP-0PUS.CO.NZ ©WSP Opus | 11 July 2018 Page 13



020

Canterbury District Health Board

5 Building 2 Te Awakura Acute Inpatient Services

51 General

The building was constructed in 1980. It is timber framed with a variety of cladding systems and
has a long run steel and butanol roof. Modifications/extensions were made to the building around
the year 1998. The building has predominantly aluminium framed windows.

The building was subject to substantial alterations and extensions in 1998. The overall condition of
the building is rated as 2.2.

Figure 12 Building 2 Overall Condition

Figure 13 Building 2 Condition of Exterior Elevations.

WWW.WSP-0pPUS.CO.NZ ©WSP Opus | 11 July 2018 Page 14
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@' Condition Rating Summary
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Figure 14 Building 2 Condition of Roof

511 Remedial Works
Deferred maintenance items noted during the survey included:

e Rubber seals to skylight glass falling out

e Materials left on roof. Note that these lengths of timber are weathered, indicating
that they have been on the roof for some time. There was a major HVAC project
underway when our survey was undertaken, and there were large amounts of
material on the roof- suggest checking the roof following completion of the project
to ensure that all materials have been removed

e Damage to parapet walls- central triangular roof. Likelihood of serious water damage
to wall.

e Large crackin feature wall. Will be allowing water ingress. Assessment was done
during large HVAC project- need to ensure that all materials currently on roof are
removed.

e Multiple cracks in concrete render

e Exterior doors rotting, frames bent, glass panels broken
5.2/ Mechanical Services

521 Heating Plant

The heating plant for Building 2 is situated in GO5, a basement plant room and associated
fenced area.

The building is supplied with site-reticulated heating hot water for calorifier and comfort

heating.

A calorifier circulation pump (ADT ID: 731728) supplies heating water through the calorifier
coil (ADT ID: 731730). A domestic hot water pump (ADT ID: 731724) circulates domestic hot
water through a loop to supply the building.

WWW.WSP-0PUS.CO.NZ ©WSP Opus | 11 July 2018 Page 15



022

Canterbury District Health Board

The fenced yard outside the plant room will house a new mini-chiller (ADT ID: 731735) in the
process of being installed.

Heating plant appears to be well-maintained with no apparent issues requiring immediate
attention. The mechanical plant generally including the primary heating water pump,
calorifier pump, calorifier (ADT ID: 731729), chiller and air handling unit are in the second half
of their service life and will exhibit increasing maintenance costs over the next ten years.
Heating water zone pumyps (ADT ID: 731723) and domestic hot water circulation pump (ADT
ID: 731724) appear to have been replaced more recently and should have more than ten
years expected service life remaining.

Building 2 Condition of Mechanical Systems

522 Recommendation

The mechanical plant: pumps (ADT ID: 731732 HX supply), chiller, calorifier, HX supply pump
(ADT ID: 731732), heat exchanger (ADT ID: 731727), are in the first half of their service life and
should have an expected remaining service life of over ten years.

Figure 15 Building 2 Condition of Mechanical Systems

53 Electrical Systems

5.3 Main Switchboard
The main switchboard (ADT ID: 731774) for Building 2 is situated in the Switchboard Room. It
is in good condition with modern switchgear and equipment.

532 Distribution Switchboards

The distribution switchboards and mechanical controls boards (ADT ID: 731775, 731776,
731777) servicing the building are of the same age and make, in good condition with modern
switchgear and equipment.

WWW.WSP-0PUS.CO.NZ ©@WSP Opus | 11 July 2018 Page 16
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Figure 16 Building 2 Condition of Electrical Systems

533 Recommendations

The main switchboard (ADT ID: 731774), distribution switchboards and mechanical controls
boards (ADT ID: 731775, 731776, 731777) be replaced in 15-20 years.

WWW.WSP-0pPUS.CO.NZ ©WSP Opus | 11 July 2018 Page 17
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6 Building 3 Aroha Pai

6.1 General

The building was constructed in 1971. It is timber framed with brick veneer and profiled metal
cladding systems and has a corrugated iron roof. Modifications/extensions were made to the
building around the year 1999. The building has predominantly timber framed windows.

The building had significant alterations and extensions in 1999. The overall condition of the
building is rated at 3.1.

Figure 17 Building 3 Overall Condition

Figure 18 Building 3 Condition of Exterior Elevations

WWW.WSP-0pPUS.CO.NZ ©WSP Opus | 11 July 2018 Page 18



025

Canterbury District Health Board

c Condition Rating Summary
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Figure 19 Building 3 Condition of Roof

6.1.1 Remedial Works
Deferred maintenance items noted during the survey included:

e Severe corrosion of metal frame of windows
e Evidence of rust to sheet ends under ridge flashing
e Cracks and water ingress where fascia meets plaster

e Barge is cracked. Also looks like flat roof is poorly designed and is allowing water
ingress

e Evidence of water ingress and rot.

6.2 Mechanical Services

6.2.1 Heating*Plant
The heating plant for Building 3 is situated in Calorifier Room C048.

The building is supplied with site-reticulated heating hot water for calorifier and comfort
heating.

Sitereticulated heating water is circulated through a shell and tube heat exchanger (ADT ID:
731741) to generate low temperature heating water for the building comfort heating and
domestic hot water. Heating water is pumped to radiators through the building. A domestic
hot water pump circulates domestic hot water through a loop to supply the building.

Heating plant appears to be well-maintained with no apparent issues requiring immediate
attention. The mechanical plant generally including the heat exchanger and calorifier (ADT
ID: 737) are in the second half of their service life and will exhibit increasing maintenance
costs over the next ten years. Pumps: heating water circulation (ADT ID: 731742), LTHW (ADT
ID: 731743), calorifier circulation (ADT ID: 731738) and domestic hot water circulation pumps
(ADT ID: 731739) appear to have been replaced more recently and should have more than
ten years expected service life remaining.
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Figure 20 Building 3 Condition of Mechanical Systems

6.2.2 Recommendation

The mechanical plant, calorifier and heat exchanger are in the second half of service life and
should be monitored closely for deteriorating performance and replacement should be
planned for within a five year time frame.

The pumps and control valves are in the first half of their service life and should have an
expected remaining service life of over ten years.

Electrical Systems

6.3.1 Main Switchbaeard
The main switchboard (ADT ID: 731773) for Building 3 is situated in the Switchboard Room. It
is in good condition-with modern switchgear and equipment.

6.3.2 Distribution Switchboards

The distribution switchboards and mechanical controls boards (ADT ID: 731719, 731720)
servicing-the building are in good condition with modern switchgear and equipment.

The exception is the mechanical controls board (ADT ID: 731721) in the Plant Room, which is
at the end of its’ economic life. A replacement should be considered and will provide the
opportunity to standardise the switchgear and equipment, which will be beneficial to the
Mmaintenance team when a replacement part or item is required. In addition, ageing
switchgear and equipment are inefficient and potentially dangerous.
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Figure 21
Building 3 Condition of Mechanical Systems

Figure 22 Building 3 Condition of Electrical Systems

6.33 Recommendations

. The main switchboard (ADT ID: 731773), distribution switchboards and mechanical
controls boards (ADT ID: 731719, 731720), with the exception below, be replaced in 15-
20 years.

. The mechanical controls board (ADT ID: 731721) in the Plant Room be replaced within 5
years.
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7 Building 4 Te Waimokihi

71 General

The building was constructed in 1971. It is timber framed with brick and profiled metal cladding
systems and has a corrugated iron roof. The building has predominantly timber framed windows.

The overall condition of Building 4 is rated at 3.3.

Figure 23 Building 4 Overall Condition

Figure 24 Building 4 Condition of Exterior Elevations
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Figure 25 Building 4 Condition of Roof

7.1.1 Remedial Works
Deferred maintenance items noted during the survey included:

e Cracked cladding panels possibly asbestos
e Blocked internal gutters

e Some evidence of rot in timber window frames
Mechanical Services

7.2.1 Heating Plant
The heating plant for Building 4 is situated in Calorifier Room G029.

The building is supplied with site-reticulated heating hot water for calorifier and comfort
heating.

Site reticulated heating water is circulated through a shell and tube heat exchanger (ADT ID:
731668) to generate low temperature heating water for the building comfort heating and
domestic hot water. Heating water is pumped to radiators through the building. A domestic
hotwater pump (ADT ID: 731672) circulates domestic hot water through a loop to supply the
building.

The mechanical plant generally including the heat exchanger and calorifier (ADT ID: 731670)
are in the second half of their service life and will exhibit increasing maintenance costs over
the next ten years. The mechanical control panel is original building equipment and should
be replaced along with other electrical boards. The calorifier circulation pump (ADT ID:
731671) and one mixing valve show signs of leakage and require maintenance attention.

Pumps: heating water circulation, LTHW (ADT ID: 731669), and domestic hot water
circulation pumps appear to have been replaced more recently and should have more than
ten years expected service life remaining.
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Figure 26 Building 4 Condition of Mechanical Systems

7.2.2 Recommendation

The mechanical plant, calorifier and heat exchanger are in the second half of service life and
should be monitored closely for deteriorating performance and replacement should be
planned for within a five-year time frame:The mechanical control panel should be replaced
along with other electrical boards.

The pumps and control valves are in the first half of their service life and should have an
expected remaining service life of over ten years.

7.3 Electrical Systems

7.3.1 Main Switchbogrd

The main switchboard (ADT ID: 731781) for Building 4 is situated in the Switchboard Room.
Although in good condition, the main switchboard is at the end of its’ economic life and a
replacement should be considered. A replacement also provides an opportunity to
standardise the switchgear and equipment, which will be beneficial to the maintenance
team when a replacement part or item is required. In addition, ageing switchgear and
equipment are inefficient and potentially dangerous.

7.3.2 Distribution Switchboards

The distribution switchboards and mechanical controls board (ADT ID: 731778, 731779,
731780, 731786) servicing the building are of the same age as the main switchboard and
similarly, replacements should be considered.
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Figure 27 Building 4 Condition of Electrical Systems

7.3.3 Recommendations

The main switchboard (ADT ID: 731781), distribution switchboards and mechanical controls
board (ADT ID: 731778, 731779, 731780, 731786) should be replaced within 5 years.
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8 Building 5 Te Whare Mauri Ora

81 General

The building was constructed in 1971. It is timber framed with brick veneer and profiled metal
cladding systems and has a corrugated iron roof. The building has predominantly timber framed

windows.

The overall condition of Building 5 is rated at 3.3.

Figure 28 Building 5 Overall Condlition

Figure 29 Building 5 Condition of Exterior Elevations
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Figure 30 Building 5 Condition of Roof

8.1.1 Remedial Works
Deferred maintenance items noted during the survey included:

e Suspect sheet ends at ridge are rusting. Ridge flashing has been replaced and there
are a few patches of primer on the roof

e Cracks in suspected asbestos sheeting

8.2 Mechanical Services

821 Heating Plant
The heating plant for Building 5 is situated in Calorifier Room GO57.

The building is supplied with site-reticulated heating hot water for calorifier and comfort

heating.

Site reticulated heating water is circulated through a shell and tube heat exchanger to

generate low temperature heating water for the building comfort heating and domestic hot
water. Heating water is pumped to radiators through the building. A domestic hot water
pump (ADT ID: 731769) circulates domestic hot water through a loop to supply the building.

The'mechanical plant generally including the heat exchanger (ADT ID: 731765) and calorifier
(ADT ID: 731771) are in the second half of their service life and will exhibit increasing
Mmaintenance costs over the next ten years. The mechanical control panel is original building
equipment and should be replaced along with other electrical boards.

Pumps: heating water circulation (ADT ID: 731767), calorifier circulation pump (ADT ID:
731768), and domestic hot water circulation pumyps appear to have been replaced more
recently and should have more than ten years expected service life remaining.
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Figure 31 Building 5 Condition of Mechanical Services

822 Recommendation

The mechanical plant, calorifier and heat exchanger are in the second half of service life and
should be monitored closely for deteriorating performance and replacement should be
planned for within a five year time frame. The-mechanical control panel should be replaced
along with other electrical boards.

The pumps and control valves are in the first half of their service life and should have an
expected remaining service life of over ten years.

Electrical Systems

8.3.1 Main Switchboard

The main switchboard (ADT ID: 731784) for Building 5 is situated in the Switchboard Room.
It is in good condition with modern switchgear and equipment.

832 Distribution Switchboards

The distribution switchboards (ADT ID: 731782, 731783) servicing the building are in good
condition with modern switchgear and equipment.

The mechanical controls board (ADT ID: 731785) in the Plant Room is at the end of its’
economic life. A replacement should be considered and will provide the opportunity to
standardise the switchgear and equipment, which will be beneficial to the maintenance
team when a replacement part or item is required. In addition, ageing switchgear and
equipment are inefficient and potentially dangerous.
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Figure 32 Building 5 Condition of Electrical Services

833 Recommendations
. The main switchboard (ADT ID: 731784) and distribution switchboards (ADT ID: 731782,
731783) be replaced in 15-20 years.

. The mechanical controls board (ADT ID:731785) in the Plant Room be replaced within
5 years.
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9 Building 6 Avon Administration

91 General

The building was constructed in 1930. It is timber framed with a weatherboard cladding system
and has a corrugated iron roof. Modifications/extensions were made to the building around the
years 1978, 1999 and further unknown dates. The building has predominantly timber framed
windows. The overall condition of the building is rated at 3.1.

Figure 33 Building 6 Overall Condition

Figure 34 Building 6 Condition of Exterior Elevations
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Figure 35 Building 6 Condition of Roof

9.1.1 Remedial Works
Deferred maintenance items noted during the survey included:

e Subfloor vents below hardstand. Will.allow water to enter subfloor space
e Multiple hairline cracks found in foundation ring beam
e Areas of advanced rot in weatherboards

e Paint flaking off weatherboards
Mechanical Services

9.2.1 Heating Plant
The heating plant for Building 6 is situated in Calorifier Room G0O52.

The building-is supplied with site-reticulated heating hot water for calorifier and comfort
heating.

Site reticulated heating water is circulated through a shell and tube heat exchanger to
generate low temperature heating water for the building comfort heating and domestic hot
water. Heating water is pumped to radiators through the building. A domestic hot water
pump (ADT ID: 731236) circulates domestic hot water through a loop to supply the building.

The mechanical plant generally including the heat exchanger (ADT ID: 731232), calorifier
(ADT ID: 731233) and the LTHW pump (ADT ID: 731231) are in the second half of their service
life and will exhibit increasing maintenance costs over the next ten years. The mechanical
control panel is original building equipment and should be replaced along with other
electrical boards.

The calorifier circulation pump (ADT ID: 731235) and domestic hot water circulation pumjps
appear to have been replaced recently and should have more than ten years expected
service life remaining.
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Figure 36 Building 6 Condition of Mechanical Services

922 Recommendation

9.3

The mechanical plant, calorifier, heat exchanger and LTHW pump are in the second half of
service life and should be monitored closely for deteriorating performance and replacement
should be planned for within a five year time frame.

The mechanical control panel should be replaced along with other electrical boards.

The domestic hot water and calorifier pumips and control valves are in the first half of their
service life and should have an‘expected remaining service life of over ten years.

Electrical Systems

9.3.1 Main Switchkoard

The main switchboard (ADT ID: 731240) for Building 6 is situated in the Switchboard Room.
It is in good condition with modern switchgear and equipment.

932 Distribution Switchboards

The distribution switchboards (ADT ID: 731241, 731242) servicing the building consist of old
panels with modern switchgear and equipment, which are in moderate conditions.

The mechanical controls board (ADT ID: 731243) in the Plant Room is at the end of its’
economic life. A replacement should be considered and will provide the opportunity to
standardise the switchgear and equipment, which will be beneficial to the maintenance
team when a replacement part or item is required. In addition, ageing switchgear and
equipment are inefficient and potentially dangerous.
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Figure 37 Building 6 Condition of Electrical Services

9.33 Recommendations

. The main switchboard (ADT ID: 731240) should be replaced in 15-20 years.

. The distribution switchboards (ADT ID: 731241, 731242) be replaced in 5-10 years.
. The mechanical controls board (ADT ID: 731243) be replaced within 5 years.
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10 Building 7 Energy Centre

101 General

The building was constructed in 1998. It is a reinforced concrete and concrete block structure and
has a Diamond V-Rib roof. The building has predominantly aluminium framed windows. The
overall condition of the building is rated at 2.3.
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Figure 38 Building 7 Overall Condition
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Figure 39 Building 7 Condition of Exterior Elevations
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Figure 40 Building 7 Condition of Roof

10.2

10.1.1 Remedial Works
Deferred maintenance items noted during the survey included:

e Blocked gutters

e Issues with roof flashings
Mechanical Services

10.2.1 Heating Plant

Building 7 houses the central heating plant for the Hillmorton Hospital campus and supplies
the site-reticulated heating hot water for calorifier and comfort heating for most of the
buildings on the site.

Heating is provided by two boilers. The Binder wood chip boiler (ADT ID: 730734) is equipped
with particulate emission controls to meet the resource consent particulate discharge
requirements. The other Hoval boiler (ADT ID: 730732) is LPC-fired. The energy centre also
houses associated plant: pumps (ADT ID: 730731, 730732), expansion tanks (ADT ID: 730728),
buffertank (ADT ID: 730728).

The energy centre was refurbished with the installation of the wood chip boiler and has
been in service approximately six years of an expected twenty year service life.
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Figure 41 Building 7 Condition of Mechanical Services

10.2.2 Recommendation

The Energy Centre mechanical plant appears to be well maintained to achieve its expected
service life.

10.3 Electrical Systems

10.3.1  Main Switchboard

The main switchboard (ADT ID: 731561) for Building 7 is situated in the Boiler Plant Room. It
is in good condition with modern switchgear and equipment.

10.3.2 GCenerator

The generator (ADT ID:731563) and the associated controls panel (ADT ID: 731562) are in
good condition.
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Figure 42 Building 7 Condition of Electrical Services

10.3.3 Recommendations
The main switchboard (ADT ID: 731561) should be replaced in 15-20 years.
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11 Building 8 Tupuna Village

1.1 General

The building was constructed in 1971. It is timber framed with brick veneer and profiled metal
cladding systems and has a corrugated iron roof. The building has predominantly timber framed
windows.

Figure 43 Building 6 Overall Condition

Figure 44 Building 8 Condition of Exterior Elevations
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Figure 45 Building 8 Condition of Roof

11.1.1

Remedial Works

Deferred maintenance items noted during the survey included:

Evidence of leaks around ridge having been repaired. Noted that the ridge flashing to
the east side has been replaced. Given the issues found on buildings 3, 4 and 5 it is
safe to assume that the sheet ends under the ridge are starting to rust.

Various patch repairs evident on roof

External door rotten

11.2 Mechanical Services

11.2.1

Heating Rlant

The heating plant for Building 8 is situated in Calorifier Room G023.

The building is supplied with site-reticulated heating hot water for calorifier and comfort
heating.

Site reticulated heating water is circulated through a shell and tube heat exchanger (ADT ID:
731547) to generate low temperature heating water for the building comfort heating and

domestic hot water. Heating water is pumped to radiators through the building. A domestic
hot water pump (ADT ID: 731551) circulates domestic hot water through a loop to supply the

buildin

g.

The mechanical plant generally including the heat exchanger, and the calorifier (ADT ID:
731222) are in the second half of their service life and will exhibit increasing maintenance
costs over the next ten years. The mechanical control panel is original building equipment
and should be replaced along with other electrical boards. One valve actuator has been
removed and appears to require maintenance.

The pumps: calorifier circulation (ADT ID: 731550), heating water (ADT ID: 731548), appear to
have been replaced recently and should have more than ten years expected service life
remaining.
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Figure 46 Building 8 Condition of Mechanical Systems

11.2.2 Recommendation

The mechanical plant, calorifier, heat exchanger and LTHW pump are in the second half of
service life and should be monitored closely for deteriorating performance and replacement
should be planned for within a five

year time frame.
The mechanical control panel'should be replaced along with other electrical boards.

The pumps and control valves.are in the first half of their service life and should have an
expected remaining service life of over ten years.

11.3 Electrical Systems

11.3.1 Main“Switchboard

The main switchboard (ADT ID: 731573) for Building 8 is situated in the Switchboard Room.
Although'in good condition, the main switchboard is at the end of its’ economic life and a
replacement should be considered. A replacement also provides an opportunity to
standardise the switchgear and equipment, which will be beneficial to the maintenance
team when a replacement part or item is required. In addition, aging switchgear and
equipment are inefficient and potentially dangerous.

11.3.2  Distribution Switchboards

The distribution switchboards (ADT ID: 731570, 731571, 731572) and mechanical controls
board (ADT ID: 731569) servicing the building are of the same age as the main switchboard
and similarly, replacements should be considered.
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Figure 47 Building 8 Condition of Electrical Systems

11.3.3 Recommendations

The main switchboard (ADT ID: 731573), distribution switchboards (ADT ID: 731570, 731571,
731572) and mechanical controls board (ADT/ID: 731569) be replaced within 5 years.
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12 Building 9 Recreation Centre

121 General

The building was constructed in 1974. It is timber framed with a brick veneer cladding system and
has a corrugated iron roof. The building has predominantly timber framed windows.

The overall condition of the building is rated at 2.9.

Figure 48 Building 9 Overall Condition

Figure 49 Building 9 Condition of Exterior Elevations
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Figure 50 Building 9 Condition of Roof

12.2

12.1.1 Remedial Works
Deferred maintenance items noted during the survey included:

e Areas of roof paint in very poor condition
e Downpipes in poor condition

e Internal gutters draining toflat roofing appears to be the cause of roof leaks

Mechanical Services

12.2.1  Heating Plant
The heating plant for Building 9 is situated in Calorifier Room G061. The plant room is within
the building but the-concrete floor is below grade.

The building is supplied with site-reticulated heating hot water for comfort heating.

Site reticulated heating water is circulated through a plate heat exchanger (ADT ID: 731590)
to generate low temperature heating water for the building comfort heating. Heating water
is pumyped to radiators through the building.

The mechanical plant generally including the pumps (ADT ID: 731588,731587) and the heat
exchanger are in the first half of their service life and should have more than ten years
expected service life remaining.

The mechanical control panel is of an age that it should be replaced when other electrical
work is scheduled for the building.
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Figure 51 Building 9 Condition of Mechanical Systems

12.2.2 Recommendation

The mechanical plant, heat exchanger and the pumps and control valves are in the first half
of their service life and should have an expected remaining service life of over ten years.

The mechanical control panel replacement should be scheduled for within a five year time
frame.

12.3 Electrical Systems

12.3.1 Main Switchboare

The main switchboard (ADT'ID: 731706) for Building 9 is situated in the Switchboard Room.
The main switchboard consists of old panels with modern switchgear and equipment, which
are in moderate condition.

12.3.2  Distribution Switchboards

The distribution switchboard (ADT ID: 731707) in corridor GO26 and the mechanical controls
board (ADT1D: 731709) in the Plant Room are in good condition.

The distribution switchboards (ADT ID: 731708) in the Main Room G027 has an assortment of
switchgear and equipment which vary in age, make and condition. Overall, the distribution
switchboard is at the end of its’ economic life and a replacement should be considered. A
replacement also provides an opportunity to standardise the switchgear and equipment,
which will be beneficial to the maintenance team when a replacement part or item is
required. In addition, aging switchgear and equipment are inefficient and potentially
dangerous.

The distribution switchboard (ADT ID: 731583) in the Kitchen consists of old panels in
moderate to poor condition.
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Figure 52 Building 9 Condition of Electrical Systems

12.3.3 Recommendations

. The main switchboard (ADT ID: 731706) and the distribution switchboard (ADT ID:
731583) in the Kitchen be replaced in 5-10.years.

. The distribution switchboard (ADT ID;731708) in the Main Room G027 be replaced
within 5 years.

. The distribution switchboard (ADT ID: 731707) in Corridor GO26 and the mechanical
controls board (ADT ID: 731709).in the Plant Room be replaced in 15-20 years.
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13 Building 10 Kiwi Kids Nursery

131 General

The building was constructed around the year 1970. It is timber framed with brick veneer and
light-weight cladding systems and has a corrugated iron roof. The building has predominantly
timber framed windows.

The overall condition of the building is rated at 2.7.

Figure 53 Building 10 Overall Condition

Figure 54 Building 10 Condition of Exterior Elevations
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Figure 55 Building 10 Condition of Roof

13.1.1 Remedial Works
Deferred maintenance items noted during the survey included:

e Patio/Gardens blocking underfloor vents

e Some rot in timber windows

e Shade roof structure appears.to be inadequately built

e Step cracks and failed pointing in brickwork, some displaced bricks
e Paint flaking off possible asbestos panels

e Deck boards failed

13.2 Mechanical Services

13.3

13.2.1  Heating Plant
The heating plant for Building 10 is provided by spilt system heat pumps with natural
ventilation via opening windows.

There is no mechanical plant room for this facility.

13.2.2 Recommendation

The split system heat pumps are in the second half of service life and should be monitored
closely for deteriorating performance and replacement should be planned for within a five
year time frame.

Electrical Systems

13.3.1 Main Switchboard

The main switchboard (ADT ID: 731787) for Building 10 is situated in the Laundry. It consists
of modern switchgear and equipment but is in moderate to poor condition. One half on the
switchboard bi-fold doors is absent.
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13.3.2  Distribution Switchboard

The distribution switchboard (ADT ID: 731788) servicing the building consists of modern
switchgear and equipment, which is in moderate condition.

Figure 56 Building 10 Condition of Electrical Systems

13.3.3 Recommendations

The main switchboard (ADT ID: 731787) and distribution switchboard (ADT ID: 731788) be
replaced in 10-15 years.
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14 Building 13 Meeting Rooms

141 General

The building was constructed around 2011/12. It is timber framed with weatherboard cladding and
has a corrugated iron roof. The building has predominantly aluminium framed windows.

The overall condition of the building is rate at 1.6.
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Figure 57 Building 13 Overall Condition
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Figure 58 Building 13 Condition of Exterior Elevations
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Figure 59 Building 13 Condition of Roof

14.1.1 Remedial Works
No specific deferred maintenance items were noted during the survey.

14.2 Mechanical Services

14.2.1  Heating Plant

The heating plant for Building 13, Meeting Rooms 3 and 4 is provided by split system heat
pumps (ADT ID: 728820, 728836) with natural ventilation via opening windows.
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Figure 60 Building 13 Condition of Mechanical Systems
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14.2.2 Recommendation

The split system heat pumps are in the second half of service life and should be monitored

closely for deteriorating performance and replacement should be planned for within a five
year time frame.

14.3 Electrical Systems

14.3.1 Distribution Switchboards

The distribution switchboards (ADT ID: 731581, 731582) servicing Meeting Rooms 3 and 4 in
building 13 are in good condition with modern switchgear and equipment.

Figure 61 Building 13 Condition of Electrical Systems

14.3.2 Recommendations
The distribution switchboards (ADT ID: 731581, 731582) be replaced in 15-20 years.
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15 Building 15 Fergusson Building

151 General

The building was constructed in 1960. It is a combination of reinforced concrete and block and
timber frame with pre-cast concrete panel and plastered blockwork cladding systems and has a
corrugated aluminium sheet roof. Modifications/extensions were made to the building around the
years 2013 and 2014. The building has predominantly timber and aluminium framed windows.

The overall condition of the building is rated at 2.9.

Figure 62 Building 10 Overall Condition

Figure 63 Building 10 Condition of Exterior Elevations
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Figure 64 Building 10 Condition of Roof

15.1.1 Remedial Works
Deferred maintenance items noted during the survey included:

e Suspect roof sheeting rusting beneath ridge flashing
e Loose electrical cabling on roof

e Skylights deteriorated and leaking

e QCutters require cleaning

e Butanol patch repairs to roof evidence of roof leaks.
e Evidence of tree roots lifting pavers and subsidence
e Suspected asbestos cladding

e Dry rot noted in window sills

e Roofsheeting lifting

e Windows require repainting
15.2 Mechanical Services

15.2.1 Heating Plant
The heating plant for Building 15 is situated in BOO1 basement plant room.

The building is supplied with site-reticulated heating hot water for calorifier and comfort
heating.

Site reticulated heating water is circulated through a plate heat exchanger (ADT ID: 730259)
to generate low temperature heating water for the building comfort heating and domestic
hot water - heat exchanger circulation pump (ADT ID: 730261), - calorifier circulation pump
(ADT ID: 730267). Heating water is pumped (ADT ID: 730260) to four heating zones
throughout the building.
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The mechanical heating plant is generally in good condition, much of it appearing to have
been retrofitted recently and while the calorifiers (ADT ID: 730257) are in the second half of
their service life the remaining service life of the facility would be a minimum of ten years.

@ Condition Rating Summary
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Figure 65 Building 9 Condition of Mechanical Systems

153

15.2.2  Chiller and Ventilation Plant

Plant room GO10 for Building 15 contains a chiller (ADT ID: 731555) and associated pumps
(ADT ID: 731556, 731557) to supply cooling coils for air handling units located at level 1 above
GO10.

Both the chiller and the air handling plant are past the end of their useful service life.

15.2.3 Recommendation

The chiller, chilled water pumps and the air handling plant are at the end of their service life
and should be monitored closely for deteriorating performance and replacement should be
planned.

Electrical'Systems

15.3.1 Main Switchboard

The main switchboard (ADT ID: 730726) for Building 15 is situated in the Basement Plant
Room. The board is in very good condition with modern switchgear and equipment.

15.3.2  Distribution Switchboards

The distribution switchboards and mechanical controls boards (ADT ID: 731567, 731568,
731574, 731575, 731576, 731577, 731578, 731579, 731580) servicing Building 15 vary from very
good to good condition with modern switchgear and equipment. The solitary exception is
the mechanical controls board (ADT ID: 731710), in Plant Room GO10. The board is at the end
of its’ economic life and a replacement should be considered. A replacement also provides
an opportunity to standardise the switchgear and equipment, which will be beneficial to the
Mmaintenance team when a replacement part or item is required. In addition, ageing
switchgear and equipment are inefficient and potentially dangerous.
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Figure 66 Building 9 Condition of Electrical Systems

15.3.3 Recommendations

. The main switchboard (ADT ID: 730726) and the distribution switchboards (ADT ID:
731567, 731568, 731574, 731575, 731576, 731577, 731578, 731579, 731580) be replaced in
15-25 years.

. The mechanical controls board (ADT ID: 731710) in Plant Room G010 be replaced
within 5 years.
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16 Building 16 Community Dental Service

16.1 General

The building was constructed in 2010. It is timber framed with a combination of Linea board,
Hardiflex and Shadowclad cladding systems and has a long-run iron roof. The building has
predominantly aluminium framed windows.

The overall condition of the building is rated at 1.5.

Figure 67 Building 16 Overall Building Condition
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Figure 69 Building 16 Condition of Roof

16.1.1 Remedial Works

Deferred maintenance items noted during the survey included:

e Failure of sealants on cladding

e Damage to barge boards

16.2 Mechanical Services

16.2.1 Heating Plant

The heating plant for Building 16 is provided by split system heat pumps with natural

ventilation via opening-windows with some spaces extracted.
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16.2.2 Recommendation

The split system heat pumps are in the second half of service life and should be monitored
closely for deteriorating performance and replacement should be planned for within a five
year time frame.

16.3 Electrical Systems

16.3.1  Main Switchboard
The main switchboard for Building 16 (ADT ID: 731238) is situated in the Plant Room. Itlis in
good condition with modern switchgear and equipment.

Figure 71 Building 16 Condition of Electrical Systems

16.3.2 Recommendadtions
The main switchboard (ADT ID: 731238) be replaced in 15-20 years.
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17 Building 21 Training Unit, Library

171 General

The building was constructed in 1964. It is reinforced concrete and timber framed with a

reinforced concrete cladding system and has a galvanised iron roof. The building has
predominantly timber and aluminium windows.

The overall condition of the building is rated at 3.2.

Figure 72 Building 21 Overall Building Condition

Figure 73 Building 21 Condition of Exterior Elevations
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Figure 74 Building 21 Condition of Roof

17.1.1 Remedial Works
Deferred maintenance items noted during the survey included:

e Heavy build-up of tree debris next to building
e C(Cladding paint peeling

e Downpipes in poor condition

e Cracks noted in soffits

e Rot in timber flashings around windows
17.2 Mechanical Services

17.2.1 Heating Plant

The heating plant for Building 21 is situated in GO03 Calorifier Room. The system includes a
modern.condensing gas boiler (ADT ID: 731542) supplying heating hot water, replacing site-
reticulated heating water as the energy source. The boiler, expansion tank (ADT ID: 731543)
and circulation pump (ADT ID: 731544) for comfort heating have been retrofitted in recent
years and are in the first half of their service lives. The switchboard/control panel which
includes pump control is at the end of its service life.

Domestic hot water is generated in an electric storage cylinder located in the cleaners’ room
G020. This is nearing the end of its service life and should be scheduled for replacement.
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Figure 75 Building 21 Condition of Mechanical Systems

17.2.2 Recommendation

The mechanical controls should be replaced when the switchboard is replaced in five years.
The hot water cylinder should be replaced within a similar time frame.

The boiler, expansion tank and circulation pump should have an expected remaining service
life of ten years.

17.3 Electrical Systems

17.3.1  Main Switchboard

The main switchboard (ADT ID: 731564) for Building 21 is situated in the Cleaners Cupboard.
The board is at the end of its’ economic life and a replacement should be considered. A
replacement also provides an opportunity to standardise the switchgear and equipment,
which will be beneficial to the maintenance team when a replacement part or item is
required. In-addition, ageing switchgear and equipment are inefficient and potentially
dangerous.

17.3.2~, “Distribution Switchboards

The 'mechanical controls board (ADT ID: 731565) in the Plant Room consists of old panels
with an assortment of ageing and modern switchgear and equipment, in moderate to poor
condition.
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Figure 76 Building 21 Condition of Electrical Systems

17.3.3 Recommendations
. The main switchboard (ADT ID: 731564) be within 5 years.

. The mechanical controls board (ADT ID: 731565) in the Plant Room be replaced in 5-10
years.
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18 Building 22- Youth Specialty Service

181 General

The building was constructed in 1985. The building is timber framed with a concrete block veneer,
with stained horizontal timber weather boards above the aluminium joinery. The roof is clad with
concrete tile, draining to steel spouting and downpipes. A Portacom style extension was added
between 2000 and 2004 with a further extension added between 2005 and 2009. Generally, the

original building is in better condition than the Portacom additions. The overall building condition
is rated at 2.8.

Figure 77 Building 22- overall condition

Figure 78 Building 22- condition of Exterior Elevations
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Figure 79 Building 22- condition of roof

18.1.1 Remedial works:

Ceramic tiles are coming away from the substrate. Investigate cause and repair.
Door is cracked at hinges. Replace door.
Repair required to mortar to concrete block

An overflow pipe that exits near the base of the wall is discharging a steady
stream of water. Find cause and remediate.

Doors to external storage area are heavily cracked and should be replaced.
Main Building: There are a number of visible defects;

Numerous cracked tiles

Evidence of roof leaks being temporarily repaired with sealant.

The gutters are rusted trough in places, there are also several joints that are
leaking.

Down pipes are rusted through in places, particularly in the internal
courtyard. The down pipe on Elevation 19 is leaking at a high level,
suggesting that it is completely blocked.

Gutters and downpipes should be replaced, with the storm water laterals
checked for blockages. The gutters should then be maintained with regular
cleaning. Consideration should be given to replacing the entire roof- if this
is not possible, then a competent roofer should permanently repair the old
leaks, and replace any cracked tiles.

Roof extension: Large areas of the roof have been painted with a mastic sealant,
presumably to fix leaks. It may be prudent to coat the entire roof with a suitable
painted membrane or lay Butanol or similar.
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18.2 Mechanical Systems

18.2.1  Heating Plant

The heating plant for Building 22 is situated in the Calorifier Room. The system includes a
modern condensing gas boiler supplying heating hot water, replacing site-reticulated
heating water as the energy source. The boiler (ADT ID: 731801), expansion tank (ADT ID:
731802) and circulation pumps (ADT ID: 731802) for comfort heating, calorifier heating and
for domestic hot water circulation have been replaced in recent years and are in the first-half
of their service lives: heating water circulation pump (ADT ID: 731803), domestic hot water
circulation pump (ADT ID: 731807), calorifier circulation pump (ADT ID: 731804). The
domestic hot water calorifier (ADT ID: 731805) and control valves are original plant and are
nearing the end of their service lives. The heating control panel which includes pump
controls and heating zone controls is of the same vintage.

18.2.2 Recommendation

The controls equipment should be replaced when the main switchboard and distribution
switchboards are replaced within five years. The calorifier should be replaced within a similar
time frame.

The boiler and circulation pumps should have an expected remaining service life of ten
years.

Figure 80 Building 22 condition of mechanical systems
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18.3 Electrical Systems

18.3.1  Main Switchboard

The main switchboard (ADT ID: 731800) for Building 22 is situated in the Calorifier Room and
also contains the isolation points for the power supplies to the Portacom building. There is
an assortment of switchgear and equipment which vary in age, make and condition. Overall,
although in reasonable condition, the main switchboard is at the end of its economic life
and a replacement should be considered. A replacement also provides an opportunity to
standardise the switchgear and equipment, which will be beneficial to the maintenance
team when a replacement part or item is required. In addition, aging switchgear and
equipment are inefficient and may be potentially dangerous.

18.3.2  Distribution switchboards

The distribution switchboard (ADT ID: 731799) servicing Building 22 is of the same age as the
main switchboard and similarly, a replacement should be considered.

Figure 81 Building 22 condition of Electrical Systems

18.3.4 Recommendation
The'main switchboard (ADT ID: 731800) and distribution switchboards (ADT ID: 731799)
should be replaced within five years.
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19 Building 23 Laundry

191 General

The building is believed to have been constructed in the 1970's. It is a concrete structure with open
web steel joists supporting a low-pitched roof. The roof has long run raised rib metal roofing. The
building has aluminium framed windows.

The overall condition of the building is rated at 3.1.

Figure 82 Building 23 Overall Building Condition

Figure 83 Building 23 Condition of Exterior Elevations
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Figure 84 Building 23 Condition of Roof

19.1.1 Remedial Works
Deferred maintenance items noted during the survey included:

e Guttering and spouting in poor condition
e Section of roof flashing missing'and damage to ridge flashing
e Lichen build up in shaded areas requires spraying

e Concrete blocks and steel used to hold down sections of roofing, permanent repair
required

e Windows require repainting

e Roof vents.removing paint from sections of roof

19.2 Mechanical Services

19.2.1 “Heating Plant

Heating energy for Building 23 is generated by two diesel boilers located in the boiler house.
One‘boiler has dual-fuel capability, burning LPG as an alternative (ADT ID: 731619), diesel only
(ADT ID: 731618). Associated plant includes boiler feed (ADT ID: 731622, 731621), and
distribution pumps (ADT ID: 731631)., fuel systems (ADT ID: 731624, 731620)., buffer tanks (ADT
ID: 731627, 731628, 731629)., metering and associated controls. The plant is generally in the
latter half of its service life with at least ten years of service life remaining with regular
Mmaintenance.

The heating plant for Building 23 is located in the ground floor plant room. Mechanical plant
includes heat exchangers (ADT ID: 731650, 731653), pump sets for high and low temperature
water supplies (ADT ID: 731642, 731643, 731648, 731649, 731654, 731656, 731657), calorifiers
(ADT ID: 731644, 731655), discharge-water filters (ADT ID: 731651) and heat recovery systems
(ADT ID: 731652). A compressor (ADT ID: 731647), receiver (ADT ID: 731646) and controls serve
some pneumatically actuated control valves.
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19.2.2 Recommendation

While some systems have been recently retro-fitted and have long remaining service lives,
much of the plant is well into the latter end of its useful service life.

Ventilation plant including air handling (ADT ID: 731614, 731615) and evaporative chillers (ADT
ID: 731608, 731616) located on level four of the laundry is similarly nearing the end of its
economic service life.

Figure 85 Building 23 Condition of Mechanical Systems

19.3

19.2.3 Recommendation

The boiler house plant has an expected remaining service life of at least ten years. Much of
the laundry mechanical plant should be scheduled for replacement within the next five
years. Its performance will be deteriorating and its rate of repairs increasing, making it
increasingly uneconomic to operate.

Electrical Systems

19.3.1 _Main Switchboard

Although in good condition, the main switchboard (ADT ID: 731661) for Building 23 is at the
end of its’ economic life and a replacement should be considered. A replacement also
provides an opportunity to standardise the switchgear and equipment, which will be
beneficial to the maintenance team when a replacement part or item is required. In
addition, aging switchgear and equipment are inefficient and potentially dangerous.

19.3.2  Distribution Switchboards

The distribution switchboards and mechanical controls boards (ADT ID: 731617, 731634,
731635, 731636, 731637, 731639, 731640, 731641, 731662, 731663, 731664, 731665, 731666)
servicing Building 23 are of the same age as the main switchboard and similarly, a
replacement should be considered.

The exception is distribution switchboard DB-4 (ADT ID: 731638), which is in good condition
with modern switchgear and equipment.
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Figure 86 Building 23 Condition of Electrical Systems

19.3.3 Recommendations

. The main switchboard (ADT ID: 731661), distribution switchboards and mechanical
controls boards (ADT ID: 731617, 731634, 731635, 731636, 731637, 731639, 731640, 731641,
731662, 731663, 731664, 731665, 731666), with the exception below, be replaced within
5 years.

. The distribution switchboard DB-4(ADT ID: 731638) be replaced in 15-20 years.
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20 Building 31 Food Services Main Kitchen

20.1 General

The building was constructed in 1980. It is a combination of timber frame, reinforced concrete and
concrete block with a block veneer and reinforced concrete cladding system and has a Dimondek
profiled metal roof. The building has predominantly timber framed windows.

The overall condition of the building is rated at 2.5

Figure 87 Building 31 Overall Building Condition

Figure 88 Building 31 Condition of Exterior Elevations
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Figure 89 Building 31 Condition of Roof

20.1.1  Remedial Works
Deferred maintenance items noted during the survey included:

e Door cladding failed

 Roof fastening fixed in troughs of roofing evidence of silicon used to affect repairs
e Multiple patches indicate roof leaks are an issue

e Lichen growing on roof

e Parapet cappingin poor condition
20.2 Mechanical Services

20.2.1 Heating*Plant

The heating plant for Building 31 is in the services basement spaces BO03, BO12. Steam from
the central heating plant is reticulated to the building and distributed to the kitchen via
steam.header (ADT ID: 731679). The plant is at or nearing the end of its useful service life, for
example, steam condensate tank (ADT ID: 731680), sump pump (ADT ID: 731687). The steam
condensate pump has recently been replaced, (ADT ID: 731681).

Kitchen exhaust fans located outside of plant rooms were not inspected as part of this
survey.
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Figure 90 Building 31 Condition of Mechanical Systems

20.2.2 Recommendation

The kitchen mechanical plant should be scheduled for replacement. Its performance will be
deteriorating and its rate of repairs increasing, making it increasingly uneconomic to operate.

20.3 Electrical Systems

20.3.1 Main Switchboard

Although in good condition, the main switchboard (ADT ID: 731793) for Building 31 is at the
end of its’ economic life and a replacement should be considered. A replacement also
provides an opportunity tostandardise the switchgear and equipment, which will be
beneficial to the maintenance team when a replacement part or item is required. In
addition, aging switchgear and equipment are inefficient and potentially dangerous.

20.3.2 Distribttion Switchboards
The distribution switchboards and mechanical controls boards (ADT ID: 731789, 731790,

731791, 731795) servicing Building 31 are of also at the end of their economic lives and
similarly, replacements should be considered.

Theexceptions are distribution switchboards DB-1E (ADT ID: 731794) in the Plant Room and
DB.5 (ADT ID: 731792) in G023, which are in good condition with modern switchgear and
equipment.
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Figure 91 Building 31 Condition of Electrical Systems

20.3.3 Recommendations

. The main switchboard (ADT ID: 731793), distribution switchboards and mechanical
controls boards (ADT ID: 731789, 731790, 731791, 731795), with the exceptions below, be
replaced within 5 years.

. The distribution switchboards DB-1E (ADT ID: 731794) and DB-5 (ADT ID: 731792) be
replaced in 15-20 years.
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Appendix 1: Inventory Spreadsheets
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Appendix 2: Photos
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P for Dunedin North " ‘.’
Minister of Health Associate Minister of Finance O 2 :/1,:;/‘
. EW-ZEA\,P\N .
19 DEC 2018
Dr John Wood
Chair

Canterbury District Health Board
blue-duck@xtra.co.nz

Dear Dr Wood
Canterbury DHB Specialist Mental Health Services — Detailed Business Case

The Minister of Finance and | have considered the Detailed Business Case for the above
project (final version dated 16 November 2018) and approve the Detailed Business Case’s
preferred option for the relocation of Specialist Mental Health services from The Princess
Margaret Hospital (TPMH) to the Hillmorton site, at an estimated capital cost of $79 million
funded by $79 million of Crown capital funding.

The scope of this project is:

Inte rated Famil Services Centre

e Child, Adolescent and Family , 16 bed inpatient service

e Eating Disorders and Mothers & Babies, 13 bed and space for 5-7 cot inpatient and
outpatient services and associated workspace

¢ Southern Regional Health School

High and Complex Unit

e providing a specialist 24 bed inpatient mental health rehabilitation service

The Child, Adolescent and Family outpatient service and community building is not within
the approved scope of this project.

The conditions of approval that apply to this project are attached as Appendix One

| have been advised that this is a straightforward construction project with full design to be
completed prior to tendering for construction. As such, management of the project is to
return to Canterbury DHB, with quarterly reporting to the Ministry of Health and monthly
reporting and oversight through the Hospital Redevelopment Partnership Group.

Congratulations on your work to date and look forwards to hearing of future progress with
this important project.

Yours si e

H nDr id Clark
Minister of Health

cc: David Meates, Chief Executive, Canterbury District Health Board

+64 4 817 8709 E Private Bag 18041, Parliament Buildings, Wellington 6160, New Zealand d.clark@ministers.govt.nz beehive.govt.nz
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Appendix One: Approval Conditions

Im lementation Business Case

1)

2)

The DHB will complete an Implementation Business Case which will include the proposed
new management structure, an updated section on construction risk in the market and an
update on how the next design phase has mitigated some of the issues raised in the
Detailed Business Case review. This business case will be submitted to the Hospital
Redevelopment Partnership Group for approval.

At the time of the Preliminary Design a clinical and architectural review of the Preliminary
Design is to be undertaken. This review is to ensure that the DHB has addressed the
concerns raised by the review of the Detailed Business Case and the review will be
submitted to the Hospital Redevelopment Partnership Group for approval.

Pre-Build

3)

The DHB will supply to the Ministry of Health the quantity surveyor reports and the review
report and the information will be to the satisfaction of the Ministry of Health.

Monthly Reporting

4)

The DHB will submit monthly project reports to the Hospital Redevelopment Partnership
Group.

Quarterl Pro’ect Assurance

5)

6)

7)

8)

The Senior Responsible Officer will submit quarterly project assurance reports for this
project to the Ministry of Health (DHB Capital Investment Management Team, DHB
Performance, Support and Infrastructure). A template is available from the DHB Capital
Investment Management Team. The quarterly assurance report will include the following:
a) progress against project milestones

b) confirmation of project costs against the approved budget, including a project cash
flow

c) notification of significant and/or material risks
d) change management progress (including health services and models of care)

e) details of any project scope changes (note, material scope changes may require the
approval of the Minister of Health)

f) assurance that the Board has considered the quantity surveyor and project director’s
reports

g) any other information as requested by the Ministry of Health.

Access to Crown capital funding is dependent upon timely submission of the quarterly
assurance report to the Ministry of Heaith.

A finalised Benefits Realisation Plan must be provided to the Ministry of Health.

At the compiletion of the project the DHB is to submit a completed Post Implementation
Review and after 12 months a Post Occupancy Evaluation.
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Funding

9) The project budget for Specialist Mental Health Services project is not to exceed $79.0
million (excluding GST).

10) The Crown will provide $79.0 million from the Health Capital Envelope.

11) A cash profile for the draw down of equity is to be submitted and agreed with officials.
The DHB will be expected to manage expenditure within the agreed profile or provide
timely notification of any re-phasing.

12) The final draw down of equity will be made no later than twelve months after work is
completed, or the remaining funds will be forfeited.

13) Any surplus capital funds from this project are to be returned to the Crown.
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1. Executive Summary

1.1 Introduction

1.1.1 Background and purpose

The Ministry of Health (MOH) commissioned this Detailed Business Case (DBC) on behalf of the
Hospital Redevelopment Partnership Group (HRPG) to provide recommendations on the preferred
investment option for relocation of regional and local Specialist Mental Health Services (SMHS)
from the Princess Margaret Hospital (TPMH) to the Hillmorton Hospital site. This DBC seeks
approval to develop the investment option further through the implementation, design and delivery
stages of this project.

The DBC builds on the Indicative Business Case (IBC) prepared and commissioned by Canterbury
District Health Board (CDHB) in 2016 (and finalised in August 2017), along with previous decisions
made by CDHB and the MOH to consolidate CDHB services onto three sites: Christchurch, Burwood
and Hillmorton Hospitals, and exit TPMH site.

1.1.2 Scope of health services considered

While the scope of the IBC was limited to TPMH based SMHS, patients, staff and facilities, the
continued and unexpected growth in demand for Child, Adolescent, and Family (CAF) services has
led to the consideration of CAF outpatient services presently located at Hillmorton Hospital through
the DBC for SMHS.

1.1.2.1 Overview of CDHB Specialist Mental Health Services

The CDHB mental health services form part of the South Island Alliance. The South Island Alliance
brings together the region’s five DHBs, along with primary care, aged residential care, NGOs and
consumers, to work collaboratively toward a sustainable South Island health and disability system
that is best for people, best for system. All. CDHB regional SMH services come under the umbrella of
this Alliance and related Sl Alliance Health Services Plans.

CDHB SMHS is the major provider-of mental health services in the Canterbury region and provides a
tertiary service for the South Island region. Regional services are provided using a ‘hub and spoke’
model — with the hub being thelocation of the regional inpatient services and the spoke being the
local DHB liaison staff and SMHS outpatient services.

The CDHB regional service staff are highly specialised in their respective fields and able to provide a
level of expertise and intensity of service not able to be provided within a local DHB, they provide
patient services, education, support and consult liaison with the South Island region’s DHBs. In
doing so, the CDHB regional services teams work collaboratively with the districts to ensure that
they are upskilled and as much of the service as possible is provided at home and/or within the
district.

CDHB SMHS are currently provided from three hospital campuses: Hillmorton Hospital, Burwood
Hospital and TPMH, with some services located at other community sites across greater
Christchurch. TPMH is currently home to a number of South Island regional specialist mental health
inpatient (IP) services and a range of specialist mental health regional and district outpatient (OP)
services including:

Mothers and Babies Service (IP/OP)

Eating Disorders Service (IP/OP)

CAF IP unit

CAF Day Programme and Southern Health School
CAF management team

vVvyyvyyvyy
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» CAF Emergency Team (CAFEm), CAFLink Team (Single Point of Entry) and CAF Community
Consultation & Liaison: jointly known as CAF Access Team (OP)

» CAF South Community and Outreach Team (OP)

» Youth Forensic services (OP)

» High and Complex services (formerly Seager clinic) (IP).

1.1.2.2 Specialist nature of services

In principle, the best service for patients is as close to their home as possible but for those with the
most severe illnesses and complex needs there needs to be intensive specialist hospital care
available. The inpatient aspect of these services being considered in the IBC are of a highly
specialist nature, specifically for those people who are high-need patients that cannot be safely
cared for in their own homes and communities, by their own general practice team and/or the NGO
sector, or need intensity of response to achieve therapeutic outcomes. Such patients require highly
specialist accommodation with on-site multi-disciplinary health care.

Eating Disorder Services (EDS)

EDS provides a multidisciplinary approach to assessment and treatment of people with eating
disorders. Patients come from a variety of gender, age, ethnicity, body shape, weight, sexual
orientation, and socioeconomic status. The service can accept medically.compromised patients, and
provides an integrative model of care with medical and psychiatric support - that way patients are
not having to move between facilities for medical and mental health treatments and their needs are
met in a more efficient and patient-centred manner. Approximately 15% of EDS inpatients are being
treated under the Mental Health Act, which requires patients to be seen at a Gazetted hospital.

A significant number of inpatients are classed as ‘minors’. As a result, staff in EDS are responsible
for those patients at all times whilst they are admitted into the inpatient unit. The inclusion of
children and adolescents means they must adhere to the United Nations Convention on the Rights
of the Child (UNCROC) regarding care, includingthe requirement to provide separation from adults.
Family / whanau also become a vital part of caring for young patients within the EDS inpatient unit.

Mothers and Babies Services (M&B)

Perinatal mental health conditions often develop suddenly, and in the most severe cases, such as
post-partum psychosis, present as a psychiatric emergency and require in-patient care. Where
there are no Mothers and Babies units, this may result in separation of mother and infant, causing
great maternal distress, disruption of breastfeeding, and potentially lasting disruption to early
bonding and attachment. Caring for mothers and their babies together has strong and beneficial
outcomes for both mothers and their children.

The goal of M&Bris to provide specialised multidisciplinary treatment for complex moderate to
severe maternal mental iliness, incorporating inpatient and outpatient care, education, training and
consult liaison, for the treatment of mothers who are pregnant or have babies up to 12 months old.
Both the mother and baby are admitted as part of this service.

Like EDS, family / whanau, including partners and other children, are a key part of the model of
care within the M&B inpatient service. There are instances where partners and other children will
stay in the inpatient unit. As a result, their spatial and functional needs must be considered - this
includes the ability to provide inpatient care for mothers with toddlers, which is consistent with the
first 1000 days of life emphasis that is supported by CDHB.

Child, Adolescent and Family (CAF)
The CAF Day Unit provides an intensive programme for children and adolescents from the
Canterbury region who require a more intensive intervention than is available in the outpatient

services but do not require hospital level care.

The CAF inpatient unit provides developmentally appropriate psychiatric care to children and
adolescents living in the South Island, who present with acute, complex and/or severe mental
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health difficulties that cannot be managed in the community. The service is for the most seriously
unwell children and adolescents, not a facility for managing behavioural disorders. The principle of
least restrictive care applies to all admissions where possible.

Given the inpatient unit caters for both young children and adolescents who present differently and
often have significantly different needs there is a strong requirement for flexibility both in
management and in spaces. Due to the vulnerable nature of some patients and the distressing
behaviour of others it is important that the ward environment has the capacity to have separate
areas to manage these patient groups. In addition, contagion behaviour is a well-known
phenomenon and the ward environment needs to be designed to minimise this where possible.

As with EDS and M&B, family / whanau are a vital part of caring for the patients within the CAF
inpatient unit. There are instances where it is helpful for parents / guardians to stay in the inpatient
unit. As a result, the spatial needs for parents / guardians who are able to stay with their child
needs to be considered in the design i.e. bed space / ablutions.

High and Complex (H&C)

H&C is a specialist adult inpatient rehabilitation service that provides a range of treatment
programme options, for short, long term, and intensive rehabilitation of patients who have not been
successful in other treatment environments. The emphasis is on individualised treatment and re-
integration into the community.

Most inpatients have complex presentations and require extended treatment and extensive
additional supports beyond the capability of community based providers. The complexity is usually
due to a combination of serious enduring mental iliness, usually a psychotic iliness; co-morbidity;
alcohol or other drug dependence; physical illness and cognitive impairment, often with antisocial
personality problems as well.

1.1.2.3 Colocation of services

CDHB manage the challenge of relatively small-numbers of specialist inpatient services through the
co-location of several inpatient services and their outpatient teams, combined with specific staff
training to support flexible service delivery and a flexible bed model. Locating in one place and one
facility with a shared staffing model (shared between EDS and M&B and across inpatient and
outpatient services) enables a level of efficiency and clinical viability that would otherwise be
difficult to achieve by multiple DHBs and/or other service providers.

Co-location of CAF inpatient services with EDS and M&B also supports the sharing of access to the
Southern Regional Health School, which operates from TPMH and is run in conjunction with the
Ministry of Education. Further to this, many patients with Eating Disorders are children and the co-
location of CAF.inpatient services with EDS means that children can be treated by appropriately
trained clinicians allowing UNCROC obligations to be met.

1.1.2.4 Models of Care

Models of care have been reviewed and developed alongside the development of the wider health
system (including the South Island DHB network) into a complete model of care that wherever safe
and possible people are supported in their own homes and communities and by their own general
practice team and/or the NGO sector. CDHB recognises there are alternatives for long term and
complex care in the community and has been working to reduce reliance on a hospital setting. The
DBC assumes the CDHB will continue in this direction.

Following approval of the IBC by the Ministry of Health in September 2017, a collaborative review
of the regional models of care was undertaken by all five South Island District Health Boards
(DHBs), which included the consideration of ongoing future needs for the three regional services
(Mothers and Babies (M&B), CAF, and EDS). The review culminated a meeting, organised and hosted
by MOH officials, John Crawshaw and Trish Smith, and facilitated by an independent facilitator. The
review was completed and joint agreement and MOH support obtained in late January 2018.
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1.1.3 Approach and assumptions

This business case has been prepared in accordance with the Treasury’s guidelines for Better
Business Cases for Capital Proposals: Detailed Business Case and is organised around the five case
model. Previous decisions set the context for undertaking this business case, and foreclosed some
options that might have been considered under other circumstances.

The economic and financial analysis within this business case reflects SMHS services and future
projections at a point in time. We have relied on architectural outputs from Klein Ltd dated
September 2018, QS costings from Rider Levett Bucknall (RLB) dated October 2018, TPMH site
valuations from TelferYoung (Canterbury) Limited dated July 2017 and TPMH demolition cost
estimates from CERES New Zealand Ltd dated May 2017 for the purposes of the economic and
financial cases. These were commissioned separately by the MOH and CDHB.

1.2 Strategic Case

1.2.1 Strategic context
The investment in new SMHS facilities seeks to address four key problems:

» Current configuration and capacity of facilities compromises care, which negatively impacts on
patient access, experience, safety and outcomes

» CDHB is mitigating patient safety and clinical risk through higher staffing and resourcing costs
which is an inefficient use of funds

» Relocation of complementary clinical and support services has created operational
inefficiencies in both clinical and non-clinical'support for mental health care

» Isolation of mental health services has negatively impacted staff safety and morale, and
threatens long term service sustainability.

These problems are set within the context of strategic drivers for change, notably a need to meet
the objectives of the policy environment by delivering good clinical outcomes in a fit-for purpose
built environment constrained by a limited funding envelope. These Strategic Drivers are
summarised in the table below.

Table 1: Summary of the strategic drivers and considerations

Strategic driver Strategic consideration/Issue

Clinical context » Demand for health care services across the Canterbury region is growing, along with the
population, with particularly strong growth in Child, Adolescent, and Family demand. This
is partly attributable to the trauma of the Canterbury earthquakes

» SMHS based at TPMH provides inpatient services to small numbers of high risk patients
with highly complex psychiatric and physical care requirements
Policy environment The Case for Change is framed by:

» National health care and mental health policy directives, such as the NZ Health Strategy,
Mental Health (Compulsory Assessment and Treatment) Act 1992 and The Mental Health
and Addiction Service Development Plan 2012-2017

CDHB policy and planning directives, such as the CDHB South Island Health Service Plan
Other binding agreements and obligations, such as UN Convention on the Rights of the
Child (UNCROC)

Built environment » SMHS facilities at TPMH are not purpose built and do not support optimal access nor
clinical outcomes, and drive inefficient use of staffing and resources

» Previous investment decisions are predicated on the future sale of TPMH site (2012
Facilities Development DBC)

» SMHS have been left isolated on TPMH site driving further inefficiencies and risks to
patient and staff safety
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Table 1: Summary of the strategic drivers and considerations

Strategic driver Strategic consideration/Issue

» Approximately two thirds of TPMH has been vacated and some of those facilities are
earthquake prone. Reinstatement is not considered economically viable

» The ability to meet this increasing demand is being compromised by facilities that do
provide for efficient service delivery, and contribute to increased lengths of stay relative
to a new facility

Funding arrangements » Previous investment decisions are predicated on the future sale of TPMH site (2012
Facilities Development DBC)

» Approximately two thirds of TPMH has been vacated and some of those facilities are
earthquake prone. Reinstatement is not considered economically viable

» CDHB capital funding constraints.

1.2.2 Investment objectives, benefits and risks

Based on this context and the problems outlined, the following investment objectives were
developed for the proposed new facility:

» Facilities are configured to deliver care of an optimum standard for specialist mental health
patients, including those with high and complex needs, now and in the future.

» Specialist Mental Health Services (SMHS) are delivered using staffing and resourcing
appropriate to the level of care.

» SMHS are delivered from safe facilities, for both patients-and staff.

» Efficient delivery of specialist clinical services and associated non-clinical support services is
improved through co-location with complementary services.

» Staff are provided with an environment that supports multidisciplinary functioning and provides
appropriate support.

These objectives were assessed in the business case in the context of the current inefficiencies and
safety concerns in clinical delivery and the increasing and unmet demand for SMHS.

Strategic risks were identified and their potential impact on the project’s delivery and cost
assessed. Risks of delays - driving higher costs and prolonged suboptimal SMHS operation, the
continued provision of SMHS from TMH site and the risk that patients with high and complex needs
cannot be cared for by the NGO sector, have high residual impact, while the remaining risks
assessed typically only have a low or medium residual impact.

The benefits for the CDHB, the health system, and the wider community of addressing the problems
identified include: a reduction in adverse events (incidents) and clinical risk, improved access to
SMHS, more timely care for patients with complex needs, decreased use of social services,
improved efficiency of service provision, and improved workforce effectiveness.

Ministry of Health & Canterbury District Health Board
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1.3 Economic Case

1.3.1 Purpose

The economic case revisits the short-listed options recommended for further consideration in this
DBC and provides an analysis of the costs, benefits and risks of the short-listed options and
recommended way forward. The development and assessment of options drew heavily on clinical
engagement and analysis of the drivers for investment, such as population catchment, trends in the
SMHS services, the needs of patients, clinical providers and the CDHB, who are the main
beneficiaries and users of these services. Further engagement with the South Island DHBs
reinforced the underlying models of care.

1.3.2 Revisiting the IBC options

The IBC for SMHS recommended two options (Options 3a and 3b) be progressed to DBC for more
detailed and rigorous assessment. Both options, with an estimated capital cost of between $47m
and $57m, were mixture of new build and refurbished facilities on the Hillmorton Hospital site and
sought to provide the best balance between achieving desired strategic, clinical and operational
outcomes for SMHS with the costs of completing the project.

With the IBC recommendation to relocate SMHS from TPMH site to.the Hillmorton Hospital site and
the current strategic context in mind, a rigorous process facilitated by Architects and Health
Planning specialists, Klein, commenced in February 2018. This process set out to complete an
indicative masterplan for the Hillmorton site, detailed enough to enable sensible and logical locating
of new SMHS facilities, identify and agree the functional scope and scale of the facilities, including
car parking requirements, and prepare schedules of accommodation.

The process was intended to test and refine key assumptions underlying the preferred options
identified in the IBC and ensure new SMHS facilities do not obstruct future plans for the Hillmorton
site. Key conclusions of the masterplanning process are outlined below and further illustrated in
Appendix B:

» The masterplan seeks to locate the family services aspects of the project brief together and in
their own discrete location on the Hillmorton site. This has been identified as the area towards
the south west corner adjacent to the existing childcare centre and utilising the adjacent vacant
land previously used as sports fields further toward the centre of the site (see Appendix B: SK-
004 for details). This is consistent with the agreed principle that family services, which include
children, mothers and babies and patients with eating disorders, are located further away from
the adult acute facilities on the site.

» A numberofoptions for the location of H&C services were considered (see Appendix B: SK-003
for details). It was agreed that H&C should be located on the carpark towards the centre of the
site (Option F). This is consistent with the masterplan’s future zoning which identifies this area
as the flex, rehab transitional zone which is in line with the patient cohort and units’ philosophy
of transition back to the community. It is also close to the adult acute unit Te Awakura from
which back up support can be provided and there is future expansion space adjacent for when
the ‘sister’ unit Tupuna is replaced. There is good proximity to the central plant and
replacement parking is easily achieved. There are also minimal in ground services in this area
requiring relocation and there is a good sized building platform available to meet the footprint
requirements.

» During the course of the detailed investigation, the assumptions underlying the preferred
options presented in the IBC were revisited. As noted previously, the SoA for all SMHS currently
stranded on TPMH has now been built up by the project team and this has resulted in a large
increase in estimated areas from those used in the formation of the IBC. The IBC was
predicated on a GFA totalling 6,500m2 and the current estimates area in excess of 10,000 m2.
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» A result of recent Hillmorton site investigations and the increased scale of development, it is
now considered uneconomic to repurpose the originally proposed buildings (Buildings 4 and 9,
see Appendix B: MP-012 for details). Forecast capital costs to provide new facilities on the
Hillmorton site for all SMHS currently stranded on TPMH site are now in a range between $98m
and $103m - depending on the option being considered (see Appendix E for further details of
QS estimates). Forecast facility operating costs will increase accordingly.

1.3.3 Description of short list options

The DBC considers three short list options and a fourth as a counterfactual. All options contain a
new Integrated Family Services Centre (IFSC) and ancillary requirements (site infrastructure
expansion/upgrades, car parking, roadway / footpaths / landscaping).

Options then vary by adding other facilities - single storey H&C inpatient unit (with associated
workspace), TPMH based CAF outpatients clinical and workspace (including CAF South and CAF
Access teams) and finally CAF North workspace (CAF North is already on the Hillmorton site but in
older cramped facilities and portacoms). Drawings provided in Appendix D depict.the options in
graphical format.

The IFSC provides CAF, EDS and M&B inpatient services, along with EDS and M&B outpatient
services on the ground floor, and associated workspace on the upper level. The inpatient portion of
this building has a total of 29 inpatient beds (plus space for 5-7 cots in'M&B) and the unit is
physically split into two: the CAF unit which is separated from M&B./ EDS which are adjacent. Each
unit is then further split into different cohorts of patients to meet clinical and flexing needs and also
to meet UNCROC requirements of separating adults from adolescents and children.

There is separate provision for the specialist programme for CAF day patients and the Southern
Regional Health School (presently collocated with CAF inpatient services on TPMH site) to provide
education services for both inpatients and outpatients across the CAF and EDS services. All areas
allow for integration of family support as part of their therapy.

All options contain the new IFSC on the Hillmorton site. Therefore the key differentiating features
of the short list options are outlined below:

» Option 1 (GFA 10,474m? - estimated capital cost $97.7m): includes a new H&C inpatient unit
and new CAF outpatients and community building on the Hillmorton site. The CAF outpatients
building provides for CAF outpatients clinical area and CAF South, Access and Management
workspace. CAF North workspace is not provided for and remains in its current location on the
Hillmorton site.

» Option 2 (GFA 11,322m?- estimated capital cost $103.3m): includes a new H&C inpatient unit
and new CAF outpatients and community building on the Hillmorton site. The CAF outpatients
building provides for CAF outpatients clinical area and CAF South, North and Access and
Management workspace.

» Option 3 (GFA 7,880m?- estimated capital cost $79.0m): includes a new H&C inpatient unit on
the Hillmorton site. However, the new CAF outpatients and community building is not provided
and those services and teams would remain on TPMH site until appropriate leased space is
sourced. CAF North is not provided for and remains in its current location on the Hillmorton
site.

Not included in the above capital cost is an estimated $8.9m of fitout and FF&E costs that
would necessarily be incurred in order to provide CAF outpatient services and associated
workspace (currently located at TPMH) from a clinically appropriate and adequately sized
leased space (estimated to be a further 2,346m? of purpose built leased space in close
proximity to the new IFSC, including associated workspace). The advancement of lease
arrangements for CAF outpatients would be subject to a separate planning and business case
process, which would be advanced by CDHB independent of this business case.
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» Option 4 counterfactual (GFA 6,034m?- estimated capital cost $81.1m): has been explored to
demonstrate what could be delivered as close to the IBC forecast capital cost ($57m) as
possible. While the provision of the IFSC only brings the capital cost closer to the original
budget, Option 4 would leave H&C, CAF outpatients and associated workspace remaining
isolated on TPMH site. Contemporary investigations reveal that significant works would need to
be undertaken to continue to provide H&C and CAF outpatient services from the TPMH site,
thus driving to the capital cost up well beyond the IBC budget.

It is important to note that none of the options considered assume an increase total bed numbers,
nor do they increase staffing requirements. In fact, H&C beds are expected to decrease and in some
cases, the total staffing requirements are expected to decrease. The benefits that some options
have over others are driven by the efficiency and efficacy of the investment solution.

1.3.4 Options assessment

The short list options and counterfactual were assessed against the Investment Objectives and the
Critical Success Factors in a workshop with key personnel from the CDHB. The purpose of this
assessment was to determine the extent to which options achieve the investment objectives in a
way that delivers project success, and to ensure that internal and external stakeholders are clear
about the rationale for advancing the recommended option.

The comparative advantages and disadvantages of the short list options are summarised in the
table below.

Table 2: Concise options appraisal

Options Advantages Disadvantages

Option 1: New | » All new builds will be configured to deliver » Existing infrastructure on the Hillmorton site is

build at high-quality care, and will meet the insufficient
Hillmorton, Australasian Guidelines Risk that certain patients (particularly parents
excluding CAF, New inpatient and outpatient facilities will of youth) perceive Hillmorton as a less
North provide improved patient experience, desirable location given that it is also an adult
workspace appropriate care for U13.inpatients with acute mental health and forensic facility
eating disorders, space for families of CAF, The physical separation of CAF North clinical
M&B and EDS patients, flexibility to manage space from workspace across the Hillmorton
different patient cohorts, complexities and site is inconsistent with recent masterplanning,
gender, and will be adaptive to changes in will drive a level operating inefficiency and
MoC and demand for mental health services discontent with affected staff. However, it is
» Increased safety, better configuration and expected that the majority of these risks can be
improved flexibility means a greater number carefully managed through different working
of complex patients could be cared for. For approaches and therefore the residual
example, increased CAF demand could be efficiency impact is not considered material
. catered for through reconfiguration as it R . o
Op_tlon 2: New would enable greater accommodation of !EX|st|r_lg_ infrastructure on the Hillmorton site is
build at high-needs patients, and would not require insufficient
H'"Imé)_rtoréAF seclusion Risk that certain patients (particularly parents
I,\Tgrltjhmg » Core staff costs remain the same, but gf y_Outt)T) Iperce_:lve I-_IlllmoI:tor! as alless dul
workspade additional nursing, security and support esirable location given that it is also an adult
staff costs associated with being stranded acute mental health and forensic facility
on TPMH could decrease
» Infrastructure upgrades are already
required for the Hillmorton site, providing
an opportunity for low marginal cost
upgrades
» Design could allow for better patient
experience leading to better clinical
outcomes
» Efficiencies gained from having a single site
offering all services
» A more flexible facility for current H&C
service could be used in the future to cater
for other mental health services based on
emerging needs/requirements
» Relocation of all SMHS from the TMPH site
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Table 2: Concise options appraisal

Options

Option 3: New
inpatient build
at Hillmorton,
excludes CAF
outpatients
clinical and
workspace

Option 4:
Counterfactual
New inpatient
build for CAF,
M&B and EDS
at Hillmorton,
excludes H&C
and CAF
outpatients
clinical and
workspace

Advantages

» Per above, however, without the benefits of
single site colocation.

» Makes use of existing CDHB facilities

Lower CAPEX costs compared with Options
1 and 2 (however higher whole of life costs
than the other short list options)

1.3.5 Recommended way forward

Disadvantages

>

Existing infrastructure on the Hillmorton site is
insufficient

Risk that certain patients (particularly parents
of youth) perceive Hillmorton as a less
desirable location given that it is also an adult
acute mental health and forensic facility

Lost efficiencies that would have been gained
from having a single site offering all CAF
outpatient services

Additional costs associated with lease fitout
and lease payments will necessarily be incurred
in addition to capital build costs

While the option would benefit from the
colocation of inpatient services alongside other
mental health services at Hillmorton, the
separation of the CAF Emergency outpatient
team from inpatient services poses some
clinical risk, which is likely to be managed
through less efficient delivery of services and
greater use of the IFSC assessment spaces

The current configuration of SMHS facilities on
TPMH site are not conducive to supporting best
practice - compromising patient experience,
clinical outcomes and increasing risks to staff
and patients

This increased risk is currently being mitigated
through increased staffing and resources,
drawing resources that could otherwise be used
to deliver greater care across the system, or
retained by the CDHB as financial savings

Given the relatively small size of these
facilities, it is not considered appropriate to
continue to ‘strand’ these services away from
medical, clinical, and back-office support in the
long term. It is both inefficient, and likely to
lead to long-term morale, recruitment,
retention and service delivery issues

Option necessitates costly repairs to
infrastructure on TPMH site (notwithstanding
the significant costs to refurbish, strengthen
and “make safe” the SMHS facilities), and will
continue to incur site/facility specific
operational inefficiencies totalling
approximately $1.7m per annum

It would also require the refurbishment and
strengthening of existing SMHS facilities and
the demolition of immediately proximate
buildings to make the site safe from seismic
risk

The retention of services onsite would reduce
the amount of capital funds able to be released
from TPMH site, as it is unlikely that significant
portions of the site could be sold while an
active [mental health] facility remains on-site
or those portions of the site would be sold at a
discount

Does not accomplish the original goal of
vacating TPMH site

The recommended option aims to achieve a balance between cost (capital and ongoing) and the
level of qualitative and quantitative benefits that are achieved i.e. the option most effectively and
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efficiently achieves the investment objectives and addresses the underlying issues of the CDHB'’s
SMHS.

Clinically, from the CDHB's perspective, the preferred investment options are Options 1 and 2. Of
the short list options, Options 1 and 2 are the strongest performing options taking into account:

Contribution to investment objectives

The performance of the option against the critical success factors
Whole of life cost considerations

Qualitative assessment

vvyyy

However recognising that capital is a constraint (both locally and nationally), CDHB support Option
3 being carried forward as the recommended option. As such, the advancement of commercial
lease arrangements for CAF outpatients and related workspace will be subject to a separate
planning and business case process, which will be advanced by CDHB independently of this project.

1.4 Commercial Case

Ensuring an appropriate method of procurement for the new SMHS facility will be critical to
ensuring that it is designed correctly and delivered to the standard required for moderate-high risk
patients. The procurement method may also have a bearing on the long term operational costs of
the facility.

Upon approving the IBC in September 2017, the MOH appointed specialist health project managers,
Proj-X Solutions Ltd to manage delivery of the project. Following their appointment and giving
consideration to their deep sector specific knowledge of market appetite and capacity, combined
with the very tight timeframes for delivering the project, Proj-X recommended the project progress
through a traditional procurement approach for canstruction based on separately procured and
fully documented design.

The advantages and risks of the preferred procurement option to the CDHB are summarised in the
table below.

Table 3: Traditional Procurement, Advantages and Risks

Description Advantages Risks

» CDHB/MOH? enters into contractsfor | » The capital works for the project | » Majority of risks retained by

construction based on separately will be relatively low scale and public sector
procured design (either.concurrently or uncomplicated » Contractor only models may
consecutively) » Fast time to market result in interface risks between
» No ongoing obligations for asset » Low tendering cost designers and contractors

maintenance and operations b . i ; .

perat Yy High level of design and » A consecutive competitive tender
Contractor 8s separate in-house or . . process for design and build may
externally procured operations implementation control

: yP A P | : put the targeted 2020

maintenance and lifecycle arrangements operational commencement at

would be-put in place risk, but this can be mitigated by
» Funded by public sector parallel procurement

Once this procurement option is confirmed through the DBC, detailed procurement plans, including
contractual arrangements, will be put in place to mitigate the risks of this procurement method.

1.5 Financial Case

The projected CAPEX cost of the recommended Option 3 is $79.0m on a non-discounted nominal
basis. It includes all costs of construction for the specialist mental health facility and omits the
estimated $5.1m of value that may be realised from sale of the vacant TPMH land following the
transition of SMHS to a new facility, which will be used to meet costs of the Christchurch hospital
build as outlined in the 2012 approved CDHB Facilities Development DBC.
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Not included in the above capital cost is an estimated $8.9m of fitout costs that would necessarily
be incurred in order to provide CAF outpatient services and associated workspace from a clinically
appropriate and adequately sized leased space (estimated to be a further 2,346m2 of purpose built
leased space in close proximity to the new IFSC). The advancement of lease arrangements for CAF
outpatients will be subject to a separate planning and business case process, which will be advanced
by CDHB independent of this business case.

The expected operating costs for CDHB SMHS currently located on TPMH over the first 10 years of
operation are $301.6m. This includes all related employment costs, services, clinical supplies, (non-
clinical) supplies, lifecycle costs, lease charges, depreciation, interest and capital charges.

It is assumed the capital costs associated with the proposed new SMHS facilities on the Hillmorton
site will be equity funded by the Crown at a cost of 6% p.a. (nominal), which will continue in
perpetuity. Meanwhile CDHB will undertake a separate planning and business case process to
advance the lease of appropriate clinical and workspace for CAF outpatient services.

Under the recommended option, the total capital and operating costs for the SMHS currently
located at TPMH over the 10 year forecast period are estimated to be $389.4m. These costs are
broken down as follows (note: all costs are nominal):

Table 4: Summary of construction costs AND 10 year operating forecast

Recommended Option 3

$000 2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 Total
Total Building

Costs (incl. - 2,886 3,083 23,893 28,329 4,974 - - - - 63,165
infrastructure)

FF&E Costs - - - 4,500 - - - - - - 4,500

Contingency &
Escalation to - 1,861 2,673 2,720 2,720 1,360 - - - - 11,335
Construction

Total New Build
Capital -| 4,747 | 5,756 (81,114 | 31,050 | 6,334 - - - - 79,000
Expenditure

CAF outpatients

lease space fitout - - - - 8,850 - - - - - 8,850
& FF&E

Total Capital

Expenditure - 4,747 5,756 31,114 39,900 6,334 - - - - 87,850
Inpatient Costs 9,383 9,610 9,892 10,181 10,432 10,249 10,503 10,762 11,029 11,302 103,343

Outpatient Cost 9,733 10,304 10,916 11,572 11,936 14,972 15,426 15,890 16,362 16,807 133,917
Life Cycle Costs 1,545 1,576 1,607 1,640 1,672 1,232 1,346 1,395 1,452 1,482 14,946

Decant Costs - - - - 1,667 - - - - - 1,667
Lease Costs - - - - 799 815 831 847 864 882 5,038
TPMH

Operational 831 848 865 882 900 - - - - - 4,325

Inefficiencies®
Total Operational

- 21,492 22,338 23,280 24,275 27,406 27,267 28,105 28,894 29,707 30,472 263,236
Expenditure

Depreciation - - - - - 2,625 2,625 2,625 2,625 2,625 13,125
Capital Charge - - - - - 4,740 | 4,740 4,740 4,740 4,740 @ 23,700
Interest - - - - - 298 298 298 298 298 1,490

1 Excludes TPMH lifecycle related cost which are shown separately
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Total Operational
Expenditure (incl. 21,492 22,338 23,280 24,275 27,406 34,930 35,768 36,557 37,370 38,135 301,551
non cash)

In order to further advance this programme, the critical next step is to obtain approval from
funding parties to proceed forward with the recommended way forward as outlined in the
management case below.

1.6 Management Case

The management case provides an assessment of the capacity and capability of the organisation to
implement the recommended option. It describes the arrangements required to ensure successful
delivery of the recommended option and to manage project benefits and risks. In doing so, the
management case outlines the processes required for delivery of the following project components:

Project planning: next steps and detailed delivery plan to move forward with the project
Project management and governance arrangements required to progress the project
Stakeholder management and communications

Change management planning

Benefits management planning

Risk management planning

vVvyVvyYVYyYVYyyYy

The MOH will be responsible for the delivery of the project through procurement and construction,
and will then hand over responsibility to the CDHB for facility maintenance, transition and
operation. The table below outlines the next steps requiredto move forward with the project,
including:

» The key deliverables required for the next phase and the activities required to deliver them
» The critical path
» Key milestones and decision gates
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Table 5: Project plan

Milestone Date
MOH / CDHB & Stakeholder Approval of DBC November2018
HRPG & CIC Approval of DBC November-December2018

Implementation phase
RFP for design consultants released January-February 2019
Design consultants appointed March 2019

Design and consenting phase

Concept Design March - May2019

Preliminary Design June - August 2019 )
Developed Design September - December 2&9_
Detailed Design December 2019 - Ap;iI_Z(EO
Detailed Design MOH / CDHB & Stakeholder approval April - May 2020_ _
Consenting (Resource, Building consents etc.) August 2019 —:A_ug;ust 2020

Contractor procurement

Contractor Expression of Interest (EOI) released to market December 2019 - February 2020
Contractor Request for Proposal (RFP) released to market | “June - July 2020
Main Contractor appointed ' August 2020

Works on site

Construction commences August 2020
Construction completed November 2022
Operational commencement December 2022
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2. Purpose

2.1  Structure and purpose

The Ministry of Health (MOH) has commissioned this Detailed Business Case (DBC) on behalf of the
Hospital Redevelopment Partnership Group (HRPG) to provide recommendations on the preferred
investment option for relocation of regional and local Specialist Mental Health Services (SMHS)
from the Princess Margaret Hospital (TPMH) to the Hillmorton Hospital site. This DBC seeks
approval to develop the investment option further through the design stages of this project.

This business case has been prepared in accordance with the Treasury’s guidelines for Better
Business Cases for Capital Proposals: Detailed Business Case and is organised around the five case
model:

1. Strategic case

2. Economic case

3. Financial case

4. Commercial case

5.  Management case

The DBC builds on the Indicative Business Case (IBC) prepared and commissioned by Canterbury
District Health Board (CDHB) in 2016 (and finalised in August 2017). This DBC aligns with the
approved DBC for both Christchurch Hospital and Burwood Hospital developments. The DBC is also
aligned with previous decisions made by CDHB and the MOH to consolidate critical CDHB specialist
services onto three sites: Christchurch, Burwood and Hillmorton Hospitals. In doing so, this DBC:

» Outlines the strategic context for the investment

» Revisits both the case for change and the short-listed options recommended for further
consideration in this DBC

» Provides an analysis of the costs, benefits and risks of the short-listed options and a
recommended way forward

» Outlines a fit for purpose strategy for the procurement of the required services

» Summarises the cost and revenue implications of the recommended option and funding
requirements

» OQutlines the arrangements required to ensure successful delivery of the recommended option
and to manage project benefits and risks.

2.2 Approach

This DBC has been developed through close engagement and consultation with CDHB key
stakeholders, including clinicians, management and governance.
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2.3 Scope

2.3.1 Scope of health services considered

While the scope of the IBC was limited to TPMH based SMHS, patients, staff and facilities, the
continued and unexpected growth in demand for Child, Adolescent, and Family (CAF) services and
the poor state of existing facilities to accommodate growth has led to the consideration of CAF
outpatient services presently located at Hillmorton Hospital through this DBC.

The CAF North Community and Outreach team (CAF North) are presently located at Hillmorton
Hospital and provide comprehensive psychiatric assessment and therapeutic intervention for
children and adolescents 0-18 years (or older if still at school) in their family context. Referrals are
received from school counsellors, GPs and other health professionals, Education and school-staff
and social service providers. The service receives referrals via TPMH based SMHS, CAFLink2, for
clients living in the northern part of Canterbury and Christchurch city. Bases or clinics operate in
Rangiora, Kaiapoi and Kaikoura. CAF North collaborates to provide specialist care pathways and
group programmes with other CAF Services.

Due to continued strong growth in demand for CAF services, CAF North have-become severely
space constrained, whereby porta-cabins are used by staff as offices and treatment is forced to
take place in clinically inappropriate environments, such as very small, poorly ventilated office
spaces or in thoroughfare spaces for larger group therapies. Contacts are also frequently deferred
until space is available or to a time of day where staff do not feel undue risk to their personal
safety. As a consequence, current facilities are compromising patient access, privacy, safety and
outcomes, along with staff safety and wellbeing.

2.3.2 Models of Care review

Models of care have been reviewed and developed alongside the development of the wider health
system (including the South Island DHB network) into a complete model of care that wherever safe
and possible people are supported in their own homes and communities and by their own general
practice team and/or the NGO sector. In recent years, models of care have been modified and
optimised in response to clinical reviews: notably, the CDHB Eating Disorders Service (EDS) model
has been used as the national benchmark and High and Complex (H&C) Ward has been reduced
from 51 patients to 24 patients, with further reductions planned in the near future, resulting in the
requirement of a ward with only16 patient beds.

Following approval of the IBC by the MOH in September 2017, a collaborative review of the regional
models of care was undertaken by all five South Island District Health Boards (DHBs), which
included the consideration of ongoing future needs for the three regional services (Mothers and
Babies (M&B), CAF, and EDS). The review culminated a meeting, organised and hosted by MOH
officials, John Crawshaw and Trish Smith, and facilitated by an independent party. The review was
completed and joint agreement and MOH support obtained in late January 2018.

Further to the formal review of regional models of care, ongoing and iterative clinical service
reviews have been completed by the CDHB, in consultation with the South Island DHBs, Police and
Oranga Tamariki local leaders, the Canterbury Children’s Team Local Governance Group (including
Police and Oranga Tamariki)), primary healthcare providers, aged residential care providers,
consumers, and a range of Non-Government Organisations (NGOs), prior to the initiation of this
DBC. Key members of the Children’s Team Local Governance Group adamantly support the
maintenance of the CDHB’s SMHS provision - in particular CAF Services, which they see as
absolutely crucial given the extent of issues they are seeing in the community. In addition to
support from Children’s Team Local Governance Group, other providers, including a range of
primary healthcare providers, aged residential care providers and NGOs (e.g. Champion Centre,
Family Health Trust) support the continuation of CDHB’s SMHS.

A single point of entry for CAF specialist mental health services
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In principle, the best service for patients is considered to be as close to their home as possible but
for those with the most severe illnesses and complex needs there needs to be intensive specialist
hospital care available. For example, the provision of EDS from a hospital site ensures that re-
feeding treatment can be implemented alongside psychological and psychiatric care - that way
patients are not having to move between facilities for medical and mental health treatments and
their needs are met in a more efficient and patient-centred manner. Meanwhile, the M&B service
allows extremely unwell women to be treated and have their baby with them. This reduces the risk
of further maternal distress, disruption of breastfeeding, and potentially lasting disruption to early
bonding and attachment. In a community based service the levels of severity often seen are not be
able to be managed and the most severely ill mothers are separated from their babies and admitted
to acute adult facilities.

The CDHB models of care for SMHS incorporates inpatient, outpatient and community care: CDHB
recognises there are alternatives for long term and complex care in the community and has been
working to reduce reliance on a hospital setting wherever possible. This DBC assumes the CDHB will
continue in this direction.

2.4  Assumptions and previous decisions

Previous decisions set the context for undertaking this business case, and.initially foreclosed some
options that might have been considered under other circumstances. Specifically:

» As part of the Facilities Redevelopment Detailed Business Case approved by the MOH in 2012,
the decision was taken to consolidate specialist CDHB services across the three sites of
Christchurch, Burwood and Hillmorton Hospitals. As part of this approved Facilities
Redevelopment Detailed Business Case, TPMH was to be vacated and decommissioned.

» However, over subsequent years the bulk of services (mostly Older Person’s Health, Corporate
and Support Services) were relocated to either Burwood or Christchurch campus in 2016
leaving a range of specialist mental health services stranded on TPMH site.

» To avoid unnecessary costs associated with repairing the extensively earthquake damaged
TPMH site, including infrastructure such as power, sewage and water, temporary repairs have
had to be undertaken over the past 7 years to keep the services operating and a further $2.7m
per annum of additional operating costs are incurred to keep services on site. The cost to
achieve an acceptable clinically and operationally viable level of structural compliance has been
guantified, and is not considered economically viable.

» Toavoid unnecessary costs, the decision was taken not to complete permanent repair work on
the plant and assets at TPMH, prior to the anticipated disposal of the site. Temporary repairs
have been completed to enable continued service delivery from the site in the short term. The
cost to achieve an acceptable level of structural compliance for the facilities occupied by SMHS
has been quantified, and is not considered economically viable.

The economic and financial analysis within this business case reflects SMHS services and future
projections at a point in time. We have relied on:

Architectural outputs from Klein Ltd dated September 2018

QS costings from Rider Levett Bucknall (RLB) dated October 2018

TPMH site valuations from TelferYoung (Canterbury) Limited dated July 2017

TPMH demolition cost estimates from CERES New Zealand Ltd dated May 2017 for the
purposes of the economic and financial cases

vvyyvyyw

These were commissioned separately by the MOH and CDHB.
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3. Introduction

3.1 Canterbury DHB regional Specialist Mental Health Services

CDHB SMHS is the major provider of mental health services in the Canterbury region. Local services
are provided across a wide geographical catchment area north to Kaikoura, south to the Rangitata
River and west to the Southern Alps. Regional services are also provided for the South Island.

SMHS provides five core clusters of services including:

Adult Services

Forensic Services

Intellectually Disabled Persons Health Services
Speciality and Addiction Services and

Child, Adolescent & Family Services

vVVvyyvyyvyy

These services are currently provided from three hospital campuses: Hillmorton Hospital,
Christchurch Hospital and TPMH, with some services located at other community sites across
greater Christchurch (this includes Selwyn and Waimakari TLA areas). TPMH is currently home to a
number of South Island regional specialist mental health inpatient (IP) services and a range of
specialist mental health regional and district outpatient (OP) services including:

Mothers and Babies Service (IP/OP)

Eating Disorders Service (IP/OP)

CAF IP unit

CAF Day Programme and Southern Health School

CAF management team

CAF Emergency Team (CAFEm), CAFLink Team (Single Point of Entry) and CAF Community
Consultation & Liaison: jointly known as CAF Access Team

CAF South Community and Outreach Team (CAF South)

Youth Forensic services (OP)

High and Complex services (formerly Seager clinic) (IP)

vVvyvyyvVYyYvYyy
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The CDHB mental health services form part of the South Island Alliance. The South Island Alliance
brings together the region’s five DHBs, along with primary care, aged residential care, NGOs and
consumers, to work collaboratively toward a sustainable South Island health and disability system
that is best for people, best for system. All CDHB regional services, including CAF inpatient
services, M&B and EDS, come under the umbrella of this Alliance and related Health Services Plans.

CDHB providesa tertiary service for the South Island region. The regional services on TPMH site are
provided usinga ‘hub and spoke’ model — with the hub being the location of the regional in-patient
services and-the spoke being the local DHB liaison staff and SMHS outpatient services.

The CDHB regional service staff are highly specialised in their respective fields and able to provide a
level of expertise and intensity of service not able to be provided within the regional DHB’s. They
provide patient services, education, support and consult liaison with the South Island region’s
DHBs. In doing so, the CDHB regional services teams work collaboratively with the districts to
ensure that they are upskilled and as much of the service as possible is provided at home and/or
within the district.

The inpatient aspect of these services being considered in this DBC are of a highly specialist nature,
specifically for those people who are high-need patients that cannot be safely cared for in their own
homes and communities, by their own general practice team and/or the NGO sector, or need
intensity of response to achieve therapeutic outcomes. Such patients require highly specialist
accommodation with on-site multi-disciplinary health care.
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The CDHB manage the challenge of relatively small numbers of specialist inpatient services through
the co-location of several inpatient services and their outpatient teams, combined with specific
staff training to support flexible service delivery and a flexible bed model. Locating in one place and
one facility with a shared staffing model enables a level of efficiency that would otherwise be
difficult to achieve by individual DHBs and/or other service providers.

As mentioned previously, there is extensive and on-going work on the models of care from a whole
patient journey perspective with the focus being on supporting people in their own homes and
communities wherever possible. The South Island Alliance continue to support the inpatient
services provided by the CDHB through a PBF share based funding model as it is recognised that
demand from smaller populations will be highly variable but costs remain fixed. The CDHB'’s
regional colleagues in the South Island DHBs are regularly informed of developments and ways in
which CDHB could best continue to provide the current services.

The use of depreciated, outdated and temporary building solutions, combined with the damage
caused by the Canterbury earthquakes has caused significant challenges for the health system and
its ability to provide services in a timely, best-practice manner. The CDHB is currently delivering
adequate care to regional SMHS patients through a variety of interim solutions, however, new
facilities for service delivery are required to: address the inefficiencies inherentin the current
arrangement; deliver high-quality clinical care to patients; and provide a safe and supportive
environment for staff.

3.2 Clinical services context

3.2.1 Efficient service delivery in the SMHS clinical context

There are significant efficiency gains that are delivered.by the co-location of the SMHS services
currently located at TPMH. The ability to provide a flexible service delivery environment is
especially valuable given the highly specialised nature of the services delivered, and the relatively
small number of inpatients served at any given time.

Until recently, the co-location of the Eating Disorders Service (EDS), Mothers and Babies (M&B),
Child, Adolescent, and Family (CAF), and High and Complex (H&C) needs patients alongside Older
Persons Health (OPH&R) at TPMH had-enabled CDHB to achieve efficiencies of scale in the provision
of clinical and non-clinical support-services such as Clinical Team Co-ordinators (CTC), emergency
medical cover (including Duty Nurse Managers), radiology, catering and security.

In 2016, OPH&R was relocated to Burwood hospital along with emergency medical cover orderlies
and some security resource, and corporate services were relocated to the Christchurch campus. As
a result of this, the services remaining at TPMH have had to procure additional staffing support,
increasing operating costs to CDHB and causing inefficiencies totalling approximately $685,000
per annum (see Appendix A for further details of costs of retaining TPMH).

Further to this, while approximately two thirds of TPMH footprint was vacated in 2016 following the
relocation of corporate services and OPH&R, certain building services are not able to be switched
off for these portions of the site and legislative building compliance requires maintenance of any
functional building to Building Warrant of Fitness (BWOF) requirements. As a consequence, CDHB
have not been able to fully realise associated building lifecycle cost savings relating to the vacated
space.

Table 6 provides a summary of SMHS currently located on TPMH site, current operational
arrangements and issues/opportunities.

Table 6 Summary of Specialist Mental Health Services

Clinical Area Summary of Services Current Arrangements Current Issues/Opportunities
Eating Regional specialist IPand | » Co-located with M&B in C Ward | » Facilities are not purpose built and
Disorders (EDS) | OP services for the are isolated from key support

assessment and treatment
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Table 6 Summary of Specialist Mental Health Services

Current Issues/Opportunities

Clinical Area

Summary of Services

Current Arrangements

of people with a primary » 13 beds split with M&B based on infrastructure, such as imaging
diagnosis of anorexia clinical need and facilities are cramped
nervosa, bulimia nervosa . outpatient staff work across » Small facility requirements allow
or other eating disorder inpatient services for a flexi-bed and flexi-staffing
not otherwise specified approach to delivery of IP and OP
services
» Patients have complex
psychological and physical care
requirements
Mothers and Regional specialist IP and Co-located with EDS in C Ward | » Facilities not purpose < built,
Babies (M&B) OP servicgs providing 13 beds split with EDS based on !solated from key _ support
psychiatric treatment for clinical need infrastructure and _are space
women who experience 6 to 7 babies in the unit at an constrained
depression and other > time. Babies are admitted az » Small facility requirements allow
psychological and o for a flexi-bed and flexi-staffin
otrie (i ot atients, have cots and other 9
psychiatric difficulties pauents, ; approach to.delivery of IP and OP
during pregnancy and equipment and require ppr
services
after the birth of their dedicated staff . \ . .
babies up to 12 months ~ » Outpatient staff work across > Patients (including babies) have
old (at time of admission). inpatient services complex”  psychological ~ and
physical care requirements
Child Regional IP services for » Co-location with EDS and M&B in { » - Facilities not fit for purpose and
Adolescent and | the assessment and C Block unable to meet increasing service
Family (CAF) treatment of children and 16 bed inpatient unit demand
erlr?(;)c:zi;s:ttz\/;/:\?ere }?rov_ision for family members to ™ Need' t(? separate age and gender
psychiatric disorders, live-in, tq enablg tlhem to bepart » Specialised staff shared with EDS
behavioural disturbances of their child's. treatment and M&B
and developmental programme » Lack of a High Dependency Unit
disorders. Outpatient » Inpatient unit works closely with (HDU) means seclusion is used to
services provide outpatient services to support manage high needs patients
comprehensive continuity of care » Increasing risk to patient and staff
assessment and treatment |, soyuthern Health School, run in safety
for children and conjunction with the Ministry of
adolescents in the Education
Canterbury region with
moderate to severe
mental health, alcohol and
drug difficulties.
High and CDHB services for the » Co-located with other SMHS on  » Facilities not built for purpose,
Complex Needs | provision of intensive TPMH site increasing risk to patient and staff
(H&C) rehabilitation programmes |, Reduced following a clinical safety
for complex-and high need review from 51 to 24 beds » Patient monitoring and care is
patients. 24 inpatient beds compromised by the configuration
Patients have long-term o of the wards
» Provision of back up and support

psychiatric illness, and
have often failed other
treatment. They often
suffer other comorbidity
physical and mental (e.g.
dementia) conditions.

from other SMHS located on-site
if required

v

Intention to reduce to 16 beds

3.2.2 Eating Disorders and Mothers & Babies Services

CDHB manage the challenge of relatively small numbers of EDS and M&B inpatient services through
the co-location of inpatient services and their outpatient teams, combined with specific staff
training to support flexible service delivery and a flexible bed model. Locating in one place and one
facility with a shared staffing model (shared between EDS and M&B and across inpatient and
outpatient services) enables a level of efficiency and clinical viability that would otherwise be
difficult to achieve by individual DHBs and/or other service providers.

Eating Disorders Service
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EDS provides a multidisciplinary approach to assessment and treatment of people with eating
disorders (e.g. anorexia nervosa and bulimia nervosa). Patients come from a variety of gender, age,
ethnicity, body shape, weight, sexual orientation, and socioeconomic status. The service can accept
medically compromised patients, and provides an integrative model of care with medical and
psychiatric support. Approximately 15% of EDS inpatients are being treated under the Mental
Health Act, which requires patients to be seen at a Gazetted hospital.

EDS is the tertiary level provider of eating disorders treatment for the five DHBs in the South Island
thereby providing both a local and regional service. The service considers the needs of consumers
and their family, whilst working with different levels of the health care sector, i.e. primary and
secondary care. Following the guidelines in “Future Directions for Eating Disorders” (MOH, 2008),
the Service provides specialist inpatient beds for the South Island alongside specialist outpatient
treatment, training, supervision and consultation. Treatment is informed by international best
practice guidelines including those from the Royal College of Australian and New Zealand
Psychiatrists (2014).

Research suggests that the majority of eating disorders can be treated in an outpatient basis. As
such, EDS has a major focus on a sustainable workforce providing a high standard of care
throughout the South Island. Each district has an Eating Disorders Liaison (EDL) person who
manages eating disorder cases in their area. This position may include treating cases, but it also
provides the vital role of liaison between the services, including co-ordinating telemedicine, training
dates, and information about referral pathways. The CDHB regional service includes a regional
liaison person whose role it is to co-ordinate the training and supervision across the South Island.
Each EDL local district person attends monthly telemedicine conferences and has contact as
needed with the EDS regional liaison between these conferences.

A significant component of the inpatients are classed as ‘minors’. As a result, staff in EDS are
responsible for those patients at all times whilst they are admitted into the inpatient unit. The
inclusion of children and adolescents means they must adhere to the United Nations Convention on
the Rights of the Child (UNCROC) regarding care, including the requirement to provide separation
from adults. It is acknowledged that there is a significant difference in maturity/experience of
different patients and the need to flexibility manage various patient mixes. The whole unit requires
good observation, both for managing.behaviour, patient mix and for observing people entering and
exiting the unit.

The EDS team have a close collaborative relationship with the CAF team. EDS patients who are of
school age (to Year 13) have access to an onsite school, the Southern Health School, run in
conjunction with the Ministry of Education. The school day is scheduled to work in with the clinical
activities for each child, with cognisance to the individual child’'s health and educational needs.
Patients attend the school only when well enough.

Family / whanau

Family / whanau are a vital part of caring for the patients within the EDS inpatient unit. There are
instances where it is helpful for parents / guardians to stay in the inpatient unit. As a result, the
spatial needs for parents / guardians who are able to stay with their child needs to be considered in
the design i.e. bed space / ablutions. At times having the parent/ caregiver stay with the young
person in the young person’s bedroom is most helpful and at other times staying on the ward in a
parent bedroom is more helpful.

Parents / guardians who are not staying within the inpatient unit will stay at their own homes if they
live in Canterbury or will stay at Ronald McDonald House, with family or friends, Ranui House or in a
closely located motel if they are not local. When not staying at the inpatient unit, they will still come
to the unit to participate in sessions with the patient and the Multidisciplinary Team, in cooking
activities etc., so will be present through the day.

Mothers and Babies Service

Mental health problems in pregnancy and around childbirth (perinatal) are very common, affecting
up to 20% of women at some point during the perinatal period. Examples of these illnesses include
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depression, postpartum psychosis, Bipolar Disorder, Obsessive Compulsive Disorder (OCD),
Anxiety. They range in severity from mild to severe. Mild to moderate cases may be managed in
primary care, but complex moderate and severe will require specialised treatment.

Perinatal mental health conditions often develop suddenly, and in the most severe cases, such as
post-partum psychosis, present as a psychiatric emergency and require in-patient care. Where
there are no Mothers and Babies units, this may result in separation of mother and infant, causing
great maternal distress, disruption of breastfeeding, and potentially lasting disruption to early
bonding and attachment. Caring for Mothers and Babies together has strong and beneficial
outcomes for both mothers and their children. In particular, this service supports mother-infant
bonding, and better integration of whole-of-family treatment.® Research also suggests that these
units assist in protecting children from the adverse effects of the Mother’s illness, reducing the
long-term likelihood of mental health issues for children.

The goal of M&B is to provide specialised multidisciplinary treatment for complex moderate to
severe maternal mental illness, incorporating inpatient and outpatient care, education, training and
consult liaison, for the treatment of mothers who are pregnant or have babies upto 12 months old.
Both the mother and baby are admitted as part of this service. There is no other equivalent service
for Mothers and Babies in the South Island, and it is the largest of its kind in-New Zealand. The
service also provides consultation to mothers with an existing mental illness who are planning to
become pregnant, and specialised consultation to other services, e.g. Primary Care, who are
providing treatment for less severe cases.

Approximately 20% of M&B inpatients are being treated under the Mental Health Act, which
requires patients to be seen at a Gazetted hospital.

The service operates as a hub and spoke model, with the M&B service acting as a centre of
expertise, providing treatment, supervision, clinical consultation and input into workforce
development in perinatal care throughout the South Island. Workforce development is a primary
focus of the M&B service. Multidisciplinary teams are vital for perinatal mental health and must be
able to offer appropriate treatment with an understanding of the particular challenges and
opportunities that occur at this time in awoman’s life, and the impact of this on her mental and
physical health. Each DHB has 1-2 local District Liaison Clinicians who are the main contact point
with Mothers and Babies, acting as-a local point of expertise, facilitating communication with
Mothers and Babies, disseminating information/training provided by M&B, etc.

Family / whanau

Like EDS, family / whanau, including partners and other children, are a key part of the process for
caring for the patient within the M&B service. They may come to the unit to participate in sessions
with the mothers. and their babies and the Multidisciplinary Team, so may be present through the
day.

There are instances where partners and other children will stay in the inpatient unit. As a result,
their spatial and functional needs must be considered. Having the ability to accommodate family /
whanau enables family activities and planning for discharge. However, the provision of this space
must allow for separation of male partners from the predominantly female M&B and EDS inpatient
population.

Partners who are not staying within the inpatient unit will stay at their own homes if they are local
to Christchurch or will stay with family or friends, at Ranui House or in a closely located motel if
they are not local.

3 Barnett, B. Morgan, M “Postpartum psychiatric disorder: who should be admitted and to which hospital?”, A. Journal
Psych. 1996.
4 Brockington IF. Oxford: Oxford University Press; 1996. Motherhood and Mental Health.
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Colocation of EDS, M&B and CAF Services

The EDS and M&B inpatient services provide care to a relatively small number of patients at any
given time, but who have high clinical complexity. The two services operate as a single unit and the
co-location allows for the allocation of these beds to shift between M&B and EDS depending on
demand.

To capture clinical and operational efficiencies, this service is currently co-located with M&B and
adjacent to CAF on TPMH site in an area known as C Block. The M&B and EDS outpatient teams
work with the inpatient services to provide much of the outreach services to the districts, such as
clinical review, workforce development, supervision, and consult liaison.

3.2.3 Child Adolescent and Family (CAF)

The Child, Adolescent and Family (CAF) Service provides inpatient and outpatient services for
children and adolescents up to the age of 18° who have moderate to severe psychiatric disorders,
behavioural disturbances and development disorders.

Outpatient services

CAF outpatient services provide comprehensive assessment and treatment for children and
adolescents in the Canterbury region with moderate to severe mental health, alcohol and drug
difficulties. Services include school based mental health services.

The Day Unit provides an intensive programme for children and adolescents from the Canterbury
region who require a more intensive intervention than is.available in the outpatient services but do
not require hospital level care.

Inpatient services

The CAF inpatient unit provides developmentally appropriate psychiatric care to children and
adolescents living in the South Island, who present with acute, complex and/or severe mental
health difficulties that cannot be managed in the community. Patients tend to be referred to the
inpatient unit when there are major.concerns for safety (which includes suicide risk, homicide risk
and inability to care for themselves), severe and acute mental illness, or they require very intensive
treatment to make treatment gains or diagnostic assessment, that are unable to be provided by the
community teams.

The service is for the most seriously unwell children and adolescents, not a facility for managing
behavioural disorders. The principle of least restrictive care applies to all admissions where
possible. Long term hospitalisation is actively avoided, with the average length of stay being four
weeks. However there are some patients who will stay longer term i.e. up to six months.

Regional admissions are done on a planned basis through consultation with lead clinicians. The
inpatient unit also provides crisis admissions for children and adolescents living in Canterbury =,
however it does not provide this for people in the other regions. It is expected that such crisis
admissions would happen locally in their respective districts.

25-40% of CAF inpatients being cared for at TPMH are being treated under the Mental Health Act,
which requires patients to be seen at a Gazetted hospital.

Colocation of services

CAF outpatient services are delivered from three locations: Hillmorton Hospital, TPMH, and a
central city location, with the majority of those staff being TPMH based. However, all CAF inpatient
beds are located on TPMH site. Co-location with EDS and M&B supports the sharing of resources,

5carF patients may be older than 18 years if still at school or it is felt developmentally appropriate to keep them in the CAF
service for longer.
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clinical and support staff and access to the Southern Regional Health School, which also operates
from TPMH and is run in conjunction with the Ministry of Education.

CAF inpatient and outpatient teams are integrated, as the some clinicians treat both patient
cohorts. TPMH based CAF team must also be mindful of the links with other services supporting this
population, such as: Children in Care® and School Based Mental Health teams, which rely on the
expert support and infrastructure of the wider CAF team. Many patients with Eating Disorders are
children; the co-location of the services with EDS means that children can be treated by
appropriately trained clinicians allowing UNCROC obligations to be met.

Facilities

Given the inpatient unit caters for both young children and adolescents, of differing genders, who
present differently and often have significantly different needs there is a strong requirement for
flexibility both in management and in spaces. Due to the vulnerable nature of some patients.and the
distressing behaviour of others it is important that the ward environment has the capacity to have
separate areas to manage these patient groups. In addition, contagion behaviour is a well-known
phenomenon and the ward environment needs to be designed to minimise this where possible.

The CAF facility at TPMH does not have a High Dependency Unit (HDU) and as consequence there is
difficulty managing severely ill adolescents who have disturbed behaviour. Either admission is
deferred or other patients are prematurely discharged, or where already admitted either seclusion
is used or they are sent to adult services, neither of which is appropriate, nor meets the needs of
UNCROC.

Family / whanau

As with EDS and M&B, family / whanau are a vital part of caring for the patients within the CAF
inpatient unit. There are instances where it is helpful for parents / guardians to stay in the inpatient
unit. As a result, the spatial needs for parents / guardians who are able to stay with their child
needs to be considered in the design i.e. bed space / ablutions. At times having the parent/
caregiver stay with the young person in the young person’s bedroom is most helpful and at other
times staying on the ward in a parent bedroom is more helpful.

Parents / guardians who are not staying within the inpatient unit will stay at their own homes if they
live in Canterbury or will stay at Ronald McDonald House, with family or friends, Ranui House or in a
closely located motel if they are not local. When not staying at the inpatient unit, they will still come
to the unit to participate in sessions with the patient and the Multidisciplinary Team, in cooking
activities etc., so will be present through the day.

3.2.4 High and Complex Services (formerly known as the Seager Clinic)

High and Complex (H&C) is a specialist adult inpatient rehabilitation service that provides a range of
treatment programme options, for short, long term, and intensive rehabilitation of patients who
have not been successful in other treatment environments. The emphasis is on individualised
treatment and re-integration into the community.

Most inpatients have complex presentations and require extended treatment and extensive
additional supports beyond the capability of community based providers. The complexity is usually
due to a combination of serious enduring mental iliness, usually a psychotic iliness; co-morbidity;
alcohol or other drug dependence; physical illness and cognitive impairment, often with personality
and social chaos problems as well.

The principle of the provision of care within the least restrictive environment has been tested in
H&C since January 2012, which was the last time that seclusion was used, and more recently in
September 2012 when the remaining seclusion room was decommissioned. CDHB pursued an
aggressive programme of reducing the number of beds from 51 to 24 as they reinforce a model of

6 A service for children and young people between the ages of 0-12 years, including those who are in the custody of the
Chief Executive of Oranga Tamariki - Ministry of Vulnerable Children, and who have a confirmed or suspected moderate to
severe mental health issue.
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community based and least restrictive care. H&C moved from a three-ward unit with two seclusion
rooms to a one ward unit without seclusion. There are plans to reduce this to 16 beds capacity in a
new facility.

However, one of the biggest obstacles to supporting consumers into the community is the lack of
capability and capacity of the current community NGO sector to care for highly complex patients.
These patients often cannot be cared for or are not suitable for typical rental accommodation or
long-term care facilities. Alcohol and substance use and forensic history often precludes the use of
outside providers. Many patients need to be cared for on-site as they are being treated under the
Mental Health Act, which requires patients to be seen at a Gazetted hospital (this accounts for
between 60 and 90% of H&C patients at any given time, compared with 20% of M&B, 15% of EDS
and 25-40% of CAF inpatients).

There are two NGO providers with capability to support these people. However, these providers
have very limited capacity. It is recognised that there is a shortage of provision of service for this
vulnerable group in many places in New Zealand.

Colocation of services

Colocation of H&C with other SMHS on TPMH site supports the CDHB to maximise efficiency in the
delivery of these small and specialised services. However, it is recognised.that there are stronger
synergies able to be captured between H&C services and other mental health services currently
provided from the Hillmorton Hospital site e.g. Adult Acute Inpatient Service (Te Awakura)and
Tupuna Villa.

Tupuna provides 24 hour care and support in a home-like environment with the aim of assisting
people who have ongoing severe mental health issues and physical ailments to achieve their full
potential and work towards finding a suitable place to live in the community. The patient cohort is
very similar to H&C, admitted through the same pathway. H&C staff work alongside Tupuna, who
have a similar model of care focus - extended treatment - but with an older and more frail
population (noting that this was a little accidental and due to Tupuna not having the step in floor
level that H&C has, so was preferred for the older frailer cohort).

Colocation of H&C, Te Awakura and Tupunaallows for an adaptive and seamless approach to acute
and extended care on one site without the practical and clinical risks of transferring across town. It
also provides better support in terms of staff specifically trained in managing acute behavioural
episodes. It also provides better support in terms of risk management in that extra staff support is
close at hand. This will avoid the ‘just in case’ transfers that can happen from geographically
remote services.

3.3 Hillmorton Hospital site

The Hillmorton Hospital site has a long history of providing mental health services to the people of
Canterburyand currently has 145 beds providing care across forensic, acute, AoD, intellectually
disabled, high and complex inpatient groups as well as a number of related outpatient services.

Demand for mental health services continues to increase, with CAF increasing more rapidly than
otherservices. There is well documented, peer reviewed evidence that long-term trauma like war or
long-term seismic events creates a high level of stress in younger children that can result in greater
incidence of mental health disorders.” Given the unusual nature and duration of the Christchurch
earthquake sequence® and subsequent Kaikoura earthquakes, there is at least a reasonable chance
that a greater than usual proportion of the children who lived through the event will suffer from
mental iliness later in life ®.

7 See for example: Effects of adverse experiences for brain structure and function. BiolPsychiatry.2000 Oct 15;48(8):
721-31.

8 Reyners, M.E.; Eberhart-Phillips, D.; Martin, S. 2014 Prolonged Canterbury earthquake sequence linked to widespread
weakening of strong crust. Nature geoscience, 7(1): 34-37.

9 salcioglu E1, Basoglu M Psychological effects of earthquakes in children: prospects for brief behavioural treatment. World J

Pediatr. 2008 Aug;4(3):165-72.
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The flexibility of future facilities is important to meet changing demand over time. Co-locating the
SMHS currently located at TPMH with other services at Hillmorton Hospital provides a number of
opportunities for future proofing. As well as a possible increase in the need for inpatient capacity
for children, there is the possibility of more flexible use as the adult population grows and the needs
for the intellectually disabled who are placed at Hillmorton under the IDDC&R legislation grow.
There is also potential to see patients with unmet needs (e.g. Autistic or further high-needs
children) should this be required in the future.

There is an intention to complete a full and detailed Masterplan of the entire Hillmorton Hospital
site. However for the purposes of the DBC, Klein Ltd has completed an indicative masterplan
detailed enough only to enable sensible and logical locating of new facilities to accommodate the
SMHS relocating from TPMH (see Appendix B for details).
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4.  The strategic case - making the case for change

4.1 Pu rpose
The purpose of this section is to outline the case for change, including:
» Outlining the strategic context for the investment

» Revisiting the case for change, including: problem definitions; investment objectives; benefits,
risks, constraints, and dependencies.

4.2  Strategic context and case for change

There are four parts to the strategic context that were considered in developing the case for
change. These include the:

Clinical context

Built environment

Policy environment

Contract management and funding arrangements

vvyyy

Table 7 summarises the strategic considerations on which the Case for Change was based for the
IBC (see Appendix C for further details).

Table 7: Summary of the strategic drives and considerations underlying the IBC for SMHS

Strategic driver Strategic consideration/Issue

Clinical context » Demand for health care services across the Canterbury region is growing, along with the
population, with particularly strong growth in demand for Child, Adolescent, and Family
services

» SMHS based at TPMH provides inpatient services to small numbers of high risk patients
with highly complex psychiatric and physical care requirements

Policy environment » The Case for Change is framed by:

National -health care and mental health policy directives, such as the NZ Health Strategy,
Mental Health (Compulsory Assessment and Treatment) Act 1992 and The Mental Health
and Addiction Service Development Plan 2012-2017

CDHB policy and planning directives, such as the CDHB South Island Health Service Plan
. » Other binding agreements and obligations, such as UN Convention on the Rights of the
Child (UNCROC)
Built environment » SMHS facilities at TPMH are not purpose built and do not support optimal access nor
clinical outcomes, and drive inefficient use of staffing and resources

» Previous investment decisions are predicated on the future sale of TPMH site (2012
Facilities Development DBC)

» SMHS have been left isolated on TPMH site driving further inefficiencies and risks to
patient and staff safety

J » Approximately two thirds of TPMH has been vacated and some of those facilities are
! earthquake prone. Reinstatement is not considered economically viable

IFunding arrangements » Previous investment decisions are predicated on the future sale of TPMH site (2012
Facilities Development DBC)

» Approximately two thirds of TPMH has been vacated and some of those facilities are
earthquake prone. Reinstatement is not considered economically viable

» CDHB capital funding constraints.

On the following pages we outline key changes in the strategic context for SMHS since the IBC was
substantially completed in 2016.
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4.2.1 Clinical context

Consideration 1: SMHS provides inpatient services to small numbers of high risk patients with
complex psychiatric and physical care requirements

CDHB SMHS provide inpatient and outpatient services to patients from across the Canterbury and
the South Island districts. The following table summarises current inpatient occupancy levels,
outpatient numbers, and the number of beds per unit.

Table 8: Summary of current (FY17 average) service levels and staffing by unit

Service Inpatient| CurrentIP | Desired IP| Average Average | Inpatient | Outpatient | Outpatient®2
beds | Occupancy | Occupancy Age of | Length of FTEs FTEs volmes
Inpatient Stay p.a.
(days)
Mothers and Babies 7.8 56% 85% 29.5 22.9 6.5 350
26.6
Eating Disorders 5.2 100% 85% 22.1 39.7 8.2 350
Child Adolescent and 16 46%% 80% 14.3 30.1 455 83.9 3,900
Family*
High and Complex 24216 92%% 95% 42.1 334.9 31.2 N/A
Needs'?
TPMH clinical and non- 7.4

clinical support

Current occupancy levels are heavily influenced by mix of patients and the need to have
appropriate segregation. This means that while there appears to be physical capacity, it is not able
to be used optimally to meet clinical needs due to inappropriate configuration of existing space.

Consideration 2: Increasing demand for SMHS; with CAF demand increasing more rapidly

Following the earthquakes, CDHB population growth has been rapid. In the past 5 years
Canterbury’s population has increased by 10% (against New Zealand population increase of 8% for
the same period) Canterbury’s Maori population has increased by 22% (against New Zealand Maori
population increasing by 11% for the same period). Population levels are now reaching those
previously predicted for 20242, While population growth has been strong and has contributed to
growth in demand for mental health services, demand for mental health services has exceeded
population growth.

Almost eight years on from the first major earthquake, service demand patterns have changed.
Prolonged levels of stress and anxiety are exacerbating chronic illness and negatively impacting on
the health and wellbeing of CDHB’s population. Increased demand is evident across the system, but
particularly in mental health services, with CAF demand increasing more rapidly than adult
services. In the past six years CDHB have observed a 108% increase in new presentations to CAF,
comparedwith a 36% increase for adult presentations during the same period.

Consideration 3: Changing demand for SMHS and models of care

CDHB have implemented a number of strategies to reduce and manage growing demand for mental
health services, yet increasing demand and waiting list timeframes remain a significant issue.

10 Excludes School Based Mental Health and Children in Care Teams based at Whakatata House and not in scope for this
DBC.

11 More fit for purpose, better configured, safe facilities will support higher occupation and higher volumes of high risk
patients. While 85% is the recommended occupancy for an acute unit, CAF will sit slightly below 85% to accommodate
overnight leave (which is part of the model of care and is an important element for effective reintegration of the patient back
into their home setting).

12 1tis accepted that H&C will run at a higher occupancy rate of 95% given the high demand for these services and the
inherent difficulties in reintegrating the remaining cohort back into the community.

13 CDHB Annual Plan 2017/2018.
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In late 2016, CAF made some changes to outpatient services to improve service delivery. These
changes include:

» Restructuring certain outpatient services (namely the previous Youth Specialty, Child Specialty
and Rural Teams) into two teams, CAF South and CAF North, Community and Outreach teams.
These teams provide comprehensive psychiatric assessment and therapeutic intervention for
children and adolescents throughout Canterbury aged 5-17 years (or older if still at school) in
their family context. As a result of this restructure, from October 2016, outpatient services are
primarily centred on two locations in Christchurch, with the CAF South Community and
Outreach team located at TPMH.

» CDHB established a new service pathway for children under 5 years of age.

» CAF Emergency Team (CAFEm), CAFLink Team (Single Point of Entry) and CAF Community
Consultation & Liaison are now jointly known as CAF Access Team and are collocated on TPMH
site.

» Eight FTEs associated with Youth Forensic services (outpatient) were moved to TPMH in late
2016. The team has since grown to 10 FTE and is now collocated with the newly restructured
CAF Access and CAF South Community and Outreach teams.

Future directions for SMHS

The expected future direction of EDS, M&B and CAF services were recently reviewed by all five
South Island DHBs through a collaborative process. The review was completed and joint agreement
obtained in late January 2018.

M&B service:

While the current model of care for M&B is consistent with Best Practice recommendations
nationally and internationally, the model of care is reviewed on a regular basis through feedback
and internal review. CDHB have and are undertaking research and audits into outcomes for the
services, e.g. an audit of the vulnerability factors for infants of mothers admitted to the ward, and
are constantly looking for ways to improve services for mothers, babies and whanau. In addition to
this, feedback is provided via the-South Island Mental Health Alliance.

The recent South Island DHB review reinforced the following future directions for the M&B service:

» Inpatient care is a crucial part of the continuum of care. However, currently the model of care
admits mothers.in the postpartum only, with babies up to 1 year old. In future it is considered
clinically appropriate to be able to admit mothers before their babies are born e.g. third
trimester.of pregnancy. This would ensure safer and smoother care for mothers with severe
mental-illness and avoid fragmentation of care with multiple treatment teams.

» Infancyis the most vulnerable stage of human development and is widely recognised to be so
for the first 3 years of life. The ability to provide inpatient care for mothers with toddlers would
be consistent with the first 2000 days of life emphasis that is supported by CDHB. A number of
units in Australia e.g. Helen Mayo House in Adelaide are already addressing this. This will have
implications for facility planning, as the ward would require to be “toddler proof” e.g. no sharp
corners, beverage bars need to be inaccessible to toddling children etc.

» The first 1000 days approach to care will also support continued growth in M&B outpatient
services. However, this initiative is not just for SMHS to respond to and will be supported
through the broader health system.

» Family involvement is crucial - ‘family stay’ accommodation on the ward would allow older
children as well as adult members of the family to visit their mothers and siblings in a more
home-like setting.
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EDS:

There is consistent growth in this area of SMHS, however, it is predicted that most of the growth
will be managed in the outpatient services. The recent South Island DHB review reinforced the
following future directions for EDS:

»>

»>

Level of complexity/acuity of inpatients is increasing.

Most likely place for growth is in the treatment of binge eating disorder, as this illness is
significantly undertreated in NZ. Treatment would occur in outpatients only.

The patient population is accessing services at a younger age. EDS demand from patients aged
under 13 requires the developmental needs of children and adolescents to be recognised, and
services, wherever possible, separated from services for adults. Due to the constraints of the
existing EDS facilities, children aged 12 or under, with an eating disorder as their primary
diagnosis, are admitted to CAF to satisfy UNCROC requirements. However, in order.to improve
patient experience, CDHB require facilities that enable staff to flexibly manage various patient
mixes.

CAF services:

The recent South Island DHB review reinforced the following future directions for CAF services:

»>

»>

Growth in Infant Mental Health Services - consistent with the 1000 days of care approach.

New service pathway for children under 5 years of age will contribute to the short term
outpatient growth trajectory.

Development of a more coordinated child development service with paediatrics.
Development of a more coordinated service with disability services, OT and education services.

Population growth in greater Canterbury (who may have less community support services
necessitating longer inpatient stays-and less able to access the day programme).

Early intervention initiatives.e.g. Psychosis pathway, partnerships (improved integration) with
NGO’s in child and youth sector.

Looking forward, the- $28m of additional funding into Schools Based Mental Health for
Canterbury and Kaikoura children is likely to provide an initial increase in outpatient volumes
through the identification of more children in need. Following that initial increase, it is hoped
that the success of the initiative will slow demand growth for CAF outpatient services.

Other key factors influencing SMHS services include:

»>

Increasing presentation of youth with high risk and complex needs, in particular those who
adversely impact on the care of the other patients given the limitations of the current facilities.

Youth Justice age has increased to 18 years, driving increased demand for Youth Forensic
services (and CAF inpatient services when they meet admission criteria).

Emphasis on community care models in which: People take greater responsibility for their own
health, people stay well in their own homes and communities, and people receive timely and
appropriate complex care.

Trends towards ensuring that assessment and treatment occur in the least restrictive manner.
De-escalation space is integral to reducing seclusion requirements. The models of care require
de-escalation be first priority, seclusion last.
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» The use of ensuites for inpatient beds has become best practice, with the ability to lock these
off to meet specific patient needs e.g. EDS.

The flexibility of future facilities is important to meet the changing demand and models of care over
time. Co-locating TPMH based SMHS with other services at Hillmorton Hospital provides a number
of opportunities for future proofing.

4.2.2 Built environment

4.2.2.1 Consideration 3: Contemporary assessments of buildings proposed for
refurbishment

Recent building assessments commissioned by CDHB highlight that the seismic ratings for the
Hillmorton Hospital buildings proposed for refurbishment (i.e. Building 4 and Hereford Centre) are
lower than previously thought. As such, any refurbishment would trigger extensive and costly
seismic upgrades. Furthermore, there is more asbestos removal work required than previously
thought.

4.2.2.2 Consideration 4: Contemporary masterplanning for the Hillmorton site
With the current strategic context in mind, a rigorous process facilitated by Architects and Health
Planning specialists, Klein Ltd (Klein), was undertaken to:

» Complete an indicative masterplan, detailed enough to enable sensible and logical locating of
new facilities to accommodate the SMHS relocating from TPMH - noting there is an intention to
commence a full and detailed Masterplan of the entire Hillmorton Hospital site within the next
six months

» Identify and agree the functional scope and scale of the facilities, including car parking
requirements

» Identify infrastructure provisions from existing and/or new site infrastructure networks

» Prepare schedules of accommodation

\J

Identify and agree to any residual service and facility characteristics.

The process was intended to test and refine key assumptions underlying the preferred options
identified in the IBC and ensure new SMHS facilities do not obstruct future plans for the Hillmorton
site.

The indicative masterplan takes into consideration the following aspects:

Responsive to site context and history

A ‘heart’ or hub for the facility

Easy to navigate

Site zoning

Good site flows: Pedestrian, goods, vehicles

Minimising travel between buildings

Logical efficient planning and clarity of zoning
Co-location of similar services

Long life loose fit design

Empty chair (future builds/decanting/future expansion)

VVYVVYVYVYYVYYVYYVYY

Location of buildings

The masterplan prepared by Klein seeks to locate the family services aspects of the project brief
together and in their own discrete location on the Hillmorton Hospital site. This has been identified
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as the area towards the south west corner adjacent to the existing childcare centre and utilising the
adjacent vacant land previously used as sports fields further toward the centre of the site.

A number of options for the location of H&C services were considered. It was agreed that H&C
should be located on the carpark towards the centre of the site. This is consistent with the
masterplan’s future zoning which identifies this area as the flex, rehab transitional zone which is in
line with the patient cohort and units’ philosophy of transition back to the community. It is also
close to the adult acute unit Te Awakura from which back up support can be provided and there is
future expansion space adjacent for when the ‘sister’ unit Tupuna is replaced. There is good
proximity to the central plant and replacement parking is easily achieved. There are also minimal in
ground services in this area requiring relocation and there is a good sized building platform
available to meet the footprint requirements.

The proposed use of the Fergusson building for outpatient services (IBC Options 3a & 3b) is not
optimally located to integrate with inpatient services and associated workspaces and is inconsistent
with the proposed new zoning for the site.

Functional scope and scale of the buildings

The briefing process undertaken by Klein has revealed a large increase in the estimated Gross Floor
Area (GFA) required for both inpatient and outpatient services and associated workspace. The IBC
was based on a GFA of 6,500m?, yet the current GFA for the DBC is in excess of 10,000m2. The
increased GFA means that:

» The Hereford Centre, previously earmarked for outpatient services and associated workspace,
is not of sufficient size to accommodate the current brief for both outpatient clinical space,
workspace and supporting space requirements, necessitating a new build for at least outpatient
services.

» Building 4, previously earmarked for H&C services, is insufficient to accommodate the current
brief, necessitating extension of the facility and triggering seismic upgrades.

» Previously proposed repurposing of the aforementioned buildings on the Hillmorton site has
significantly reduced marginal benefits due to the necessary extension of those facilities,
extensive seismic upgrades required and related asbestos issues.

» The upfront CAPEX saving associated with the reuse of existing structures is now estimated by
RLB to be circa $1-1.5m, coupled with a shorter economic life than a new built facility, and not
$20-30m as previously thought.

The primary-drivers for the large GFA variance are:

» Outpatient clinical space: continued strong growth in demand, particularly for CAF outpatient
services, when it was previously expected that demand would taper combined with the recent
restructuring of CAF outpatient services and an error in outpatient activity reporting data,
which identified that zero minutes we being attributed to certain patient contacts and therefore
not accounted for when determining the outpatient space required during the IBC phase.

» Workspace: under-provisioning of elements of clinical support and workspace in the IBC,
exacerbated by the subsequent restructuring and colocation of CAF outpatient services.

» Family and whanau: recent Government emphasis on the first 1,000 days of life and
integration of family support as part of the models of care, which has implications for inpatient
provisions across all SMH services and for M&B outpatient demand (i.e. supporting mothers and
their babies beyond the first 12 months).

» Travel and Engineering: miscalculation of Travel and Engineering allowances (circulation,
corridors and space required for building plant and services) in the original IBC area calculation.
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Recent CDHB facility developments have heightened the awareness and understanding of the
importance of these provisions.

Existing Buildings: further investigation of existing building stock condition coupled with the
increased departmental areas noted above make reuse of existing facilities technically
challenging. In order to meet area requirements there would need to be extensive additions and
significant refurbishment to bring facilities up to modern codes, which undermines the financial
viability of these options.

4.2.3 Policy environment

4.2.3.1 Consideration 5: Policy directives, strategies, and obligations

The case for change is framed by national and CDHB policy and planning directives for the provision
of healthcare services generally and for mental healthcare specifically. There are also clinical
standards and international obligations that the CDHB must meet. The main driversthat continue to
be relevant to this DBC are:

»>

»>

A focus on delivering efficient health care services

CDHB vision for an integrated health system (including primary and secondary care) that keeps
people healthy and well in their own homes by providing the right care and support, to the right
person, at the right time and in the right place

Ensuring that those in inpatient care - particularly children - are cared for in a manner
consistent with international obligations

A patient safety vision of ‘zero harm’

A focus on reducing long-term hospitalisation for mental health, moving towards a community
based model of care in which:

» People take greater responsibility for their own health,
» People stay well in their. own homes and communities, and

» People receive timely and appropriate complex care.

Table 9 below provides-a-summary of the key strategic policy initiatives that have emerged over the
past 18 months since the IBC was substantially completed and a change of government elected.
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Table 9: Summary of recent strategic policy initiatives

Policy

Government Inquiry into
Mental Health and
Addiction

Mental health in schools
programme

Summary

In January 2018, the Government announced
the initiation of an inquiry into Mental Health
and Addiction aimed at:

» Identifying unmet needs in mental health
and addiction

» Identifying those groups of people
(including those not currently accessing
services) for whom there is the greatest
opportunity to prevent, or respond more
effectively to, mental health and addiction
problems

» Recommending specific changes to create
an integrated approach to promoting
mental well-being, preventing mental health
and addiction problems, and identifying and
responding to the needs of people
experiencing mental health and addiction
problems

» Specifying which entities should progress
the inquiry’s recommendations, including
relevant ministries and a re-established
Mental Health Commission.

The panel is required to report back to the
Government with their findings and
recommendations by 31 October 2018.

In February 2018, the Government announced
a $28 million plan to hire 80 in-school mental
health staff for Canterbury and Kaikoura
children, which will result in one mental health
worker for approximately every 500 primary
and intermediate age school child in Canterbury
and Kaikdura. The plan is expected to be fully
implemented by July 2019.

This new targeted funding will allow more and
earlier support for schools to take a holistic
approach to the wellbeing of some of our most
vulnerable community members.

The team will-include nurses, psychologists,
psychiatrists, occupational therapists and
counsellors, and will support parents as well as
children.

Application to CDHB / SMHS

» Itis hoped that the inquiry findings and
recommendations will ultimately
provide resources and enable initiatives
across the health and disability sector
as well as other sectors, including:

»  Education

Social welfare

Housing

Justice and corrections
Disability support

Accident compensation

Wider workplace relations and
safety systems,

»  Maori development

» Emergency response systems

It is hoped these resources and
initiatives will improve mental health
outcomes across New Zealand and
reduce the need for treatment in a
hospital setting.

vyVyYVYYY

» This boost to the number and range of
health professionals and support
workers focused on the wellbeing of
young children will see those in need
receive support sooner.

» CDHB has worked closely with the
Ministry of Education to design a
system that works for children, their
families/whanau, caregivers and
teachers.

» While these specific services are not
within scope for this DBC, it is expected
that additional funding into School
Based Mental Health will provide an
initial increase in OP volumes through
the identification of more children in
need. Following that initial increase, it is
hoped that the success of the initiative
will slow demand growth for wider CAF
OP services.

4.2.4 Contract management and funding arrangements
Consideration 6: Project governance and funding arrangements

Funding of the CDHB, like other health sectors is determined by the Population Based Funding
Model. Capital funding requests are approved by the capital investment committee.

The CDHB prepared IBC was approved, in September 2017, by the MOH, to proceed to DBC under
the Hospital Redevelopment Partnership Group (HRPG) management structure, with contract
management provided by the MOH.

The MOH has commissioned this DBC on behalf of the HRPG to provide recommendations on the
preferred investment option for relocation of regional and local SMHS from TPMH to the Hillmorton
Hospital site. While appropriations were made for this project on the basis of the IBC costings,
additional funding approvals will be required from the Ministers of Finance and Health to support
the significant increase in estimated funding required to complete the project.
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4.3 Problem definition

A workshop was held on 13 February 2018 to revisit the case for change, including: problem
definitions; investment objectives; and benefits contained in the Investment Logic Map for the
SMHS project. The workshop was attended by representatives from the CDHB and SMHS, including
clinical and non-clinical staff.

Four distinct problems, the potential benefits of addressing each problem, the strategic response
and possible solutions were revisited and confirmed. The SMHS Investment Logic Map, is included in
Figure 1 below.

In some cases, the problems outlined affect only one service line (e.g. CAF or H&C) in a measurable
or acute way. However, as previously acknowledged, separating services is not practical. EDS and
M&B are fully integrated and are small services that share nursing staff and beds, and itis
impractical and inefficient to separate services further, as they rely on similar back-office and
support functions. Splitting services and thereby further reducing the number of staff and patients
at TPMH will decrease staff morale, increase costs and increase patient risk.

Figure 1: Transition of SMHS Investment Logic Map
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Problem 1: Current configuration and capacity of facilities compromises care, which negatively
impacts on patient access, experience, safety and outcomes

This problem expresses itself in several ways, with the most severe effects occurring in the CAF
units.

Dated facility

SMHS facilities were retrofitted in the 1970s and are now not fit for purpose. Existing facilities and
infrastructure have also been significantly impacted on by the earthquake sequences that
commenced in September 2010 resulting in 44 buildings across the DHB being vacated /
demolished removing options that might otherwise reasonably exist. The suboptimal configuration
of these facilities negatively impacts on SMHS ability to admit patients with high and complex
needs, the safety of SMHS patients, and clinical outcomes.

Limits to expanding inpatient care

Currently SMHS is limited in its ability to admit patients with high and complex needs due to the lack
of a High Dependency Unit (HDU) for Children and Adolescents on TPMH site. This has led to:

» Anincrease in children who are being cared for in less appropriate facilities or are being turned
away

» Children being secluded in order to manage risks

» A reduction in the total number of inpatients that can be cared for, should an individual child
require intensive supervision.

Studies by the National Bureau of Economic Research show that youth who receive inappropriate or
no mental health care, work 25-30% less over the next decade than peers who have appropriate
care, and other studies suggest that the economic multiplier for investment in youth mental health
is approximately 1:10.%4

Additionally, lack of a HDU also means severely ill youth may have to be managed using seclusion
or are sent to adult services, which violates the CDHB’s obligations under the United Nations
Convention on the Rights of the Child (UNCROC) and results in poor clinical outcomes.

Use of seclusion

The number of hours and number of seclusion events in any given year is strongly influenced by the
clinical mix of patients and the nature of the existing facility. Notably, the existing facility does not
allow a safe space to manage high risk patients, often requiring that the patient be separated from
the rest of the patient group. In extreme cases, half of the CAF inpatient ward is closed to provide a
safe and separate space leading to a temporary 50% reduction in CAF inpatient capacity. Similarly
on the child side, CAF often have to put a hold on admissions to manage highly dysregulated
children-under 12 years of age - usually one at a time.

Seclusion events peaked at 65 in FY17, partly owing to the increasing presentation of youth with
high risk and complex needs, in particular those who adversely impact on the care of the other
patients given the limitations of the current facilities and the lack of appropriate facilities to care
for high and complex needs patients at TPMH.

However, in FY18 CDHB mental health services adopted a new approach to inpatient care.
Safewards is a model of care that originated out of research undertaken in the UK. The model of
care offers a number of different ways to help wards understand conflict, which at times can be the
reality of mental healthcare. Safewards works by using a set of ten interventions with the aim of
reducing conflict and improving the way staff respond to conflict. These interventions can be as

14 http://www.justicepolicy.org/images/upload/09 05 rep_costsofconfinement_jj_ps.pdf™
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simple as setting clear mutual expectations, using soft words, mitigating bad news, mutual help and
increasing mutual understanding, using calm down methods and providing reassurance -
approaches the teams use in their day to day practice.

Reducing seclusion has been a particular priority for CDHB. CAF staff have been working very hard
to minimise seclusion and restraint, in a very challenging environment, to ensure that their practice
reflects “best practice guidelines” and to ensure no further trauma is caused to young people in
their care. As a result of these efforts, CAF have been effective in significantly reducing seclusion
events down to a five year low of 20 events for FY18 (down 67% on FY17). However, this has come
at the cost of reduced admissions, early discharge and high staffing ratios.

Figure 2: CAF seclusion events by year
CAF seclusion events
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High incident rates

The suboptimal configuration of SMHS facilities on TPMH site is also compromising patient and staff
safety. Over the last 3 years, there was an-average of 670 serious incidents per annum in C-Block
and H&C (444 of which being CAF).-According to clinicians and nursing staff, approximately half of
the incidents in H&C and 50- 80%. at CAF are avoidable (including missing persons), and can be
attributed to suboptimal facilities. The figure below provides a summary of the number of in C-Block
and H&C incidents at TPMH over the past 3 years.

Figure 3: SMHS patient incidents influenced by ward environment

SMHS patient incidents influenced by ward
configuration and environment
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In the H&C unit alone, there have been 116 incidents over the past 3 years in which an H&C patient
has gone missing while in inpatient care at TPMH. This is due at least in part to the high number of
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exits and entrances, which makes tracking patients difficult, and the distance of H&C from the main
hospital, which makes provision of back up services more challenging in the case of an incident.

There is an opportunity to configure SMHS facilities in a way that supports delivery of care to
optimum standards, increasing access to SMHS for patients with high and complex needs, while
decreasing the number of incidents in which patient and staff safety is compromised, and improving
patient experience and outcomes.

Compromised patient access and treatment environment for CAF North outpatient services

As previously mentioned, due to continued strong growth in demand for CAF services, CAF North
outpatient services (currently located on the Hillmorton site) have become severely space
constrained, whereby treatment is taking place in clinically inappropriate environments, such as
very small, poorly ventilated office spaces or in thoroughfare spaces for larger group therapies and
meetings.

Contacts are frequently deferred until space is available (particularly larger groups of 5+ people) or
to a time of day where staff do not feel undue risk to their personal safety. As a consequence,
current facilities for CAF North patients and staff are compromising patient-access, privacy, safety
and outcomes, along with staff safety and wellbeing.

We note that the Model of Care for this service has a multidisciplinary approach often resulting in a
number of clinical staff with one patient at one time. Also, this is a children’s service, meaning all
patients are under 18 and would normally have at least one parent/support person with them. Both
the patient and family may be working through issues together.

Problem 2: CDHB is mitigating patient safety and clinical risk through higher staffing and
resourcing costs which is an inefficient use of funds

As the demand for health services increases with our growing, aging and ethnically changing
population, the CDHB is under pressure to deliver more for less.

Currently the increased risk to patient safety and clinical outcomes presented by the suboptimal
facilities at TPMH is managed through the use of additional clinical and non-clinical staff and
resources. For example, CAF inpatient services had an average occupancy of 46% for FY17. This is
largely attributable to the existing facility not allowing a safe space to manage difficult patients,
often requiring that the patients-be separated from the rest of the patient group. In extreme cases,
half of the ward is closed to provide a safe and separate space leading to a 50% reduction in
capacity. Similarly on the child side, CAF often have to put a hold on admissions to manage highly
dysregulated children under 12 years of age - usually one at a time.

The nature of split service provision between Hillmorton and TPMH also incurs a cost, with nursing
and clinical staff commuting between facilities. It has been estimated that this equates to between
0.5 - 1.5 FTEs of total lost clinical time, much of which could be redeployed leading to an increase
in outpatient capacity of 1.25 - 3.75 patients at any given time.®

More efficient deployment of services will reduce operating costs and/or contribute to higher levels
of service across SMHS.

Problem 3: Relocation of complementary services has created operational inefficiencies in both
clinical and non-clinical support for mental health care

Many SMHS patients are physically compromised (particularly in EDS) and require medical care to
manage their conditions. Until 2016, co-location alongside other services on TPMH site has enabled
efficiencies in the delivery of these small and specialised services by utilising clinical and non-
clinical services provided by OPH&R. These efficiencies have since been lost, with the recent decant

15 Based on a 2.5:1 ratio of clinicians to patients for total clinical capacity (as opposed to visit capacity).
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of these services to Burwood. As a consequence, complementary clinical and non-clinical support
services are now duplicated across multiple sites.

It is estimated that the continued provision of these essential support services to the stranded
TPMH site, such as Clinical Team Co-ordinators (CTC), emergency medical cover, radiology,
catering and security, is driving inefficiencies totalling approximately $685,000per annum.

Further to this, certain building services are not able to be switched off for vacant portions of the
site (approximately two thirds) and legislative building compliance requires maintenance of any
functional building to BWOF requirements. As a consequence, CDHB have not been able to fully
realise associated building lifecycle costs relating to the vacated space. See Appendix A for further
details of the cost of retaining TPMH.

Problem 4: Isolation of mental health services has negatively impacted staff safety and morale,
and threatens long term service sustainability

The exit of OPH&R, corporate services and some support services from TPMH site has resulted in a
significant reduction in the number of CDHB staff on site. Only a small number of SMHS staff
remain at TPMH, increasing the risk to staff safety, security and morale.

Due to their compromised psychological condition SMHS patients can pose a risk to staff safety.
Over the past 3 years there have been 446 incidents where staff have been physically assaulted by
patients, resulting in 140 days of lost working time.® These are only reported incidents, and with
employee reporting not obligatory, anecdotal evidence suggests that the number of near-misses or
unreported incidents is significantly higher.

Figure 4: SMHS assaults to staff

Uncertainty regarding the future of TPMH, and lack of communication and integration into the
wider system, is also having a negative impact on staff morale. The CDHB staff wellbeing surveys
indicate lower staff engagement for SMHS compared to the staff engagement level across the
CDHB, with poor working conditions and substandard facilities being cited more frequently for
SMHS staff. Retention rates are also lower then when compared across the system, and the use of
sick days and casual staff is more prevalent. Notably, SMHS consistently rank the highest in terms
of sick leave as a percentage of hours worked.

16 CDHB incident and ACC data.
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Figure 5: Sick leave compared to hours worked

With generally lower levels of staff present and a number of empty or partially empty buildings on
site, the area becomes more susceptible to vandals, missing persons, and unwanted access than a
fully functional and well-lit site: Increased security will mitigate some risk to staff safety but not
remove it.

This isolation, uncertainty, and perception of security risk has an effect on staff morale. Nursing
and clinical staff interviewed for this engagement felt that their workload had increased, and that
the overall safety of the facility had decreased since OPH&R had left the site. The perception of this
lack of resources and support could lead to higher stress and greater levels of burn-out.”

The collegial support that clinicians, nurses, Allied Health and support staff receive through the
integration of SMHS services should not be underestimated. Studies have concluded that lower
levels of integration lead to poorer care outcomes,*® and organisations with poor staff engagement
and lower levels of collegiality experience a greater number of incidents for staff and patients.*®

4.4 Investment objectives

The investment objectives for this project are driven by the strategic intent of the CDHB, and its
approach to provision of mental health services. They are informed by the current post-earthquake

17 McTiernan, K., McDonald, N (2016) “Occupational stressors, burnout and coping strategies between hospital and
community psychiatric nurses in a Dublin region.”

18 Druss, B (2007) Improving Medical Care for Persons with Serious Mental lliness J. Clin. Psy. 2007:68.

19 van Bogaert, P, et al. (2013). “Impacts of unit-level nurse practice environment, workload and burnout on nurse-reported
outcomes in psychiatric hospitals.”
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environment, decisions taken in previous business cases, and seek to directly address the problem
definitions set out above. Measures of success have been identified for each of them.

Figure 6: Summarises the agreed problem statements, investment objectives, and benefits

While the outcomes from the SMHS project will influence whether the benefits above are achieved,
there are other factors outside of the control of the project that will also affect the successful
achievement of the benefits.

Measurement, timing and responsibility for achieving the benefits described will be addressed in the
Management Case section of this business case.

4.5 Benefit, risks and linkages

A series of workshops and meetings were held to identify and agree the benefits sought from the
project; key project risks and mitigation.options; and linkages and dependencies with other projects
and activities. These are set out below. The workshops and meetings were attended by
representatives from the CDHB and SMHS, including clinical and non-clinical staff.

4.5.1 Benefits

The key potential benefits (monetary and non-monetary), and costs associated with the SMHS
project are set out below.

Table 10: Benefits (monetary)

Main benefits Who benefits? Direct or indirect? Description and possible measures
Reduction in Staff and patients  Direct » Avoided cost of services to mitigate and
adverse events manage adverse events and clinical risk

| A .

rand clinical risk » Reduced staff turnover

L\
Operational CDHB Direct » Reduced duplication of services and
efficiency gains Society Indirect operating costs due to better configuration

and colocation of SMHS facilities

» Reduced lifetime service cost per capita
(sustainable population health costs)

» Reduction in cost of maintaining
substandard facilities (funding released for
further health services)

Improved Staff Direct » Productive hours and related reduction in
workforce CDHB cost of non-productive hours brought about
effectiveness by compromised configuration and isolation

of SMHS facilities
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Table 11: Benefits (non - monetary)

Main benefits Who benefits? | Direct or | Quantitative or | Description and possible measures
indirect? gualitative?
Improved access  Patients Direct Both » Functional status including: wellbeing and
to SMHS and Family Direct Both healthy years of life, quality of life indicators
improved health : ; Family wellbein
outcomes Society Indirect Both y e 9_ o _
Productivity (patient contribution to national
workforce) |
» Community participation
Reduction in Patient Direct Both » Health and wellbeing outcomes (see above)-. |
adverse events | oy Indirect Qualitative » Family wellbeing
and clinical risk . . .
Staff Direct Both » Job satisfaction and staff morale
» Staff attraction and retention

Improved Patients Direct Qualitative » Engagement and satisfaction with service
client/patient Family Direct Qualitative experience and impact on personal/family
experience wellbeing
Improved Staff Patients | Direct Both » Increased patient contact time/volumes
workforce Direct Both » Patient and-clinician satisfaction levels
effectiveness
Decreased Government Direct Both » Decreased use of Youth Justice Facilities.
inappropriate Society Indirect » Decreased use of Oranga Tamariki services.
use of social
services
Table 12: Potential costs
Main benefits Description Potential impacts
Capital costs The main elements of the Investment that » Investment options for SMHS need to

require capital expenditure are: consider both short term disruption to

» Site preparation works the services and integration of long

term master planning of site services

» Development of fit-for-purpose facilities . .
Capital and lifecycle costs

v

Site infrastructure requirements e.g. power,
plant, car-parking, roading

FF&E
Decant costs
Lifecycle

viv.Vvyy

Clinical and clinical
support operating costs

On-going costs of servicing forecast » ‘Incremental’ clinical operating costs
demand for mental healthcare services brought about by increased capacity of
across the continuum of care (from acute to SMHS - particularly OP volumes
community / localities outreach services)

Non-clinical support, » Maintenance and non-clinical services » Other ‘incremental’ operating costs.
maintenance, required to maintain fit-for-purpose
depreciation and capital/ facilities

interest charges » Additional operating costs associated with
the depreciation and funding of the new
facilities

4.5.2 Risks

While there are significant benefits sought from the successful delivery of the project, there are
significant strategic, delivery, and operational risks that need to be considered. A project
management framework was used to consider the likelihood and impact of different risks.
Addressing these risks will be considered through the management case.
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Table 13: Summary of key risks for the Project

1

2

3

4

5

6

7

8

9

Risk

Reduced access to or quality
of SMHS services as a result
of substandard facilities

NGOs and other community
organisations are unable to
provide adequate support
for those with major mental
health issues

Timetable

(drivers include approval /
decision making delays - see
below)

Funding

Scope and scale of the
facility is not sufficiently
flexible to cater to future
growth / clinical mix

Current SMHS facilities are
substandard

Staff at TPMH site do not

have access to key facilities

and colleagues due to the

site’s isolation from the main
| hospital sites.

The limited and fragile

! physical infrastructure at
TPMH site leads to an
increased risk of harm to
consumers and staff

Anticipated reduction in
demand growth for long-
term / intensive mental
health services does not
materialise

Impact

Many of the SMHS facilities on TPMH site are
acknowledged as substandard. As a result

patients with complex needs may receive

care within an inappropriate environment or

may be denied admission due to facility
limitations.

Patients with high and complex needs
cannot be cared for by the NGO sector,
leaving them at risk.

Exposure to time delays results in increased

operating and capital cost, along with

increased safety, wellbeing and clinical risk

due to:
» Cost escalation; and

» The continued operation of TPMH as an

interim facility.

» Reprioritization of existing funding
streams to lease new SMHS facilities
compromises the wider Canterbury
health system.

» Facility is not able to cater to patient
demand and/or delivery optimum
standard of care.

» Treatment outcomes and benefit targets

are not met.

» Exposure to future cost escalation and
costly alterations to the facility at a later

stage.

Many of the SMHS facilities on TPMH site are
' acknowledged as substandard. As a result
consumers with complex needs may receive
care within an inappropriate environment,

may be denied admission due to facility

limitations and/or family/whanau may not be

able to stay to support their treatment.

The ability of staff at TPMH site to deliver

high quality services is compromised

The infrastructure may impact safe and
effective care delivery and increased

potential for disruption to service delivery.

More facilities for intensive mental health

services are required than is anticipated.
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Table 13: Summary of key risks for the Project

Risk Impact S Level of impact
occurrence
10 | Clinical and safety risk is not | Failure to appropriately manage transition
adequately managed results in patient and staff stress, poor
through transition from patient experience and outcomes, adverse
existing to new facilities events, increased safety incidences, poor

staff morale and staff turnover

11 | Inefficient or ineffective Approval/decision-making delays (>3
governance structures months) results in increased operating and @ !
capital cost, and increased safety, wellbeing
and clinical risk due to: i

» Cost escalation;

» The continued operation of TPMH as an
interim facility.

Ineffective governance structures lead to
poor decision making and therefore a
reduction in realised project benefits, !
including patient experience, outcomes, cost

efficiencies and staff wellbeing.

12 | Material changes to the Project becomes unaffordable and/or does
Project scope, scale and/or | not represent the best value for money @
cost as a result of resulting in poor decision making and/or \
incomplete and/or time delay e.g. unanticipated, adverse |
inaccurate information and ground conditions |
assumptions underlying the
Business Case and/or the
procurement process

13 | Stakeholders, including » Lack of project buy-in adversely affects E @
customers, staff, MOH and staff engagement and patient
DHBs in the region, are not confidence.

adequately engaged .
» Other DHBs do not utilise the new SMHS

facilities, resulting in excess capacity
and reduction in project benefits.

» Failure to understand the health and
staff wellbeing issues unique to SMHS,
results in a facility that does not provide
a best-practice environment for staff
and patients.

»" Adverse impact on patient experience
and outcomes.

14 | Changes in model of care The new model of care differs from the
occur model of care in the concept plans, meaning @
the design needs to change resulting in
additional cost and time delays.

15 | Projected demand for the Excess capacity and therefore a reduction in
facility does not materialise | realised project benefits and inefficient use
for one or more of the SMHS | of constrained health system resources.

(could be caused by loss of
| regional service contracts)

.16  Impact of scope and scale on | Size and scale of the project does not allow
market capacity (delivery) for sufficient economies of scale, or
presents limited opportunities for contractor

competition, leading to increased project
costs and/or delayed competition.

Ministry of Health & Canterbury District Health Board
Detailed Business case for the on-going delivery of specialist mental health services EY + 44



137

4.6 Key stakeholders

Detailed stakeholder management and communications plans will be developed for the Project as it
moves through its next stages. Stakeholder management plans aim to coordinate and create
consistency of messaging for stakeholders to drive awareness, understanding, buy-in and
contribution to the project. It is therefore essential that the key stakeholders are identified up-front
and, where relevant, involved in the planning phases of the project.

The plan will set out a clear framework for developing and managing communications with internal
and external stakeholders. A stakeholder map will be used to group stakeholders in terms of the
influence they have on the Project, the impact of the Project on them and their current level of
support for the Project. Mapping their position helps to determine the level and type of stakeholder
activities required to inform, involve and engage with them. It also ensures that the project team
invests the appropriate resources in those stakeholders who are ‘critical’ to the success of the
Project. This enables the Governance Groups, Project Sponsor and Project Managers to:

» Ensure that the right people are involved at the right time in the process

» Empower the owners of the relationship with the key stakeholder with the right tools and
materials to effectively manage stakeholder group(s)

» Encourage stakeholders to provide feedback and voice concerns.

The key stakeholder groups are detailed in Table 15 below.

Table 14: Key Stakeholder Groups

Stakeholder / Group Key Concerns / Impact Engagement strategy

MOH and responsible Ministers Funding envelope. Engage frequently and incorporate
Integration with regional and national delivery N Workshops and milestone decision
strategies. gates as appropriate.

The Treasury Funding envelope: Engage frequently and incorporate
Integration with regional and national in workshops, business case drafts
strategies. and other milestone decision gates

as appropriate.

Ministry for Children (Oranga Access to SMHS, quality of SMHS, patient Engage throughout the business

Tamariki) and Youth Justice experience and outcomes for children whose case and design process as

wellbeing is at significant risk of harm now, or | appropriate.
in the future - including young people who may
have offended, or are likely to offend.

Ministry of Education Maintaining access to Education for at risk and | Engage throughout the business
/or unwell children and youth, including case and design process as
through the Southern Regional Health School  appropriate.

CDHB Board and sub committees Fit for purpose, value for money investment, Project Management/Governance
with principles of being: patient/family engagement with Board. Business
centred, an integrated health system, safe and | case drafts and other milestone
‘long life loose fit’ facilities. decision gates to the Facilities

Alignment of investment and models of care ~ Subcommittee.

with long-term strategic directions, including
emphasis on community care models.

South Island DHBs Other South Island DHBs fund these services Engage throughout the business
via PBF based formula. The quality of these case, design and implementation
services are of ongoing importance to them. process as appropriate.

Clinicians / staff Working conditions and personal safety, as well | Ongoing engagement throughout
as models of care, patient outcomes and the business case, design, planning
safety. and implementation processes.

Workshops incorporating key clinical
stakeholders.

Patients and their families Quality of care provision (outcomes, relapse, Consultation with patients (as
etc); Safety; Quality of facilities / appropriate) and their families as
accommodation (environment); Access to care
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Table 14: Key Stakeholder Groups

Stakeholder / Group Key Concerns / Impact Engagement strategy
(time, location, waiting list); and Access to part of refining the recommended
visitation. option through the design phase.

4.7 Key stakeholders

Detailed stakeholder management and communications plans will be developed for the Project as it
moves through its next stages. Stakeholder management plans aim to coordinate and create
consistency of messaging for stakeholders to drive awareness, understanding, buy-in and
contribution to the project. Itis therefore essential that the key stakeholders are identified up-front
and, where relevant, involved in planning phases of the project.

The plan will set out a clear framework for developing and managing communications with internal
and external stakeholders. A stakeholder map will be used to group stakeholders in‘terms of the
influence they have on the Project, the impact of the Project on them and their current level of
support for the Project. Mapping their position helps to determine the level and type of stakeholder
activities required to inform, involve and engage with them. It also ensures-that the project team
invests the appropriate resources in those stakeholders who are "critical’ to the success of the
Project. This enables the Governance Groups, Project Sponsor and Project Managers to:

» Ensure that the right people are involved at the right time in the process

» Empower the owners of the relationship with the key stakeholder with the right tools and
materials to effectively manage stakeholder group(s)

» Encourage stakeholders to provide feedback and voice concerns.

The key stakeholder groups are detailed in Table 15 below.

Table 15: Key Stakeholder Groups

Stakeholder / Group Key Concefns*/ Impact Engagement strategy
MOH and responsible Ministers Funding envelope. Engage frequently and incorporate
| Integration with regional and national delivery | in workshops and milestone decision
strategies. gates as appropriate.
The Treasury Funding envelope. Engage frequently and incorporate

Integration with regional and national in workshops, business case drafts
strategies. and other milestone decision gates

as appropriate.

Ministry for Children (Oranga Access to SMHS, quality of SMHS, patient Engage throughout the business
Tamariki) and Youth Justice experience and outcomes for children whose case and design process as
wellbeing is at significant risk of harm now, or | appropriate.
in the future - including young people who may
have offended, or are likely to offend.

Ministry of Education Maintaining access to Education for at risk and | Engage throughout the business

| /or unwell children and youth, including case and design process as
' through the Southern Regional Health School  appropriate.

CDHB Board and sub committees Fit for purpose, value for money investment, Project Management/Governance
with principles of being: patient/family engagement with Board. Business
centred, an integrated health system, safe and | case drafts and other milestone
‘long life loose fit’ facilities. decision gates to the Facilities

Alignment of investment and models of care ~ Subcommittee.

with long-term strategic directions, including
emphasis on community care models.

South Island DHBs Other South Island DHBs fund these services Engage throughout the business
via PBF based formula. The quality of these case, design and implementation
services are of ongoing importance to them. process as appropriate.
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Table 15: Key Stakeholder Groups

Stakeholder / Group Key Concerns / Impact

Clinicians / staff Working conditions and personal safety, as well
as models of care, patient outcomes and
safety.

Patients and their families Quality of care provision (outcomes, relapse,

etc); Safety; Quality of facilities /
accommodation (environment); Access to care
(time, location, waiting list); and Access to
visitation.

Ministry of Health & Canterbury District Health Board
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Engagement strategy

Ongoing engagement throughout
the business case, design, planning
and implementation processes.
Workshops incorporating key clinical
stakeholders.

Consultation with patients (as
appropriate) and their families as
part of refining the preferred option
through the design phase.

EY = 47
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5. The economic case

5.1 Purpose

This chapter revisits the short-listed options recommended for further consideration in this DBC
and provides an analysis of the costs, benefits and risks of the short-listed options and
recommended way forward. In doing so, this chapter:

» Reviews and confirms earlier work on the long-list and short list options

» Reviews the recommended options contained in the IBC to ensure that they are:
» Likely to deliver the investment objectives and critical success factors
» Likely to deliver sufficient benefits and deliver value for money
»  Still considered to be realistic and achievable

» Provides a more detailed analysis of the costs, benefits and risks of the updated short-list and
recommended options.

5.2 Reuvisiting the IBC options

5.2.1 Contemporary masterplanning for the Hillmorton site

The IBC for SMHS recommended two options (Options 3a‘and 3b) be progressed to DBC for more
detailed and rigorous assessment. Both options, with an estimated capital cost of between $47m
and $57m, were mixture of new build and refurbished facilities on the Hillmorton Hospital site and
sought to provide the best balance between achieving desired strategic, clinical and operational
outcomes for SMHS with the costs of completing the project.

With the IBC recommendation to relocate SMHS from TPMH site to the Hillmorton Hospital site and
the current strategic context in mind, a rigorous process facilitated by Architects and Health
Planning specialists, Klein, commenced in February 2018. This process set out to complete an
indicative masterplan for the Hillmorton site, detailed enough to enable sensible and logical locating
of new SMHS facilities, identify and agree the functional scope and scale of the facilities, including
car parking requirements, and prepare schedules of accommodation.

The process was intended to test and refine key assumptions underlying the preferred options
identified in the IBC and ensure new SMHS facilities do not obstruct future plans for the Hillmorton
site. Key conclusions of the masterplanning process are outlined below and further illustrated in
Appendix B:

» The masterplan seeks to locate the family services aspects of the project brief (CAF, Mothers
and Babies and Eating Disorders Services) together and in their own discrete location on the
Hillmorton site. It was agreed that these services should be located at a distance from the adult
acute services on the site. This has been identified as the area towards the south west corner
adjacent to the existing childcare centre and utilising the adjacent vacant land previously used
as sports fields further toward the centre of the site (see Appendix B: SK-004 for details).

» A number of options for the location of H&C services were considered (see Appendix B: SK-003
for details). It was agreed that H&C should be located on the carpark towards the centre of the
site (Option F). This is consistent with the masterplan’s future zoning which identifies this area
as the flex, rehab transitional zone which is in line with the patient cohort and units’ philosophy
of transition back to the community. It is also close to the adult acute unit Te Awakura from
which back up support can be provided and there is future expansion space adjacent for when
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the ‘sister’ unit Tupuna is replaced. There is good proximity to the central plant and
replacement parking is easily achieved. There are also minimal in ground services in this area
requiring relocation and there is a good sized building platform available to meet the footprint
requirements.

» During the course of the detailed investigation, the assumptions underlying the preferred
options presented in the IBC were revisited. As noted previously, the SoA for all SMHS currently
stranded on TPMH has now been built up by the project team and this has resulted in a large
increase in estimated areas from those used in the formation of the IBC. The IBC was
predicated on a GFA totalling 6,500m? and the current estimates area in excess of 10,000 m?.

» A result of recent Hillmorton site investigations and the increased scale of development, it is
now considered uneconomic to repurpose the originally proposed buildings (Buildings 4-and 9,
see Appendix B: MP-012 for details). Forecast capital costs to provide new facilities on the
Hillmorton site for all SMHS currently stranded on TPMH site are now in a range between $98m
and $103m - depending on the option being considered (see Appendix E for further details of
QS estimates). Forecast facility operating costs will increase accordingly.

5.3 Options development

5.3.1 Context for options development

The identification and development of the DBC options was informed by the problems identified in
the Strategic Case, current and projected demand for SMHS; international trends in models of care,
best practice and learnings from comparable Mental Health Hospitals. Further to this, previous
decisions have foreclosed some options that might have been considered under other
circumstances.

The options developed during this DBC process focus on replacing the currently utilised capacity at
TPMH, in doing so delivering:

» Better patient experience, improved access to SMHS and improved clinical outcomes
» Improved safety for patients and staff

» Staffing and resources appropriate to the level of care

» Efficiencies through co-location of complementary services

» Appropriate clinical and non-clinical support and an environment that supports multidisciplinary
functioning

It is important to note that none of the options considered assume an increase total bed numbers,
nor do they increase staffing requirements. In fact, H&C beds are expected to decrease and in some
cases, the total staffing requirements are expected to decrease. The benefits that some options
have over others are driven by the efficiency and efficacy of the investment solution.

5.3.2 Description of short list options

As noted in the IBC, the continued delivery of SMHS from TPMH was intended to be temporary, and
previous decisions have essentially foreclosed the possibility of its ongoing use. Continued
operation of SMHS at TPMH site presents a range of clinical, financial, practical, and personnel
issues that make it inappropriate for a base case. It is also not possible to cease the provision of
SMHS in Christchurch, for the reasons noted in the Strategic Case. Therefore, the CDHB considered
there was no feasible ‘do minimum’ or ‘do nothing’ option for baseline comparison.
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The DBC considers three short list options and a fourth as a counterfactual. All options contain a
new Integrated Family Services Centre (IFSC) and ancillary requirements (site infrastructure
expansion/upgrades, car parking, roadway / footpaths / landscaping).

Options then vary by adding other facilities - single storey H&C inpatient unit (with associated
workspace), TPMH based CAF outpatients clinical and workspace (including CAF South and CAF
Access teams) and finally CAF North workspace (CAF North is already on the Hillmorton site but in
older cramped facilities and portacoms). Drawings provided in Appendix D depict the options in
graphical format.

The IFSC provides CAF, EDS and M&B inpatient services, along with EDS and M&B outpatient
services on the ground level and associated workspace on the upper level. The inpatient portion of
this building has a total of 29 inpatient beds (plus space for 5-7 cots in M&B) and the unit is
physically split into two: the CAF unit which is separated from M&B / EDS which are adjacent. Each
unit is then further split into different cohorts of patients to meet clinical and flexing needs and also
to meet UNCROC requirements of separating adults from adolescents and children.

There is separate provision for the specialist programme for CAF day patients and the Southern
Regional Health School (presently collocated with CAF inpatient services on TPMH site) to provide
education services for both inpatients and outpatients across the CAF and EDS services. All areas
allow for integration of family support as part of their therapy.

All options contain the new IFSC on the Hillmorton site. Therefore the key differentiating features
of the short list options are outlined below:

» Option 1 (GFA 10,474m? - estimated capital cost $97.7m): includes a new H&C inpatient unit
and new CAF outpatients and community building on the Hillmorton site. The CAF outpatients
building provides for CAF outpatients clinical area.and CAF South, Access and Management
workspace. CAF North workspace is not provided for and remains in its current location on the
Hillmorton site.

» Option 2 (GFA 11,322m?- estimated capital cost $103.3m): includes a new H&C inpatient unit
and new CAF outpatients and community building on the Hillmorton site. The CAF outpatients
building provides for CAF outpatients clinical area and CAF South, North and Access and
Management workspace.

» Option 3 (GFA 7,880m?-estimated capital cost $79.0m): includes a new H&C inpatient unit on
the Hillmorton site. However, the new CAF outpatients and community building is not provided
and those services and teams would remain on TPMH site until appropriate leased space is
sourced. CAF North is not provided for and remains in its current location on the Hillmorton
site.

Not included in the above capital cost is an estimated $8.9m of fitout and FF&E costs that
would necessarily be incurred in order to provide CAF outpatient services and associated
workspace (currently located at TPMH) from a clinically appropriate and adequately sized
leased space (estimated to be a further 2,346m? of purpose built leased space in close
proximity to the new IFSC, including associated workspace). The advancement of lease
arrangements for CAF outpatients would be subject to a separate planning and business case
process, which would be advanced by CDHB independent of this business case.

» Option 4 counterfactual (GFA 6,034m?- estimated capital cost $81.1m): has been explored to
demonstrate what could be delivered as close to the IBC forecast capital cost ($57m) as
possible. While the provision of the IFSC only brings the capital cost closer to the original
budget, Option 4 would leave H&C, CAF outpatients and associated workspace remaining
isolated on TPMH site. Contemporary investigations reveal that significant works would need to
be undertaken to continue to provide H&C and CAF outpatient services from the TPMH site,
thus driving to the capital cost up well beyond the IBC budget.
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5.3.3 IFSC benchmarking

The IFSC as a whole integrates a number of different patient cohorts and functions, including
outpatient areas for M&B and EDS teams due to the small staffing numbers for this regional service.
Due to the specialist nature of the proposed facility and the lack of other similar units in New
Zealand it is difficult to accurately compare units for benchmarking. Analysis of nett areas (i.e.
excluding outpatient areas, the Southern Regional Health School, building travel and engineering)
benchmarks the inpatient area at 116m?2/bed against a typical general adult acute units at around
90 m?/bed.

Key differences with this type of specialist mental health facility, as compared to general adult
acute units, are:

» Small numbers of beds for the range of different patient cohorts leading to spatial
inefficiencies. For example, IFSC is physically split into two sections as described above. Each
has a dirty utility, so two dirty utilities for 29 beds (standard dirty utility is around 12m?)
whereas Middlemore has one dirty utility per 38 beds.

» Other variances include: needs of children and adolescents (including adequate provision of
appropriate outdoor spaces and meeting UNCROC requirements); need for separation of
children from youth; needs of babies admitted to the M&B unit; family being integral to care for
all three services; need for separate areas for M&B and EDS; and higher average length of stay.

Australasian Health Facility Guidelines (AHFG) guideline sizes for mental health rooms are 14m?
and 18m? for those with extra space requirements. Inpatient bedroom sizes proposed for the M&B
unit are larger for the following reasons (EDS rooms are 14m?):

» Larger rooms of 22m? are provided for the M&B unit-to accommodate additional equipment
needs such as: cot, second bed for child or support person, feeding chair, etc.

» Due to the relatively low bed numbers, the ability to flex some rooms between M&B and EDS
cohorts is essential to meet varying demand. These flex rooms are 18m?2, larger than EDS
needs but able to cater for M&B where additional support space is not required.

» Being regional services, two larger 1-bed suites have been provided to provide accommodation
for the wider family / partner /-support person / other dependent children in the IFSC unit.

With respect to interview spaces, where outpatient treatment is undertaken, the Model of Care for
M&B and EDS has a multidisciplinary approach often resulting in a number of clinical staff with one
patient at one time. This service is also provided to children, meaning all patients under 18 years of
age would normally have at least one parent/support with them; all resulting in slightly larger than
standard interview rooms. AFHG sizes interview rooms in a CAF setting are 14m?2.

In addition, consultation length is increased for these specialist services compared with general
adult mental health services - meaning additional number of rooms to cater for demand. Patients,
including children, adolescents and mothers with babies and young children, are often not
attending on their own. For this complex group of patients it is common for both the patient and
family to be working through issues together.

To allow for a more representative comparison to recent New Zealand mental health developments
Klein have assessed the SoA and extracted areas that are considered over and above what would be
required for a less complex, single patient cohort or general acute adult unit, in an attempt to
compare areas on a more like for like basis.
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Table 16:
Functional . Ded_uc_t , Compa_rable Comparable area per
> Total beds specialist Functional
Aream > > bed
area m Aream

CAF inpatient 1,867 16 (251) 1,616 101m?/bed
M&B / EDS inpatient 1,502 13 (278) 1,224 94m?/bed
Total inpatient for IFSC 3,369 29 (529) 2,840 98m?/bed
H&C inpatient 1,518 16 95m?/bed
Middlemore AMHU 76 85m?/bed
Mason clinic T2 - 15 100m?/bed

standardisaton e
The above assessment shows that when the areas required to provide ‘specialist care’ required for
SMHS are deducted from the functional area and benchmarked against two recent adult inpatient
mental health units (Middlemore and Mason Clinic), the area per bed is comparable noting however
the issues relating to economies of scale of the Middlemore unit making that area per bed a
relatively lower number.

5.4 Options assessment

5.4.1 Overview of the options assessment

The short list options and counterfactual were assessed against the Investment Objectives and the
Critical Success Factors in a workshop with key personnel from the CDHB. The purpose of this
assessment was to determine the extent to which options.achieve the investment objectives in a
way that delivers project success, and to ensure that internal and external stakeholders are clear
about the rationale for advancing the recommended option.

The results of the assessment of the short list of options against the Investment Objectives and
Critical Success Factors are summarised in the table below. The assessment scoring scale is
explained below:

» Investment Objective (I0) assessment - to ensure each option has the potential to achieve the
desired benefits for the Project, each of the options was ranked with a score of Exceeds (dark
green), Meets (light green), Partially Meets (amber), or Does Not Meet (red) for each of the
respective Investment Objectives.

» Critical Success Factors (CSF) assessment - each option was awarded a score between 1 to 5
based on the extent to which the option is expected to achieve or contribute to each of the
respective Critical Success Factors. Following the initial scorings, the weighting of each
criterion'were applied to the raw scores to arrive at a weighted percentage score for each
option and-an implied ranking.
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The comparative advantages and disadvantages of the short list options are summarised in the table below.

Table 17: Concise Options Appraisal

Options

Option 1: New build at
Hillmorton, excluding
CAF North workspace

Option 2: New build at
Hillmorton, including
CAF North workspace

Option 3: New inpatient
build at Hillmorton,
excludes CAF

>

Advantages

Increased safety, better layout and improved flexibility means a greater
number of complex patients could be cared for. For example, increased
CAF demand could be catered for through reconfiguration as it would
enable greater accommodation of high-needs patients, and would not
require seclusion

Core staff costs remain the same, but additional nursing, security and
support staff costs associated with being stranded on TPMH could
decrease

Infrastructure upgrades are already required for Hillmorton site,
providing an opportunity for low marginal cost upgrades

Design could allow for better patient experience leading to better clinical
outcomes

Efficiencies gained from having a single site offering all services

A more flexible facility for current H&C service could be used in the
future to cater for other mental health services based on emerging
needs/requirements

Increased safety, better layout and improved flexibility means a greater
number of complex patients could be cared for. For example, increased
CAF demand could be catered for through reconfiguration as it would
enable greater accommodation of high-needs patients, and would not
require seclusion

Core staff costs remain the same, but additional nursing, security and
support staff costs associated with being stranded on TPMH could
decrease

Infrastructure upgrades are already required for Hillmorton site,
providing an opportunity for low marginal cost upgrades

Design could allow for better patient experience leading to better clinical
outcomes

Efficiencies gained from having a single site offering all services

A more flexible facility for current H&C service could be used in the
future to cater for other mental health services based on emerging
needs/requirements

Increased safety, better layout and improved flexibility means a greater
number of complex patients could be cared for. For example, increased
CAF demand could be catered for through reconfiguration as it would
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Disadvantages

>

>

Existing infrastructure is insufficient

Risk that certain patients. (particularly parents of youth) perceive Hillmorton
as a less desirable location given that it is also an adult acute mental health
and forensic facility

The physical separation of CAF North clinical space from workspace across
the Hillmorton site, will drive a level operating inefficiency and discontent
with affected staff. However, it is expected that the majority of these risks
can be carefully managed through different working approaches and
therefore the residual efficiency impact is not considered material.

Existing infrastructure is insufficient.

Risk that certain patients (particularly parents of youth) perceive Hillmorton
as a less desirable location given that it is also an adult acute mental health
and forensic facility.

Existing infrastructure is insufficient.
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Table 17: Concise Options Appraisal

Options

outpatients clinical and
workspace

Option 4:
Counterfactual

New inpatient build for
CAF, M&B and EDS at
Hillmorton, excludes
H&C and CAF
outpatients clinical and
workspace

Advantages

enable greater accommodation of high-needs patients, and would not
require seclusion

Core staff costs remain the same, but additional nursing, security and
support staff costs associated with being stranded on TPMH could
decrease

Infrastructure upgrades are already required for Hillmorton site,
providing an opportunity for low marginal cost upgrades

Design could allow for better patient experience leading to better clinical
outcomes

A more flexible facility for current H&C service could be used in the
future to cater for other mental health services based on emerging
needs/requirements

Makes use of existing CDHB facilities

Lower CAPEX costs compared with Options 1 and 2 (however higher
whole of life costs than other short list options)

Ministry of Health & Canterbury District Health Board
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Disadvantages

>

Risk that certain patients (particularfy parents of youth) perceive Hillmorton
as a less desirable location given that it is also an adult acute mental health
and forensic facility.

Lost efficiencies that would have been gained from having a single site
offering all CAF outpatient services. Additional costs associated with lease
fitout and lease payments will necessarily be incurred.

While the option would benefit from the colocation of inpatient services
alongside other mental health services at Hillmorton, the separation of the
CAF Emergency outpatient team from inpatient services poses some clinical
risk, which is'likely to be managed through less efficient delivery of services
and greater use of the IFSC assessment spaces.

The current configuration of SMHS facilities on TPMH site are not conducive
to supporting best practice - compromising patient experience, clinical
outcomes and increasing risks to staff and patients.

This increased risk is currently being mitigated through increased staffing and
resources, drawing resources that could otherwise be used to deliver greater
care across the system, or retained by the CDHB as financial savings.

Given the relatively small size of these facilities, it is not considered
appropriate to continue to ‘strand’ these services away from medical, clinical,
and back-office support in the long term. It is both inefficient, and likely to
lead to long-term morale and service delivery issues.

Option necessitates costly repairs to infrastructure on TPMH site
(notwithstanding the significant costs to refurbish, strengthen and “make
safe” the SMHS facilities), and will continue to incur site/facility specific
operational inefficiencies totalling approximately $1.7m per annum.

It would also require the refurbishment and strengthening of existing SMHS
facilities and the demolition of immediately proximate buildings to make the
site safe from seismic risk.

The retention of services onsite would reduce the amount of capital funds
able to be released from TPMH site, as it is unlikely that significant portions of
the site could be sold while an active [mental health] facility remains on-site
or those portions of the site would be sold at a discount.

Does not accomplish the original goal of vacating TPMH site.
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5.4.2 Assessment against Investment Objectives

Each option was assessed against the Investment Objectives defined in the Strategic Case. The following table reflects the scoring against each
investment objective.

Indicator | Explanation

Does not meet the investment objective

Partially meets the investment objective

- Meets the investment objective

Exceeds the investment objective

Table 18: Assessment of Short List of Options against Investment Objectives

Investment Objectives Option 1 Option 2 Option 3 Option 4

1. Facilities are configured to deliver care of an optimum standard for
specialist mental health patients, including those with high and complex
needs, now and in the future

2. Specialist Mental Health Services (SMHS) are delivered using staffing
and resourcing appropriate to the level of care

3. SMHS are delivered from safe facilities, for both patients and staff

4. Efficient delivery of specialist clinical services and associated non-
clinical support services is improved through co-location with Partially Meets
complementary services

5. Staff are provided with an environment that supports multidisciplinary

functioning and provides appropriate support AU ZLUEE AU ZLUEE

Table 19: Investment Objectives assessment commentary
Investment Objective Commentary

Investment Objective 1: » Options 1, 2 and. 3 met this objective.
Facilities are configured to

’ . » Current inpatient facilities configuration compromises care, which negatively impacts on patient access, including the ability to accept referrals from
deliver care of an optimum

o Oranga Tamariki and MoJ. All new builds will be configured to deliver high-quality care, and will meet the Australasian Guidelines. New inpatient and
standard for specialist outpatient facilities will provide improved patient experience, appropriate care for U13 inpatients with eating disorders, space for families of CAF, M&B
mental health patients, and EDS patients, flexibility to manage different patient cohorts, complexities and gender, and will be adaptive to changes in MoC and demand for mental
including those with high health'services. Further to this, new facilities allow for the decommissioning and disposal of TPMH site.
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Table 19: Investment Objectives assessment commentary

Investment Objective

and complex needs, now
and in the future

Investment Objective 2:
Specialist Mental Health
Services (SMHS) are
delivered using staffing
and resourcing appropriate
to the level of care

Investment Objective 3:
SMHS are delivered from
safe facilities, for both
patients and staff

Commentary

|

Patient experience, including patient safety, privacy, environmental autonomy, access to outdoor spaces, cultural sensitivity, transition between services,
least restrictive practices and aesthetics, is compromised by the current configuration and aesthetics of inpatient facilities, along with insufficient,
inappropriate, unpleasant, difficult to find and unsafe outpatient facilities (CAF North in particular), including waiting areas. It is understood that these
environmental factors contribute to the high DNAs, high patient incidents, avoidable patient complaints for SMHS and therefore reduced patient
outcomes.

Options 1, 2 and 3 will provide significantly improved patient experience for both inpatient and some outpatient services in Option 3 through the provision
of adequate and appropriate therapeutic environments, ability to heat and cool as required, -access to refreshments, flexibility to manage different patient
cohorts/complexities, ages, gender and physical disabilities, appropriate care for U13 patients with eating disorders, space for families of CAF, M&B and
EDS patients.

While the new facilities will provide flexibility to manage different patient cohorts/complexities, ages, gender and physical disabilities, and will be adaptive
to changes in MoC and future demand for mental health services, leaving CAF north in its current location provides reduced flexibility and is inconsistent
with masterplanning for the Hillmorton site.

Insufficient, unpleasant, inappropriate and unsafe outpatient facilities, including waiting areas, currently limits access to: individual and group therapy and
multidisciplinary meetings (particularly CAF North). Options 1 and 2 will provide improved access to services through the provision of appropriate spaces.

Option 4 does not meet this objective for the reasons outline in the Strategic Case. The continued use of H&C facilities on TPMH site hinders the ability to
provide an optimum standard of care for H&C services. Further to this, it does not accomplish the original goal of vacating TPMH site.

Options 1, 2 and 3 all meet this objective. Colocation of SMHS inpatient teams with complementary services at Hillmorton and more efficient configuration
of facilities support appropriate staffing and resourcing levels.

Option 1: It is acknowledged that the physical separation-across the Hillmorton site of CAF North clinical space from workspace, will drive a level operating
inefficiency. However, it is expected that the majority of these inefficiencies can be managed through different working approaches and the residual
impact is not material.

Option 4 does not meet this objective for the reasons outline in the Strategic Case:
Further fragmentation of services across multiple sites creates significant inefficiencies.

Retaining TPMH necessitates costly repairs to infrastructure (notwithstanding the costs to refurbish, strengthen and “make safe” the SMHS facilities), and
will continue to incur site, location and facility specific operational inefficiencies totalling circa $1.7m per annum.

The retention of services onsite would significantly reduce the amount of capital funds able to be released from TPMH site, as it is unlikely that significant
portions of the site could be sold while an active mental health facility remains on-site or those portions of the site would be sold at a discount.

Further to this, it does not accomplish the original goal of vacating TPMH site.

Options 1, 2 and 3 all.meet this objective. New inpatient facilities will provide: appropriate spaces to withdraw, de-escalate and for staff to observe; anti-
ligature fittings; multiple-room and building access points; and flexibility to manage different patient cohorts/complexities, ages, gender and physical
disabilities. Configuration of new purpose built facilities provides improved safety for staff and patients. Colocation of SMHS inpatient teams with other
mental health services at Hillmorton provides better support in terms of staff specifically trained in managing acute behavioural episodes and medical
emergency-cover over 24h.

However, for Option 1 there are concerns for staff safety when commuting between CAF North workspace and clinical space, particularly outside of peak
hours that will need to be carefully managed through the provisioning of appropriate pathways and lighting. Option 1 scoring assumes appropriate
pathways and lighting will be provided for ease and safety of commuting between CAF North workspace and the new CAF outpatients facility on the
Hillmorton site.
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Table 19: Investment Objectives assessment commentary

Investment Objective

Investment Objective 4:
Efficient delivery of
specialist clinical services
and associated non-clinical
support services is
improved through co-
location with
complementary services

Investment Objective 5:
Staff are provided with an
environment that supports
multidisciplinary
functioning and provides
appropriate support

Commentary

|

Option 4 does not meet this objective for the reasons outline in the Strategic Case. Configuration of existing H&C facility does not adequately support staff
and patient safety. Clinicians estimate that approximately half (circa 120 per annum) of H&C incidents involving escape, patient-on-patient or patient-on-
staff violence, and self-harm a year are attributable to the nature of the building i.e. not providing adequate natural security/sightlines or meeting modern
facility standards, including anti-ligature windows and fireproof / fire-retardant walls.

Options 1 and 2 meet this objective. Both options would be located at Hillmorton alongside other mental health services. This will provide for significant
clinical integration and clinical efficiency, reduce travel times for clinicians who currently operate across two sites, and would provide an opportunity for
care to be better integrated with other services.

Option 3 only partially meets this objective. While the option would benefit from the colocation of inpatient services alongside other mental health services
at Hillmorton, the separation of the CAF Emergency outpatient team from inpatient services poses some clinical risk, which is likely to be managed
through less efficient delivery of services and greater use of the IFSC assessment spaces.

Option 4 does not meet this objective for the reasons outline in the Strategic Case:
SMHS remain isolated on TPMH site, away from other mental health colleagues and relevant support services.
Further fragmentation of services across multiple sites creates significant inefficiencies.

Option 2 meets this objective. Colocation of SMHS with complementary services at Hillmorton and colocation of CAF services supports optimal multi-
disciplinary functioning, along with professional and personal support in a mental health setting and improved connectedness between SMHS (e.qg.
between CAF North and CAFEm) and with other mental health services (e.g. between H&C, Tupuna and Acute). Colocation of SMHS with other mental
health services at Hillmorton provides better support in terms of staff specifically trained in management of acute behavioural episodes and medical
emergency cover over 24h.

Options 1 and 3 partially meet this objective. For Option 1, fragmentation of CAF outpatient workspace and clinical space across the Hillmorton site
diminishes opportunities to facilitate stronger clinical communities through informal multi-disciplinary interactions, thereby avoiding unnecessary patient
contact and/or providing better quality care for patients. Further to this, divergent working conditions between different CAF OP teams, inefficiencies of
moving between workspace and clinical space and diminished opportunities for building collegial relationships is expected to have an impact on CAF North
staff wellbeing, which will need to be carefully managed. For Option 3, the separation of the CAF Emergency outpatient team from inpatient services
poses some clinical risk, which is likely to be managed through the greater use of the IFSC assessment spaces.

Option 4 does not meet this objective for the reasons outline in the Strategic Case i.e. isolation of H&C on TPMH site.
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5.4.3 Critical Success Factors

Critical Success Factors (CSFs) set out the attributes that are essential for the successful delivery
of the Project in terms of meeting the Investment Objectives set out in the Strategic Case. They
form the “assessment framework” that all potential scope and scale Project options are assessed
against in the Economic Case, to ensure the options deliver essential elements for the Project’s

success.

The CSFs were reviewed and validated by the Project Team at a workshop facilitated by EY on 5
October 2018. Workshop participants included the representatives from Canterbury DHB.

Weightings totalling to 100% were applied to the CSFs to reflect the relative importance of each

factor in driving successful delivery of the Investment Objectives.

The identified CSFs and their respective weightings are set out in Table 20 below.

Table 20: Critical Success Factors

Critical Success Factors Description

How well does the option align with DHB strategic plans, master
plans for the Hillmorton site, Mental Health guidelines, and other
policy requirements and directives?

Strategic Fit/Integration
with Existing Plans
How well does the option facilitate the delivery of positive patient
experiences (including patient safety, environmental autonomy and

Patient Experience & Quality aesthetics) and support positive patient outcomes in terms of:

of Care » Quality of life
» Symptom severity
» Relapse

How well does the facility integrate with existing service provision in
the region and provide-and utilise complementary services from
other facilities?

Integration /
Complementarity
How quickly and efficiently is the option able to flex to the needs of
different patient cohorts and future SMHS demand and trends
(including the need to service additional patient demand, e.g. from
Justice, MSD, and Regional DHBs)?

Adaptability & Sustainability

How much disruption is caused to staff and patients as a result of

Transitional Feasibility ifplementing the option?

X/
. How well does the option support employee safety and engagement

Employee Wellbeing & . (via methods such as providing a collegial environment and an

Engagement environment that supports strong multi-disciplinary functioning, etc)

leading to higher levels of employee retention and performance?

How well the option achieves:
» Economy (minimising use of resources)
Value for Money » Effectiveness (delivering the right thing)

» Efficiency (allocating resources well to deliver best system wide
outcomes)

Ministry of Health & Canterbury District Health Board
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10%

20%

15%

15%

5%

20%

15%
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5.4.4 Long list assessment against Critical Success Factors

The evaluation and supporting commentary is presented below. The following rankings are used for
the assessment of how well each option meets the Critical Success Factors.

Score | Interpretation Score Interpretation
- Very Poor - Good

2 Poor - Excellent

S Average

Table 21: Summary assessment of short list options against the Critical Success Factors

Critical Success Factors Weight Option 1 Option 2 Option 3 Option 4
Stfat_egic Fit / Integration with 10% --

Existing Plans

Patient Outcomes 20% --

Integration / Complementary 15% -

Adaptability and Sustainability 15% -

Transitional Feasibility 5% -

Employee Wellbeing and 20%

Engagement

Value for Money 15%

Total - Unweighted k" 34 27 10
Rank - Unweighted \ , 2 1 3 4
Total - Weighted 4.2 4.8 3.8 1.4
Ranking 2 1 3 4

Critical Success Factor 1 - Strategic fit / integration with existing plans

Description: How well does the option align with DHB strategic plans, master plans for the
Hillmorton site, Mental Health guidelines, and other policy requirements and directives?

Table 22: CSF 1

Option PScore Commentary

All new builds will be configured to deliver high-quality care, and will meet the Australasian
Guidelines. However, leaving CAF north workspace in its current location is inconsistent with
masterplanning for the Hillmorton site.

All new builds will be configured to deliver high-quality care, and will meet the Australasian
Guidelines. Incorporating CAF north workspace is consistent with recent masterplanning for the
Hillmorton site.

All new builds will be configured to deliver high-quality care, and will meet the Australasian
Guidelines. However, the separation of the CAF Emergency outpatient team from inpatient
services poses some clinical risk, which is likely to be managed through less efficient delivery of
services and greater use of the IFSC assessment spaces.

This option does not meet the strategic objectives of the CDHB for the reasons outlined in the
Strategic Case. The retention of services on TPMH site would reduce the amount of capital funds
able to be released from TPMH site, as it is unlikely that significant portions of the site could be sold
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Table 22: CSF 1

Option Score Commentary

while an active [mental health] facility remains on-site or those portions of the site would be sold at
a discount. Furthermore it does not accomplish the original goal of vacating TPMH site.

Critical Success Factor 2 - Patient experience and quality of care

Description: How well does the option facilitate the delivery of positive patient experiences
(including patient safety, environmental autonomy and aesthetics) and support positive patient
outcomes in terms of: Quality of life? Symptom severity? Relapse?

Table 23: CSF 2

Option Score Commentary

1 - All new builds will be configured to deliver high-quality care, and will meet the Australasian
Guidelines. An integrated new inpatient build would provide the greatest safety benefits for staff

2 - and patients by ensuring the delivery of best-practice layout.

3 4 All new builds will be configured to deliver high-quality care, and will meet the Australasian
Guidelines. However, the separation of the CAF Emergency outpatient team from inpatient
services poses some clinical risk, which is likely to be managed through less efficient delivery of
services and greater use of the IFSC assessment spaces.

4 2 The ability to provide staff cover in the case of staff leave and psychiatric emergency would be

compromised relative to options that are integrated on site-at Hillmorton.

The use of refurbished facilities for H&C services reduces: patient experience, flexibility to manage
different patient cohorts/complexities and gender and adapt to changes in MoC - hindering the
ability to provide an optimum standard of care for H&C services. Patient safety is also
compromised for H&C.

Critical Success Factor 3 - Integration / complementarity

Description: How well does the facility integrate with existing service provision in the region and
provide and utilise complementary services from other facilities?

Table 24: CSF 3

Option Score Commentary

1 4 Facilities thatare located together on the Hillmorton Hospital site will provide for the greatest
level of complementarity and integration. However, fragmentation of CAF teams across site
diminishes opportunities to facilitate stronger clinical communities through informal multi-
disciplinary interactions.

Facilities that are located together on the Hillmorton Hospital site will provide for the greatest
level of complementarity and integration.

Bringing together CAF on a single site will generate a stronger clinical community.

Colocation of SMHS with other mental health services at Hillmorton provides better support in
terms of staff specifically trained in managing acute behavioural episodes.

Facilities that are located together on the Hillmorton Hospital site will provide for the greatest
level of complementarity and integration. However, the separation of the CAF Emergency
outpatient team from inpatient services poses some clinical risk, which is likely to be managed
through less efficient delivery of services and greater use of the IFSC assessment spaces.

H&C and CAF outpatient services would remain isolated on TPMH site, away from other mental
health colleagues and relevant support services. In addition to clinical and safety risks, further
fragmentation of services across multiple sites creates significant inefficiencies.

Splitting services, even those that are clinically separable, would have an impact on nursing and
support services sharing e.g. school facilities and appropriately skilled staff to assist with
psychiatric emergencies.
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Critical Success Factor 4 - Adaptability and sustainability

Description: How quickly and efficiently is the option able to flex to the needs of different patient
cohorts and future SMHS demand and trends (including the need to service additional patient
demand, e.g. from Justice, MSD, and Regional DHBs)?

Table 25: CSF 4

Option Score Commentary

1 New facilities will provide flexibility to manage different patient cohorts/complexities and gender,
and will be adaptive to changes in MoC and future demand for mental health services.

2 New facilities will provide flexibility to manage different patient cohorts/complexities and gender, '
and will be adaptive to changes in MoC and future demand for mental health services.

3 New facilities will provide flexibility to manage different patient cohorts/complexities.and gender,
and will be adaptive to changes in MoC and future demand for mental health services. Leased
outpatient facilities may limit flexibility or flexibility may come at a greater cost.

4 The configuration and isolation of SMHS facilities on TPMH site do not enable the CDHB to be

adaptable and flexible to future SMHS demand and trends. Refurbished facilities, particularly H&C
facilities, will limit the ability of the SMHS offering to respond to changes in service demand, due to
the age, inflexibility, or design of refurbished facilities.

Critical Success Factor 5 - Transitional feasibility

Description: How much disruption is caused to staff and patients as a result of implementing the
option?

Table 26: CSF 5

Option Score Commentary

1 Building a new facility limits the transitional challenge as staff and patients can easily move into
the new facility as / when ready. However, it is noted there will be some disruption CAF north
staff as they adapt to a new way.of working between outpatient clinical and workspace.

2 Building a new facility limits the transitional challenge as staff and patients can easily move into
the new facility as / when ready.

3 Building a new facility limits the transitional challenge as staff can easily move into the new
facility as / when ready.

4 Would require the refurbishment and strengthening of existing SMHS facilities and the demolition

of immediately proximate buildings to make the site safe from seismic risk - causing disruption to
patients and staff.

Critical Success Factor 6 — Employee retention

Description: How well does the option support employee safety and engagement (via methods such
as providinga collegial environment and an environment that supports strong multi-disciplinary
functioning, etc) leading to higher levels of employee retention and performance?

Table 27: CSF 6

|
Qption Score Commentary

1 & Configuration of new inpatient facilities provides improved safety for staff and patients. Colocation
of SMHS with other mental health services at Hillmorton provides better support in terms of staff
specifically trained in managing acute behavioural episodes.

However, fragmentation of CAF teams across the Hillmorton site diminishes opportunities to
facilitate stronger clinical communities through informal multi-disciplinary interactions, thereby
avoiding unnecessary patient contact and/or providing better quality care for patients. The physical
separation of CAF North clinical space from workspace across the Hillmorton site, will drive a level
operating inefficiency and discontent with affected staff.
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Table 27: CSF 6
Option Score Commentary

3 4 Configuration of new inpatient facilities provides improved safety for staff and patients.
Colocation of SMHS with other mental health services at Hillmorton provides better support in
terms of staff specifically trained in managing acute behavioural episodes.

4 SMHS OPD services are left isolated from medical, clinical, and back-office support on TPMH site,
which is both inefficient and likely to lead to long-term morale and service delivery issues.

Critical Success Factor 7 - Value for money

Description: How well the option achieves economy: (minimizing use of resources), effectiveness
(delivering the right thing), efficiency (allocating resources well to deliver best system wide
outcomes?

Table 28: CSF 7

Option Score Commentary

1 4 By collocating services on the Hillmorton site this option will provide benefits in terms of patient
care, staff integration, and service efficiency. While it is acknowledged that the physical
separation across the Hillmorton site of CAF North clinical space from workspace, will drive a
level operating inefficiency. However, it is expected that the majority of these inefficiencies can
be managed through different working approaches and the residual impact is not expected to be
significant.

This option will provide the greatest benefits in terms of patient care, staff integration, and
service efficiency.

This option will provide some of the benefits in terms of patient care and staff integration, but
there will be some staff who have to routinely travel from the Hillmorton campus, affecting
overall clinical efficiency. It is also likely to be amongst the most costly options.

The separation of CAF outpatient and workspace across multiple leased sites is expected to drive
significant capital (fitout, equipment, etc) and operating inefficiencies and greater whole of life
costs compared with a consolidated build on the Hillmorton site.

This option is not economic, effective or efficient. Further fragmentation of services across
multiple sites creates significant inefficiencies.

Retaining H&C and CAF at TPMH necessitates costly repairs to infrastructure (notwithstanding the
costs to refurbish, strengthen and “make safe” the SMHS facilities), and will continue to incur
site/facility specific operational inefficiencies totalling more than $1.7m per annum. It would also
require the refurbishment and strengthening of existing SMHS facilities and the demolition of
immediately proximate buildings to make the site safe from seismic risk.

The retention of services on TPMH site would reduce the amount of capital funds able to be
released from TPMH site, as it is unlikely that significant portions of the site could be sold while an
active [mental health] facility remains on-site or those portions of the site would be sold at a
discount. Furthermore it does not accomplish the original goal of vacating TPMH site.
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5.4.5 Quantitative analysis of the short list options

The net present value of key financial costs and benefits are presented in the tables below, sources
of information and calculation methodologies, including clinical assumptions, are detailed in
Appendices E and F. The figures represent the total present value of benefits and costs generated
by each short list option across a 25 year period.

Table 29: Short list options: new build and refurbishment Capital Expenditure breakdown

$000 (real) Option 1 | Option 2 | Option 3 | Option 4 4
Infrastructure Costs, Car Parking and External Works 7,437 7,437 7,076 7,052‘ !
Integrated Family Services 35,048 35,048 35,048 35,0;18 '
Family Services Outpatient & Community Building 12,740 16,841 A A\ Y
High & Complex Needs 11,206 11,206 11,206"— -
FF&E 5,000 5,000 4,5-00 ’- 4,000
Design Fees and Consents 12,160 12,857 | - -9,858 10,090
Escalation, Decanting & Relocation, Contingency and Rounding 14,109 14,911 .- -:EL,SZZ 11,757
Total Capital Expenditure New Build at Hillmorton 97,700 103,?:60“ v 79,000 67,947
CAF Outpatient and High& Complex Needs - Refurbished TPMH - | - - 13,153
CAF outpatients lease fitout costs - - 8,850 -
Total Capital Expenditure 97,700 103,300 87,850 81,100

Table 30: Cost comparison

$000 (real) Nl ¢ thion 1 Option 2 Option 3 Option 4
New build GFA |\ 10,474m? = 11,322m? 7,880m? 6,034m?
New Build at Hillmorton Capital expenditure G 97,700 = 103,300 79,000 81,100
CAF outpatients lease fitout & FF&E costs U 8,850

Total Capital Expenditure N ._ y 97,700 103,300 87,850 81,100
Lifecycle costs per annum (from 202720) 1,374 1,480 1,273 1,253
Lifecycle costs - 25 year NPV N 17,973 18,947 17,076 16,862
Decant Costs?! - 1,540 1,540 1,540 1,837
Decantcosts- 25year NPV~ . 1,220 1,220 1,220 1,442
Lease costs per annum?2 - - 799 -
Lease costs - 25 year NPV___ 4 - - 8,074 -
TPMH operational inefficiencies per annum?3 (prior to 831 831 831 831

migration in 2022) _
TPMH operational inefficiencies per annum (beyond migration

in2022) ) ) ) 1,720
TPMH oper:altigavl inefficiencies - 25 year NPV 2,880 2,880 2,880 18,907
Revenue foregone on the disposal of TPM HZ4 - - - 2,950
Total 25 year NPV 119,773 126,346 117,100 121,261

202027 is the first year of “steady state” lifecycle costs i.e. after warranty period has lapsed.
21 Includes system and network migration costs. For simplicity these are classified as OPEX for the DBC purpose only.

22 The assessment of the options assumes approximately 2,346m? of leased space is available, in close proximity to
Hillmorton Hospital, to accommodate CAF outpatient services and workspace within similar timeframes to commissioning of
the IFSC. However, should a suitable single facility not be available, CDHB may be required to lease two facilities, which
would likely result in duplication of some facility provisions leading to increased costs, operating inefficiencies and
diminished opportunities to facilitate stronger clinical communities through informal multi-disciplinary interactions, thereby
avoiding unnecessary patient contact and/or providing better quality care for patients.

23 Represents TPMH operational inefficiencies based on the costs of retaining TPMH as outlined in Appendix A, excluding
lifecycle related cost which are shown separately.

24 |Indicative value differential between disposal of full site (per 2012 approved Hospital Redevelopment DBC) and partial
site under Option 4.
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5.5 Recommended way forward

The recommended option aims to achieve a balance between cost (capital and ongoing) and the
level of qualitative and quantitative benefits that are achieved i.e. the option that most effectively
and efficiently achieves the investment objectives and addresses the underlying issues of the
CDHB’s SMHS.

Clinically, from the CDHB’s perspective, the preferred investment options are Options 1 and 2. Of
the short list options, Options 1 and 2 are the strongest performing options taking into account:

» Contribution to investment objectives

» The performance of the option against the critical success factors

» Whole of life cost considerations

» Qualitative assessment

However recognising that capital is a constraint (both locally and nationally), CDHB accept Option 3
being carried forward as the recommended option. As such, the advancement of commercial lease

arrangements for CAF outpatients and related workspace will be subject to a separate planning and
business case process, which will be advanced by CDHB independently. of this project.

Ministry of Health & Canterbury District Health Board
Detailed Business case for the on-going delivery of specialist mental health services EY + 65



The Commercial Case

Working draft: Business case for the on-going delivery of specialist mental health services




159

6. The Commercial Case

6.1 Purpose

This chapter examines the procurement approach for delivering the recommended option as
described in the Economic Case, both in terms of market appetite and capacity to deliver the
project and providing long-term value for money. In doing so, this section:

» Sets out the key project characteristics and risks that influence the choice of procurement
model

» Describes potential procurement options that could be applied to deliver the project

» Assesses potential procurement options relative to the project characteristics and risks,
applying an agreed qualitative evaluation criteria

» Identifies the preferred procurement approach for the project.

6.2 Process for identifying preferred procurement model

Upon approving the IBC in September 2017, the MOH appointed specialist health project managers,
Proj-X Solutions Ltd to manage delivery of the project. Following their appointment and giving
consideration to their deep sector specific knowledge of market appetite and capacity, combined
with the very tight timeframes for delivering the project,.Proj-X recommended the project progress
through a traditional procurement approach for construction based on separately procured and
fully documented design.

The process used to confirm the preferred procurement model consisted of:

» Understanding the project characteristics, including key project assumptions, project risks and
models of care (i.e. whether the services are amenable to third party provision)

» Understanding the market profile, including previous sector specific projects and procurement
challenges

» Determining procurement objectives, evaluation criteria and scoring scale

» Determining and assessing the long list of procurement models, including consideration of risk
allocation and market capacity and capability

» Determiningand defining the short list of procurement models

» Evaluation and scoring of the short list of procurement models using the project profile
information, procurement objectives, evaluation criteria and scoring scale

» Confirming the preferred procurement model.

The process steps are set out in more detail below.
6.3 Project characteristics

6.3.1 Impact of scope, scale and service characteristics on procurement

The characteristics of the Project’s services and facilities are fundamental determinants of the
procurement and delivery options that could be applied. A rigorous process facilitated by Architects
and Health Planning specialists, Klein, was undertaken to:
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» Understand how the services are delivered and any likely future changes in service delivery

» Complete an indicative masterplan, detailed enough to enable sensible and logical locating of
new facilities to accommodate the SMHS relocating from TPMH - noting there is an intention to
commence a full and detailed Masterplan of the entire Hillmorton Hospital site within the next

six months

» ldentify and agree the functional scope and scale of the facilities, including car parking

requirements

» ldentify infrastructure provisions from existing and/or new site infrastructure networks

» Prepare schedules of accommodation

» ldentify and agree any residual service and facility characteristics.

Table 31 below summarises the key characteristics of the recommended option that may impact

procurement.

Table 31: Characteristics of the recommended option that impact procurement

Characteristic

Site location

Scope

Description

The masterplan seeks to locate the family
services aspects of the project brief together
and in their own discrete location on the
Hillmorton Hospital site. This has been
identified as the area towards the south west
corner adjacent to the existing childcare
centre and utilising the adjacent vacant land
previously used as sports fields further toward
the centre of the site.

High and complex will be located on the
carpark towards the centre of the site. It is
consistent with the masterplan’s future zoning
which identifies this area as the flex, rehab
transitional zone whichiis'in line with the
patient cohort and units’ philosophy of
transition back to the community.

It is anticipated that the key components in
the project will be:

» Buildings, car park, landscaping,
infrastructure provision

» Furniture, fittings and equipment

This project will require the construction of
two purpose built inpatient facilities, on the
Hillmorton Hospital site, and the construction
of an adjacent outpatient facility and
associated workspace. There are also
infrastructure upgrades required and the
provision of new car parking.
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>

Models of care and site location were
determined in the IBC and reaffirmed through
a collaborative review by all South Island DHBs
of the regional for M&B, EDS and CAF.

The Hillmorton Hospital site has a long history
of providing psychiatric services to the people
of Canterbury and currently has 145 beds
providing care across forensic, acute,
intellectually disabled, high and complex
inpatient groups as well as a number of related
outpatient services.

Collocation of the proposed new facilities with
existing CDHB facilities on the Hillmorton
Hospital site means there is limited opportunity
for substantial whole of life risk transfer and
consequently more complex procurement
approaches are unlikely to be appropriate.

The scope of projects and their complexity will
impact the procurement approach.

In addition to the build component,
maintenance and lifecycle services for varying
durations and standard defect liability periods
could be included within contracts for the
components detailed.

While new build projects can be successfully
procured conventionally, alternative
procurement (including PPPs) forms should be
considered where scale warrants it.

The more costly, technically complex, risky the
project, the more likely that the application of
alternative procurement models will be
appropriate.
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Table 31: Characteristics of the recommended option that impact procurement

Characteristic

Scale

Timing

Services

Facilities and
Equipment

Description

It is anticipated that the project will require
approximately $79M in CAPEX, including
design, build, fit-out and an allowance for
decant. This cost is largely comprised of:

» 6,184m? GFA for new Integrated Family
Services Centre (M&B, EDS and CAF IP and
M&B and EDS OP) with associated
workspaces on upper level

» 1,845 m? for new High and Complex
(single storey) with associated workspace.

The recommended option requires a further
2,346 m? of purpose built leased space in
close proximity to the new IFSC, including
associated workspace. Fitout costs associated
with this facility are expected to be
approximately $8.85m, with an associated
annual lease charge of circa $799,000pa.

In addition, the project is expected to incur
$1.3mp.a. of associated AMFM costs.

Early completion of the facility is both
desirable and necessary in light of the risks
associated with the continued provision of
SMHS services from TPMH. The need to
provide for a safer and more appropriate
clinical environment means that the facility
should be in service as quickly as possible.

The current assumption is that the new facility
will be in service from December 2022 to
minimise the risks associated with the ongoing
operation of TPMH for SMHS. In order to meet
that requirement, it is anticipated that
construction will need to commence by Q3
2020.

Hard facilities maintenance provided by public
or private sector.

§oft facilities maintenance provided by public
or private sector:

As CDHB will be the owner of the facility, asset
management services will be provided by
CDHB upon completion of construction.

Operations/clinical services will be provided by
CDHB.

§he scope of the Recommended Option within
this Business Case includes:

» 8 fit-for-purpose and flexible SMHS facility
comprising 47 beds, 200+ FTEs across
inpatient and outpatient services.

Expected life in excess of 50 years
Related Furniture, Fittings & Equipment

Support services (including cleaning,
catering, security, grounds & gardens,
power and utilities)

» Lifecycle/maintenance services for new
facilities

Implication for Procurement

» The scale of projects (capital value and on-
going services cost) directly impacts the
procurement decision-making criteria for
project delivery.

» Generally PPPs are not attractive for projects
that are worth less than $100M in capital
costs, with a significant operational component
that can be turned over to a private sector
consortia, or $250M for a capital build and
maintain only project.

» For smaller scale projects, the complexity of a
PPP, funding availability, and the lack of
sufficient competition to drive better value for
money outcomes often means that PPPs are
not viable.

At $79M CAPEX and outsourcing of core service
provision discounted as a viable option, this
project not likely to be of sufficient size to
generate value for money from more complex
procurement approaches. However, the MOH
should leverage appropriate risk transfer
mechanisms in order to enhance value for money.

» Procurement timescales (and cost) will
normally increase with the complexity of the
procurement option applied.

» - If timescales and programming are significant
constraints, traditional procurement methods
may be more applicable.

Timescales are a constraint for the Project.
Traditional procurement methods are therefore
more appropriate.

» The scope of service requirements will
influence cost and may influence market
interest.

» The size of a project directly affects the
procurement decision-making criteria for
project delivery.

» The cost of establishing a procurement model
needs to be recovered from benefits of the
chosen procurement route.

» The scope and scale of facility requirements
influences market interest.

Collocation of the proposed new facilities with
existing CDHB facilities means there is limited
opportunity for substantial whole of life risk
transfer and consequently more complex
procurement approaches are unlikely to be
appropriate. The existence of facilities
maintenance and infrastructure contracts covering

25 As previously established in the IBC and reconfirmed in the Economic Case, clinical services are not considered amenable
to private sector delivery due to: supply side constraints, increased clinical risk, inability to capture the level efficiency gains
sought through co-location with complementary SMHS and other health services provided at the Hillmorton site; and the
high risk of losing of regional service contracts and therefore losing the benefit of economies of scale.
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Table 31: Characteristics of the recommended option that impact procurement

Characteristic Description Implication for Procurement
» ICT service, including high definition video | the collocated CDHB facilities presents
conference facilities opportunities for economies of scale through

extension of those contracts to the new facility.

6.4 Project procurement risks

In addition to the asset and service requirements of the Project, a set of potential risks related to
the procurement of the Project were identified for consideration in the evaluation of the
procurement options:

Table 32: Summary of key risks for the procurement of the Project

Risk Impact

Timetable Exposure to time delays (impacting works programme or in-service dates) results in

(drivers include approval / | increased operating and capital cost, along with increased safety, wellbeing and clinical risks
decision making delays) due to:

» Cost escalation
» The continued operation of TPMH as a stranded facility

Incomplete and/or » Material changes to the Project scope, scale and/or cost as a result of Incomplete and/or
inaccurate information and inaccurate information and assumptions underlying the Business Case and/or the
assumptions underlying procurement process.

the Business Case,
procurement and/or
design processes

» Project becomes unaffordable and/or does not represent the best value for money
resulting in poor decision making-and/or time delay.

Market capacity » Size and scale of the project does not allow for sufficient economies of scale, or
(delivery) presents limited opportunities for competitive tension and choice, leading to increased
project costs.

» While there is some existing soil testing data available indicating site conditions are
acceptable for a structure of this type without significantly enhanced foundations and
QS estimates have been based on this information, further detailed investigation will be

Site conditions undertaken as part of the subsequent design process.

» Unanticipated, adverse ground conditions on site result in material programme delays
and additional cost.

» Disagreements between designer and contactor may result in delays or the assumption

Design of additional risk by the MOH and CDHB.

Design is not buildable or results in material additional cost.

Sequencing of construction is not met due to unexpected complexity of the project or
events such as delays in scheduling of materials, trades, and design or buildability

Construction N
issues.

» The site requires more remediation work than initially anticipated resulting in
significant cost overruns.
Higher than expected operating costs.
High than anticipated utilisation of the facility results in capacity constraints.

Lower than expected utilisation of facility results in an overbuilt and OPEX heavy
building.

Operating Risks

The built facility is not fit for purpose.

The design does not adequately meet the current needs of clinicians and patient
realities.

» Scope and scale of the facility is not sufficiently flexible to cater to future growth /
Asset clinical mix:
Facility is not able to cater to changing patient demand.
Treatment outcomes and benefit targets are not met.

» Exposure to future cost escalation and costly alterations to the facility at a later stage.
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6.5 Potential delivery and procurement options

The project could be procured in multiple ways, including traditional procurement and delivery of
services through to various collaborative models.

The analysis that follows applies project-level assumptions to support a largely qualitative
assessment. A detailed procurement plan for each of the core components of the project will be
developed following the approval of this business case and endorsement of the recommended
option as outlined in the Management Case.

6.5.1 Delivery options for typical public sector projects

A range of potential delivery and risk transfer approaches can be applied in procuring facilities,
equipment and services. The types of procurement models and options that could be applicable
comprise three broad categories: traditional models (often referred to as ‘conventional’
procurement), collaborative models and bundled models (‘PPP service models’).

As set out in Table 33 below, various procurement options, each with a range of nuances and
different outcomes, can be applied to deliver projects that have different outcomes in respect of
risk transfer, contract duration and public sector participation. These options, including their
respective advantages and disadvantages, are discussed in more detail over the following pages.

Table 33: Types of procurement models

Traditional models: Collaborative models: PPP/bundled models:
» Public sector owns and delivers » Contestable service delivery » Focus on ‘partnering’ services

SCIVICES » Design, build, finance, operate and
» Private sector designs and maintain

constructs
Unbundled approaches are centred on | The public and private sector work The PPP/bundled approach may apply a
construction-based models: together for shared construction whole-of-life outcome-based solution. It
» Costplus outcomes and risk sharing: includes the following procurement

i models:

» Fixed price lump sum based on » Management contracting ] ) o

detailed design » _ Early contractor involvement > Design build maintain (DBM)
Design and build | » Alliance contracting. » Design build finance maintain

‘ (DBFM)
‘ » Build-own-operate (BOO) / build-
own-operate-transfer (BOOT)
» Full commercialisation.
In addition, the following framework

service delivery models could be
applied:

» Integrator

» Strategic partner and framework
contracting (which can incorporate
all the procurement models).
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Figure 7: Range of delivery and risk transfer approaches
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6.5.2 Public sector procurement options decision tree

The decision about which procurement model is appropriate for each individual component of the
project will be based on procurement objectives, project characteristics and any identified critical
success factors for the project and supporting quantitative assessment where applicable.

Appendix H gives a high-level overview of the decision-making process.

Procuring entities that are planning any ‘significant investment’ must evaluate all procurement
options, including PPP procurement. In terms of financial or risk thresholds, ‘significant’ generally
means investments that require Cabinet or Ministerial approval, that is, high risk proposals, or
proposals with whole of life costs in excess of $15 million, however funded.

Where investments have a significant service component, a choice is required between
conventional procurement and a PPP. This is largely dependent on whether the service is ‘durable’,
i.e., how likely it is that the service requirement will change over time in unpredictable ways,
requiring costly contract variations.

Treasury’s guidance requires an assessment of the project’s suitability for PPP procurement
against a set of ‘hurdle’ criteria (detailed in Appendix H) to confirm appropriateness of the
procurement model. We note that while the project does not meet the Treasury’s PPP suitability
hurdle criteria, in terms of project size, durability of requirements and market
appetite/competition; for completeness we have considered delivery under a PPP procurement
option.

6.5.3 Potential procurement options for the Project

Certain services are more amenable to possible third party and private provision than others. The
table below provides an initial assessment of which project characteristics are amenable to possible
third party and private provision.

Table 34: Initial Assessment of Service Delivery Owner

Not amenable to third party/private | Possibly amendable to third Definitely amenable to third
delivery of services party/private provision of services party/private provision of services
Clinical services Clinical support services Project management of design and

build process

Facilities design, build and
maintenance services

ICT services

Support services (including cleaning,
catering, security, grounds & gardens)
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Following the identification of project characteristics and risks, a range of potential procurement
options has been identified. The range of procurement models identified for the project was
compiled with reference to models previously used in the NZ Health Sector and in the context of
commonly applied and emerging NZ procurement models, including the procurement approaches
followed by the MOH.

Ministry of Health & Canterbury District Health Board

Detailed Business case for the on-going delivery of specialist mental health services EY + 73



166

Table 35: Potential procurement options for the project

Z;gig;i?ent Description Advantages to the Ministry and/or CDHB Risks to the Migistry and/or CDHB
Traditional » MOH enters into contracts for construction » Greatest level of cost certainty prior to engagement » Majority of risks retained by public sector
based on separately proc_ured design (either with the construction market Contractor only models may increase interface risks
concurrently or consecutively) » Fast time to market between designers and contractors
> N0d°n90'ﬂg_ obllgatéons for assgst maintenance » Low tendering cost |'» A consecutive competitive tender process for design
and operations ontractor 8s separate in- . . . . ; ;
ho sepor e arat)é externally Droc rPed » High level of design and implementation control - and build may put the targeted 2022 operational
use or separate ex Yy procu ) ) | commencement at risk, but this can be mitigated by
operations, maintenance and lifecycle » Potential to reduce the delivery schedule by overlapping the design and constructions phases
arrangements would be put in place overlapping the design phase and construction phase N . .
. of a project » Positive outcomes and risk management for the public
> Funded by public sector sector dependent on high internal capability and
capacity
Bundled design » MOH engages a contractor to conduct detailed » Design and build type contracts provide simpler » Contractual complexity is higher than more traditional
and construction design and construction of the project for an process for MOH based on single contracting forms of contract
(D&C) agreed fixed sum framework » Majority of risks retained by public sector, including
» No ongoing obligations for asset maintenance » Shifting design risk to the contractor helps minimise potentially a share of risk to project cost meaning that
and operations by Contractor 8s separate in- design risk for the public sector and reduces potential the final cost is often higher than provided for in the
house or externally procured operations, “buildability” issues contract
maintenance and lifecycle arrangementswould  pgtential to reduce the delivery schedule by » Whole of life issues may not be adequately addressed
be put in place overlapping the design phase and construction phase as the incentive on the consortia is to control short-
Funded by public sector of a project term delivery risks and costs
Works well where the scope is well » Complexity of design and reduced control over design,
defined/simple which is of particular concern in relation to the

complexities associated with the development of
mental health facilities

Early Contractor » EClis about engaging the contractor during the : » The tendering process for ECI is aimed at selecting the | » Reliant on good design processes on the MOH / CDHB

Involvement (ECI) early phases of a project to assist in the best team to deliver a project and does not require the side and involvement of senior staff in the early

evolution of the design and to promote a better tenderer to prepare detailed cost estimates for the stages for longer periods
unders_tan(_:ling by the parties of a project and its actual construction stage of the works. » Additional costs through "optioneering' by contractor
potential risks » Other advantages include: and designer ideas

» Suitable for large or complex projects where an »  Shortened delivery time » Contractor is appointed on capability rather than
uncertain scope may benefit from the early » Ateam approach price. Requires open-book pricing and sufficient
involvement of a specialist contractor »  Experience harnessed early expertise on behalf of the public sector (or

» In complex design, allows the “buildability” of the » Increased opportunity for innovation involvement of independent cost estimators) to
design to be considered and construction »  Better integration of construction methods prevent higher prices resulting from the non-
efficiencies to be explored »  Possibly earlier procurement of materials competitive building up of the price

» Fewer variations during construction

» Recent experience has shown that this option often
results in higher cost outcomes

Ministry of Health & Canterbury District Health Board
Detailed Business case for the on-going delivery of specialist mental health services EY + 74



167

Table 35: Potential procurement options for the project

Procurement

approach Description Advantages to the Ministry and/or CDHB Risks to the Miqistry and/or CDHB
» The public sector retains most of the risks. There is
little incentive for the contractor to consider life cycle
cost minimisation in the design phase.
. » Whilst better understood by the market today,
! contractual complexity is significantly higher than
: more traditional form contracts and there is limited
familiarity and capacity in the New Zealand market to
engage in ECls. This could result in a longer
contracting period.
Design, build and » Under a design, build and maintain (DBM) » A fixed price for the capital cost of the facility along » Relies on a well-defined functional and service
maintain (DBM) contract, the public sector engages a contractor with some limited risk transfer of the facilities hard specification. While this is often considered an
to conduct a detailed design and construction of maintenance may be achieved advantage for very complex projects with many and
a project on its behalf for an agreed fixed sum. A | | cgntract value is known before construction diverse stakeholders, it can be a challenge to achieve
hard facilities maintenance contract term is commences, however, inreality costly variationsare  » Usually only limited transfer of facilities management
added (typically 5 to 7 years) typically required risk achieved in practice due to the relatively short
» Applicable fc_)r projects Wherg the prpject offers Typically used in projects that include a significant term of facilities management contract
scope for private-sector led innovation and proportion of proprietary technology such as process | » Typically higher cost of variations and compensable
efficiencies plants events (during construction) due to the financing
arrangements and risk pricing
» Contracts can be significantly more costly and time
consuming to put in place
Design, build, » Under a public-private partnership, the public » Contract value is known before construction » Relies on well-defined functional and service
finance and sector typically engages a consortium of parties commences specifications. While this is often considered an
maintain (DBFM) to desigl_’n,_l_)uild, finar_1_cg and assume »  Provides greater opportunity to develop innovative a_dvantage for very co_mplex projects with many a_nd
responsibility for facilities maintenance and solutions diverse stakeholders, it can be a challenge to achieve
asset replacement for the project, over a defined . . - ; ; it
period (tpypically around 25pyejars) » Transfer of whole-of-life cost risk encourages efficient | > TYpically higher cost of variations and compensable
) ) ) design and quality construction and finishes events (during construction) due to the financing
» Applicable for projects where service arrangements and risk pricing
performance can be measured and where the » Eontracts can be significantly more costly and time
project offers scope for private-sector led consuming to put in place

innovation and efficiencies
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6.6 Procurement option evaluation framework

The procurement option evaluation framework that follows was compiled in the context of
commonly applied procurement guidelines.

6.6.1 Project procurement considerations

The following considerations were compiled by the project team to inform the procurement option
evaluation framework. These considerations directly informed the development of the procurement
option evaluation criteria that were weighted and scored as part of the procurement model
selection process:

» Timing: Is time critical to implement or complete certain components within the project-and
gain benefit from early investment and operational outcomes? If a project is under delivery
time pressure, then price certainty may be less important and a traditional model could help
achieve the required speed.

» Price certainty: Are a fixed-price contract and price certainty critical? Note: Value for money
assessments will look beyond price to incorporate asset performance (quality), including
environmental and social factors, into decision making.

» Flexibility to change: Does the MOH and/or CDHB need the ability to change delivery direction
at critical points during the procurement, design, construction or operational phases? Some
procurement models are designed to allow for more cost-effective changes.

» Risk transfer: As a general rule, value for money is not achieved by transferring risk to a party
that can neither manage nor price the risk efficiently, or where the risk cannot be identified and
quantified with any great certainty. Some procurement models are more likely to deliver value
for money under competitive tension where the risks can be readily identified and quantified
and there is sufficient market competition to effectively price risk.

» Contractor’s incentive (including innovation): To what extent does a project lend itself to a
competitive tender where significant value is likely to be gained from the process because the
private sector can bring forward innovative solutions to gain competitive advantage?

» Cost effectiveness and economies of scale: Which procurement methods will enhance cost
effectiveness and economies of scale?

» Innovation: Is there an opportunity to innovate in design, build or operations? For example, if
build requirements are quite generic, there will be limited ability to provide innovation through
design processes. The value of investment and level of competition will also impact the private
sector’s ability to innovate.

» Market.competition: Is competition an important driver in achieving the Government’s strategic
objective of getting better public services for less? As a general rule, procurement models that
receive strong market interest generate value for money through competition.

6.6.2 Determining value for money

In an infrastructure procurement context, value for money for future investments and related
procurement options can be described as the optimal combination of whole-of-life costs and quality
(fitness for purpose) to meet the user’s requirements. Table 36 sets out key value for money
indicators at the project level, which should be sought from any procurement model adopted for a
component in the project. Appendix | provides examples of how to apply the indicators when
qualitatively assessing value for money.
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Table 36: Qualitative areas for assessment of value for money

Qualitative assessment area Description

Do the project investment objectives and required project outcomes translate into

Viability outputs that can be contracted for, measured and agreed?

Desirability Do the benefits of the procurement and contracting structure outweigh any additional
cost of contracting out and the cost of undertaking the procurement?

Achievability MOH (and Representatives) capability, a structured process, market appetite and

competition must be evidenced.
_|

Affordability, trade-off between short-term and long-term service provision and contract
Wider value for money areas breakpoints or re-provision points and any variations in non-financial benefits, ]
externalities and wider benefits or outcomes of different project procurement methods.

Assessing the project against the qualitative areas set out in Table 36 above shifts the focus from
pure quantitative outcomes and allows for a holistic judgement of value for money.

6.6.3 Procurement option evaluation criteria

The short list procurement models were subjected to a qualitative assessment by the Project Team.
The evaluation criteria were developed and subsequently ranked by the Project Team to reflect
their relative importance to the project, with reference to the identified project characteristics and
risks, by applying the following scoring methodology:

Table 37: Criteria weightings

Weighting Relative importance Description

5 High Criterion reflects a hig_h rel:a_tive importance

4 Medium / High Criterion reflects ;1 mc;dium to high relative importance
3 Medium Criterion refle_cts_a r:nedium relative importance

2 Low / Medium Criterion r:aflec_ts a low to medium relative importance
1 Low Crite;io_n reflects a low relative importance

Table 38 below summarises the procurement option evaluation criteria applied.

Table 38: Procurement option evaluation criteria

Evaluation criteria Cansiderations Weighting | Rationale

Project Objectives . What is the impact on the delivery
of the project objectives & 5 (16%) Vital to the success of the project from a
benefits outlined in the Strategic strategic perspective.

Case?

Price Certainty What is the impact on price Having certainty around level of capital and
certainty (accuracy) over the life |5 (16%) operational funding required is essential due to
of the project? funding constraints.

Whole of Life What is the impact on whole of life Whole of life considerations are essential as the
| Considerations facility costs, in terms of capital 4 (13%) facility has a long estimated useful life and there
| build, maintenance and is a reluctance to reduce upfront CAPEX costs in

operations? return for unsustainable lifecycle costs.

Value for Money What is the impact on optimising
value for money through Optimising value for money is an essential

VR . 4 (13%) N .
competition, innovation, and criteria in Government funded projects.
other means?

Flexibility to Change | What flexibility is there for future Flexibility should be designed and built into the
change, variation and facility facility to accommodate different models of care
expansion across all phases of the and demand for services as they evolve over
project? 3 (9%) time.

There is limited risk that the demands will
change materially during the project delivery
phase, as the project is expected to be well
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Table 38: Procurement option evaluation criteria

Evaluation criteria Considerations Weighting | Rationale

scoped and tested prior to the procurement
process irrespective of procurement method.

Time to In-Service What is the impact on achieving The continued operation of TPMH for SMHS
project procurement and presents a number of issues and risks, including:
operational commencement inefficiencies, clinical risk, patient and staff
timelines (e.g. time to market, 4 (13%) safety risk. However, small (3 months) timing
construction start and finish trade-offs are considered palatable if it ensures
date)? a more fit-for-purpose solution in the long-term

and therefore represents better value for
money.

Market Competition What is the capability of the The MOH wishes to maintain competitive tension
relevant market / experience of in this process and ensure that the procurement
the relevant market with delivery | 3 (9%) method does not constrain competitiveness due
using the procurement model? to the complexity of the model to the New

Zealand market.

Risk Allocation To what extent are the risks able The MOH and CDHB are comfortable retaining
to be allocated in an appropriate 3 (9%) certain risks to ensure a more fit-for-purpose
way relative to the scope and solution. However, the allocation of appropriate
scale of the project? risks to the private sector is desirable.

6.7 Overall assessment of procurement options

6.7.1 Initial shortlisting

Upon consideration of the available procurement models and project characteristics, an initial
shortlisting of procurement options that would be taken forward for further evaluation was
conducted. PPP models and DBM were not shortlisted for the reasons outlined below.

PPP models (DBFM/DBFMO/BOOT)

While PPP models have been used internationally as a procurement model for significant sized
investments in the health sector, local experience of PPPs is limited to schools, prisons and
transport. PPP models were not taken forward for the following reasons:

» Models of care and site location (Hillmorton Hospital) were determined in the IBC and
reaffirmed through a collaborative review, by all South Island DHBs, of regional service delivery
for M&B, EDS and CAF. These processes established that:

» Clinical'services are not considered amenable to private sector delivery due to: supply side
constraints, increased clinical risk, inability to capture the level efficiency gains sought
through co-location with complementary SMHS and other health services provided at the
Hillmorton site and the high risk of CDHB losing regional service contracts and therefore
losing the clinical and operational benefits of economies of scale.

» Collocation of the proposed new facilities with existing CDHB facilities on the Hillmorton
Hospital site means there is limited opportunity for substantial whole of life risk transfer
and consequently more complex procurement approaches are unlikely to be appropriate.

» When setting an affordability threshold, the public sector comparator will consider the
existence of facilities maintenance and infrastructure contracts covering the collocated
CDHB facilities and how this presents opportunities for economies of scale through
extension of those contracts to the new facility.

» While variations can be facilitated and are specifically catered for in the PPP standard contract,
compared to other procurement models, PPP are viewed as less flexible and more costly in
terms of flexing to change.
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» Finally, without bundling of operations, the potential size of a PPP contract is unlikely to attract
sufficient PPP consortia competition to warrant the increased cost, time and complexity of this
contracting model. The procurement process for a PPP is significantly longer than other
procurement methods due to increased contract complexity.

DBM (Design, Build, and Maintain) was also not taken forward for the following reasons:

» The potential size of the contract is unlikely to attract sufficient private sector consortia
competition to warrant the increased cost, time and complexity of this contracting model.

» As with PPP models, when setting an affordability threshold, the public sector comparator will
consider the existence of facilities maintenance and infrastructure contracts covering the
collocated CDHB facilities and how this presents opportunities for economies of scale through
extension of those contracts to the new facility.

6.7.2 Procurement option evaluation

The shortlisted procurement options were assessed against the evaluation criteria using the
following scoring method.

Table 39: Scoring method

Score Description

5 If the procurement option offers a distinct advantage comparec_i tc_) other options

4 If the procurement option offers some advantages compar_ed té other options

3 If the procurement option does not offer advantages c_)r c]isadvantages compared to other options
2 If the procurement option offers some disadvan;ag;es c_:ompared to other options

1 If the procurement option is at a distinct dis_ad:/antage compared to other options

The scoring was multiplied by the relative weighting attributed to each evaluation criteria. The table
below details the raw and weighted scores and ranking:

Table 40: Qualitative evaluation of short list procurement options

Evaluation criteria Weight Traditional Design & construct ECI
Project Objectives : \ i?% 3 3 3
Price Certainty T 14w 4 4 3
Considerations 14 . 2 s
Value for Mone3; N 10% 4 3 2
Flexibility to—Ch;n_ge 10% 5 3 4
Time to InTSe;'vice 14% 4 4 4
Mark_e_t C;)mpetition 10% 5 3 2

] Ris; :Allocation 10% 3 3 3

~L‘Jn-weighted score 32 25 25
Un-weighted ranking 1 2= 2=
Weighted score 79% 64% 63%
Weighted ranking 1 2 3
Conclusion Preferred Option
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6.7.3 Procurement option scoring rationale

Table 41: Procurement option scoring rationale

Score

Project
Objectives

Price Certainty

Whole of Life
Considerations

Value for
Money

Flexibility to
Change

Time to In-
Service

Market
Competition

Description

No individual procurement option was seen to offer any advantage or disadvantage in terms of
achieving the desired Project Objectives & Benefits.

With Traditional, D&C and ECI procurement the CDHB retain price uncertainty associated with facility
maintenance and operations, and while a fixed price is available at various stages irrespective of
procurement method, there is typically a premium required in return for design and/or construction
price certainty.

ECl is seen as performing slightly worse, in terms of price certainty, than traditional procurement
insofar as it is challenging and costly to change consortiums after the design is completed, reducing
the competitive incentives in construction.

While in theory D&C offers greater price certainty than Traditional and ECI procurement due to
providing earlier price certainty over construction cost where design is straightforward. In complex
builds (e.g. mental health services), however, there is heighted risk that additional costs will be
introduced in the design phase, even though there may be greater construction price certainty once
the design is confirmed. In addition, this price certainty this can come at a risk to whole of life cost
outcomes as compromises on quality may be made by the D&C provider to achieve the target price.

Traditional and ECI procurement are considered to offer an advantage over D&C options. Although
each private party (e.g. construction, design, maintenance etc.) may lack of whole of life incentives,
having the MOH and CDHB overseeing the whole process means that the whole of life considerations
are better able to be represented and considered than in a D&C. D&C was seen to be at a disadvantage
to other options as the incentive on the D&C contractor is to control/minimise costs through the
construction process even if that results in higher lifecycle costs.

In theory, ECI is expected to deliver a slight advantage relative to Traditional and D&C procurement,
given the competitive tension that can be maintained through the design if multiple parties are taken
through design. If there is only one consortia, then the lack of competitive tension could result in
higher costs, although some collaborative advantages would remain. In practice, however, recent
examples of ECI in the New Zealand market have resulted in higher cost delivery, partially due to the
lack of competitive tension. Furthermore, whilst ECI is better understood by the market today,
contractual complexity is higher than.more traditional form contracts.

Traditional and D&C were seen as providing similar value for money, although it was noted that D&C
could create design and delivery risks around quality given the potential that contractors may make
compromises during construction to maintain price expectations - without the benefit of client input.

The traditional procurement option, in comparison to bundled options, would enable CDHB to retain
greater flexibility over the design, build, operational and maintenance phases; consequently it is
considered to offer a distinct advantage over alternative options.

ECI would enable the MOH and CDHB to retain greater flexibility over the design, build, operational
and maintenance phases and consequently are considered to offer an advantage over D&C, but the
contractual complexity of ECI is higher than more traditional form contracts.

D&C was seen as having a disadvantage to the ability to change delivery / design relative to the other
two procurement options. D&C integrates the design and build in a single contract and consortia. In
this case, changes to design post-hoc can be expensive.

D&C contracts are typically considered to offer a distinct advantage compared to Traditional or ECI
procurement with their linear design and build process, where there are fewer individual procurement
steps to undertake (e.g. one consortia relative to procurement for design and build as separate
contracts) and therefore the ability to commence construction activities earlier. However, in this
instance Traditional procurement models were viewed as offering an advantage, due to the simplicity
of contract arrangements and ability to bring portions of the project to market early in the
programme. Similarly, ECI was also seen to offer an advantage due to quick and informed decision
making, earlier procurement of materials, the ability to commence construction activities earlier and
expectations of fewer variations during construction.

Traditional and D&C procurement are more familiar to the Christchurch market. ECI is seen as being at
a disadvantage in the local market, given that significantly less ‘vertical infrastructure ‘ projects have
been conducted in the Christchurch market (or nationally) using ECI to date.

The scale of the project also limits the number of potential tenderers. It is likely to be too small to
interest large Australian firms, but too large to be able to be handled by more than a few New Zealand
based firms. Given this reality more complex procurement methods may further impede competitive
tension and further reduce the number of tenderers interested in bidding for this project.

Ministry of Health & Canterbury District Health Board
Detailed Business case for the on-going delivery of specialist mental health services EY + 80



173

Table 41: Procurement option scoring rationale

Score Description

ECI may provide better risk allocation, with risks being identified early in the process and with the
ability to allocate those risks better during the contracting phase, but this can drive increased
interface risk and cost. While at face value Traditional and ECI are seen to be at some disadvantage to
D&C procurement as they decreased the amount of interface risk able to be transferred through the
construction process, the MOH considers that it is well placed to manage design and construction risk
in a Traditional procurement model.

Risk Allocation

6.7.4 Summary of qualitative procurement evaluation analysis

A traditional competitive procurement approach under a fixed price contract for construction based
on separately procured and fully documented design is the preferred procurement approach for the
replacement SMHS facility.

Under the traditional fixed price contract, the public sector will separately engage a design team to
develop the design documentation that forms part of the documentation used to tender the
construction contract. The successful contractor has to deliver the works for the fixed price
tendered, provided there are no variations to the design. There will be no.ongoing obligations for
asset maintenance and operations by the contractor as separate in-house or externally procured
operations, maintenance and lifecycle arrangements will be put in place. The majority of risks will
be retained by public sector.

» Price certainty: MOH will retain the risk and price uncertainty associated with design and CDHB
will retain the risk and price uncertainty associated with facility maintenance. There is limited
visibility on AM/FM costs post completion and some risk exists that decisions made during
construction may increase whole of life costs, although these could be substantively under the
MOH. The construction contract value is known before construction commences, provided
there are no variations to the design. CDHB’s substantive involvement throughout the design
phase seeks to mitigate these risks.

» Whole of life considerations: although each private party (e.g. construction, design,
maintenance etc.) may lack of whole of life motivations, with an appropriately managed design
process (led by the MOH and CDHB), and separation of design and construction, whole-of-life
cost can be given appropriate consideration during the design phase.

» Value for money: there is a'well-established market for this approach as it provides certainty of
scope, proposes pricing options that are well understood by the market and low tendering cost
to tenderers. A carefully managed and communicated RfP process will ensure strong
competition at the selection stage. Competitive tension will drive innovation; so too will the
separation of design and construction, but with a traditional procurement approach only one
design is<developed which may reduce opportunities for innovation during design that maximise
operational benefits.

» Flexibility: a sequential design and construction process will allow time to better understand
and'scope the facility requirements prior to tendering the construction contract. CDHB is in
control of the facility following construction and has unfettered ability to adapt the facility over
time to meet the needs of changing models of care and patient demand.

» Timeliness of operational commencement: the procurement process is less costly and time
consuming than PPP and other bundling approaches due to the simple contract arrangements.
However, construction cannot commence before design is complete, which may put the
targeted 2022 operational commencement at risk. This can be mitigated by bringing portions
of the project to market individually.

» Market competition: traditional procurement is familiar to the Christchurch market. The scale
of the project also limits the number of potential tenderers. It is likely to be too small to interest
large Australian firms, but too large to be able to be handled by more than a handful New
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Zealand based firms. Given this reality a less complex procurement is likely to further improve
competitive tension and increase the number of tenderers interested in bidding for this project.

» Risk allocation: the public sector retain most of the risks under this model. Key risks include:
complex design issues; unanticipated adverse ground conditions; long term asset performance.
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7. Financial case

7.1  Purpose

The Financial Case assesses the affordability of the recommended option (Option 3) defined in the
Economic Case and delivered through the procurement method as detailed in the Commercial Case.
The purpose of this financial case is to:

» Set out the indicative costs of the proposed investment, including impact on capital expenditure
and whole of life operational costs

» Outline the level of cost confidence, potential risks and contingencies

» Outline the potential funding sources for the recommended option

7.2 Summary

The projected CAPEX cost of the recommended Option 3 is $79.0m on a non-discounted nominal
basis. It includes all costs of construction for the specialist mental health facility and omits the
estimated $5.1m of value that may be realised from sale of the vacant TPMH land following the
transition of SMHS to a new facility, which will be used to meet costs of the Christchurch hospital
build.

Not included in the above capital cost is an estimated $8.9m of fitout costs that would necessarily
be incurred in order to provide CAF outpatient services and associated workspace from a clinically
appropriate and adequately sized leased space (estimated to be a further 2,346m2 of purpose built
leased space in close proximity to the new IFSC). The advancement of lease arrangements for CAF
outpatients will be subject to a separate planning and business case process, which will be advanced
by CDHB independent of this business case.

The expected operating costs for CDHB SMHS currently located on TPMH over the first 10 years of
operation are $301.6m. This includes all related employment costs, services, clinical supplies, non-
clinical supplies, lifecycle costs, lease charges, depreciation, interest and capital charges (assuming
a capital charge of 6%pa on equity funding).

It is assumed the capital costs associated with the proposed new SMHS facilities on the Hillmorton
site will be equity funded.by the Crown at a cost of 6% p.a. (nominal), which will continue in
perpetuity.

7.3 Key assumptions

The financial'model was constructed based on cost, revenue and funding assumptions and
estimates obtained from CDHB and RLB, supplemented with guidance from CDHB. The assumptions
for the financial case are largely drawn from the Economic Case. Key differences in approaches
between the two cases are shown in the following table.

Table 42: Economic Case and Financial Case assumptions

Assumption Economic Case Financial Case Source

Discount rate 6.00% n/a Treasury

Inflation n/a 2.00% Treasury

Appraisal period 25 years 10 years Project Team

GST and Tax Excluded Excluded Treasury BBC guidance
Depreciation Excluded Building structure 1.5% Canterbury DHB
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Table 42: Economic Case and Financial Case assumptions

Assumption Economic Case Financial Case Source

Fitout 3%

FF&E 8%
Capital charge Excluded 6.00% Canterbury DHB/Treasury
Funding Excluded New build 100% Crown Canterbury DHB/Treasury

Equity Funded

As noted above, the assumptions for the Financial Case are largely drawn from the Economic Case.
The following table summarises the key additional assumptions that have been incorporated in the
Financial Case.

Table 43: Financial Case Assumptions

Title Assumption Description | Seurce

Uses of funds

Depreciation Building structure: 1.5% of Depreciation is applied on a straight line Canterbury DHB
structure cost basis and is charged from the first year
Fitout: 3% of facility fitout cost the facilities are available for.use i.e.

assumed 2023
FF&E: 8% of FF&E cost

Funding New build 100% Equity Funded All new build CAPEX is.fully funded by new | Canterbury DHB
requirements Capital Charge repaid in Crown equity
perpetuity (no equity is repaid) | gased buildings fitout cost is CDHB
funded
Capital Charge 6% of all Equity funding Capital Charge is applied to the equity Canterbury
balance of the CDHB DHB/Treasury

The information and assumptions forming the basis of the Financial Case will be further developed
and refined as more information becomes available and the recommended option continues to be
developed.

7.4 Summary of recommended option - costs

Under the recommended option, the total capital and operating cost for the SMHS currently located
at TPMH over the 10 year forecast period (from 2018) are estimated to be $389.4m. These costs
are broken down as follows (note: all costs are nominal):

Table 44: Summary of Recommended Option 3 Costs (10 Years)

$000, 10 yearsnominal Option 3
Construction c;st; " 60,602
Site Wide Ir-lfr;tl:uctu re 7,076
Escale{tio-n,.D‘ecanting & Relocation, Contingency and Rounding 11,322
‘ (iapi-t_al I;xpenditure - new build at Hillmorton 79,000
! CAF outpatients lease fitout and FF&E 8,850
FTotaI Project CAPEX Costs 87,850
Inpatient Costs 103,343
Outpatient Costs 133,917
Life Cycle Costs 14,946
Decant Costs2® 1,667
Lease Costs 5,038

26 Includes system and network migration costs. For simplicity these are classified as OPEX for the DBC purpose only.
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Table 44: Summary of Recommended Option 3 Costs (10 Years)
TPMH Operational Inefficiencies

Total Project OPEX excl. depreciation and capital charge

Depreciation (non-cash)

Capital Charge

Interest (financing cost of CAF outpatients lease fitout funded by CDHB)
Total Project OPEX

Total Project Costs

Table 45: Summary of Construction Cost AND 10 year operating forecast

4,325
263,236
13,125
23,700
1,490
301,551
389,401

Recommended Option 3

$000 2018 2019 2020 2021 2022 2023
Total Building

Costs (incl. - 2,886 3,083 23,893 28,329 4,974
infrastructure)

FF&E Costs - - - 4,500 - -
Contingency &

Escalation to - 1,861 2,673 2,720 2,720 @ 1,360
Construction

Total New Build

eIl | 4,747| 5,756 | 31,114 | 31,050 /6,384
Capital |
Expenditure \

Lease Space

fitout & FF&E ) ) ) T ANEES0 )
Total Capital \J

Expenditure - 4,747 5,756 @1 39,900 6,334

\
Inpatient Costs 9,383 9,610 9,89210,181 10,432 10,249
Outpatient Cost 9,733 10,304 10,916 11,572 11,936 14,972
Life Cycle Costs 1,545 1,576/ 1,607 1,640 1,672 1,232
¥ N\ Vv

Decant Costs - - - - 1,667 -
Lease Costs - - - - 799 815
TPMH

Operational | 831 848 865 882 900 -
Inefficiencies '

VoiE] OPeFEQD‘YzMgz 22,338 23,280 24,275 27,406 27,267
Expendltv\

2

Depreciation - - - - - 2,625
! Capital Charge - - - - - 4,740
Interest - - - - - 298
Total Operational

Expenditure 21,492 22,338 23,280 24,275 27,406 34,930

(incl. non cash)
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2024

10,503

15,426
1,346

831

28,105

2,625
4,740
298

35,768

2025 2026

10,762 11,029

15,890 16,362

1,395

847

1,452

864

28,894 29,707

2,625
4,740
298

2,625
4,740
298

36,557 37,370

\ 2027 Total
- 63,165
- 4,500
- 11,335
- 79,000
- 8,850
- 87,850
11,302 103,343
16,807 133,917
1,482 14,946
- 1,667
882 5,038
- 4,325
30,472 263,236
2,625 13,125
4,740 23,700
298 1,490
38,135 301,551
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7.5 Capital costs

The capital costs for the new build elements of the Recommended Option 3 are estimated at
$79.0m.

Table 46: Capital Costs - New build at Hillmorton

Preferred Option 3
$000 Total | Source and Notes
Design and Construction

Construction 46,254 = RLB SMHS DBC Cashflows Options 1-4 October 2018 '

Infrastructure 7,076 | RLB SMHS DBC Cashflows Options 1-4 October 2018
Decanting & Relocation 100 RLB SMHS DBC Cashflows Options 1-4 October 2018
Fixtures, Furniture and 4500 RLB SMHS DBC Cashflows Options 1-4 October 2018
Equipment ’

Design & Consents (incl. 0.848 RLB SMHS DBC Cashflows Options 1-4 October 2018
Insurance) ’

Project Contingency and 7079 RLB SMHS DBC Cashflows Options 1-4-October 2018
Rounding ’

Escalation 4,143 = RLB SMHS DBC Cashflows Options 1-4 October 2018
Total Design and Construction 79,000

cost

7.6  Operating costs

The 10 year cumulative operational costs of Option 3 has been estimated at $301.6m (note: all
costs are nominal). These costs are detailed in the below table and are distributed across the
patient segments as follows.

Table 47: Operating Costs

Preferred Option 3
Operation Total ($000) | Source and Notes
CDHB historical costs were obtained as a basis for the forecast. Number of

25,807 beds were used as the cost driver across all operating costs (i.e. staff,
\ clinical and non-clinical supplies).

M&B and EDS inpatient
unit

CDHB historical costs were obtained as a basis for the forecast. Number of
CAF inpatient unit 42,708 beds were used as the cost driver across all operating costs (i.e. staff,
clinical and non-clinical supplies).

CDHB historical costs were obtained as a basis for the forecast. While bed
numbers are projected to decrease by 33% upon migrating to a new
facility, it is assumed the remaining patient cohort will inherently be the

H&C japagertt unit 28,271 most difficult to treat and manage. As a result of these factors the new
facility is expected to be more staff intensive per bed than present and only
AV minimal FTE savings are projected.
! CDHB historical costs were obtained as a basis for the forecast. These
"Other TPMH people cost 6,557 costs are expected to continue following migration to new facilities in

FY2023.

CDHB historical costs were obtained as a basis for the forecast. This
includes all clinical costs but excludes TPMH lifecycle related cost (shown
separately). This cost applies until the new facility is available for operation
in FY2023.

TPMH operational

. L 4,325
inefficiencies

CDHB historical costs were obtained as a basis for the forecast. Forecast
All Outpatient unit 133,917 outpatient volumes were used as the cost driver. All historical clinical staff
to patient ratios were maintained throughout the forecast period.
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Table 47: Operating Costs
Preferred Option 3

Operation Total ($000) | Source and Notes
CDHB historical costs were obtained as a basis for the pre-migration
Lifecycle costs 14,946 forecast. CDHB provided post-migration estimates based on Option 3
facility specifications.
Decant costs 1,667 CDHB estimate: based on Option 3 facility specifications.
Lease costs 5,038 RLB estimate 2,346 sgm at an |nd|_cat|ve average cost of $300 per sqgm |
p.a. sourced from Chase Commercial.
Total Operating Costs 263,236 ,
0 ildi 0/ i i 0/
Depreciation 13,125 1.5% on building structure, 3% on fitout capital and 8% of FFE, all

calculated annually on straight line basis

Treasury’s latest capital charge rate is 6% p.a. calculated on the total
Capital Charge 23,700 amount of equity funding for capex. This capital charge is-assumed to be
paid in in perpetuity.

3.5% p.a. financing cost of CAF outpatients lease fitout and FF&E capex

Interest Charge 1,490 funded by CDHB

Total Operating cost

(including non-cash) 301,551

The operational cost for inpatients are proportional to the number of beds provided in the facility
therefore when bed numbers change the overall inpatient cost will. change. The outpatient
operating costs are proportional to the number of outpatients treated.

Total operating costs for inpatient and outpatient services for 10 years are presented below.

Table 48: Outpatient Operating Costs

Preferred Option 3

$000 2018 | 2019 | 2020 \ 2(;21 2022 | 2023 | 2024 | 2025 | 2026 | 2027 Total

Doctors 405 440 4_78‘ | 520 539 681 705 731 757 782 6,040
Nurses 2,556 2,722 ! 2_,501 3,093 | 3,194 4,010 4,136 4,265 4,396 4,520 35,795
Allied Health 4,130 | 4,397 1 4,683 | 4,991 5,153 6,470 6,673 6,881 7,092 7,292 57,762
Support Staff 671 | A ;16 752 796 818 1,022 | 1,049 1,076 | 1,104 1,129 9,126

Management/Administration|1,487| 1,517 | 1,547 1,578 1,621 2,026 2,079 2,134 2,188 2,239 18,417

Personnel Salaries &

19,249 9,786 10,361 10,978 11,325 14,209 14,643 15,086 15,537 15,963 127,139
Related costs

Outsourced Services 236 253 271 290 298 373 382 392 402 412 3,310

Clinical Supplies 26 28 29 32 32 41 42 43 44 45 360

Infrastrugturegid Non- 222 237 254 272 280 350 359 368 378 387 3,107
Clinical Supplies
Lease Costs - CAF

¢ o_utpatients

_Total Outpatient
Operational Expenditure

- - - - 799 815 831 847 864 882 5,038

9,733 10,304 10,916 11,572 12,734 15,786 16,257 16,737 17,226 17,688 138,955
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Table 49: Inpatient Operating Costs

Preferred Option 3

$000 2018 2019 2020 2021 2022 2023 | 2024 2025 2026 | 2027 Total
Doctors 246 254 263 272 281 289 298 307 316 325 2,851
Nurses 7,026 7,237 7,454 7,678 7,870 7,822 8,018 8,218 8,423 8,634 78,379
Allied Health 1,233 1,270 1,309 1,348 1,382 1,300 1,332 1,366 1,400 1,435 13,375
Support Staff 356 316 322 329 335 342 349 356 363 370 3,436
Management/ i

Administration . N - - - - - - - R _

PREEMIC] SEEMES & 8,861 0,077 9,348 9,626 9,867 9,753 9,996 10,246 10,502 10,764 98,040

Related costs

Outsourced Services 107 110 112 114 116 100 102 104 106 108 1,080
Clinical Supplies 214 218 222 227 231 207 211 215 220 224 2,189

Infrastructure and Non-

. . 201 205 210 214 218 190 193 197 201 205 2,035
Clinical Supplies ‘

TPMH Operational 831 848 865 882 900 . < - - - 4,325
Inefficiencies |

Total Inpatient Operational

\
Expenditure 10,214 10,458 10,756 11,063 11,332 10,249‘10,503 10,762 11,029 11,302 107,668

7.7 TPMH Lifecycle Costs

Currently it is expected that the land on which TPMH occupies will be disposed. Lifecycle costs for
TPMH during the planning, procurement and construction phases of the project are based on CDHB
estimates for the continued operation of TPMH.

7.8 Funding

It is assumed the capital costs of the new built facility at Hillmorton Hospital will be equity funded
by the Crown at a cost of 6% p.a. (nominal), which will continue in perpetuity. Lease fitout costs are
expected to be funded by the CDHB and will be subject to a separate planning and business case
process. The following tablesillustrate the impact of the proposed capital funding arrangements
and resulting annual financing and leasing costs.

Table 50: Funding sources (Nominal)

Year S~ 1 2 3 4 5 6 7 8 9 10

$000's 2018 | 2019 | 2020 | 2021 2022 | 2023 | 2024 | 2025 | 2026 | 2027 | Total
Funding X/

New equity Cd - 4,747 5,756 31,114 31,050 6,334 - - - -179,000
Total E:ent_ral Government funding - 4,747 5,756 31,114 31,050 6,334 - - - - 79,000

: Canterbury DHB funding
Capital Charge incurred - - - - - 4,746 4,746 4,746 4,746 4,746 23,730

CAF outpatients lease fitout costs

. - - - - 8,850 - - - - -/ 8,850
incurred

Interest charge incurred - CAF OP

. - - - - 298 298 298 298 298 1,490
fitout

CAF outpatients lease payments

. - - - - 799 815 831 847 864 882 5,038
incurred
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7.9 Summary and comparison to “Do Minimum” Option

The projected CAPEX cost of the new build components of the recommended Option 3 is $79.0m
on a non-discounted nominal basis. This includes all costs of construction for the specialist mental
health facility but does not include the $5.1m of value that may be realised from sale of the full
TPMH site following the transition of SMHS to a new facility and will be used to fund the
Christchurch hospital build.

The recommended option is projected to drive operational cost savings and significantly improved
clinical outcomes. By contrast retaining TPMH necessitates costly repairs to infrastructure
(notwithstanding the costs to refurbish, strengthen and “make safe” the SMHS facilities), and will
continue to incur site, location and facility specific operational inefficiencies totalling more than
$800,000 per annum.

It would also require the refurbishment and strengthening of existing SMHS facilities and the
demolition of immediately proximate buildings to make the site safe from seismic risk - requiring
temporary decant of SMHS from existing facilities while demolition and remediation-work is carried
out. Notwithstanding the absence of available and appropriate space to accommodate these
services, the requirement for clinically appropriate temporary space for the continued provision of
SMHS (i.e. anti-ligature, plumbing, fitout, size, and configuration) presents a significant, as yet
unquantified, cost not inherent in any of the other long list options.

The retention of services onsite would significantly reduce the amount of capital funds able to be
released from TPMH site, as it is unlikely that significant portions of the site could be sold while an
active [mental health] facility remains on-site or those portions of the site would be sold at a
discount.

7.10 Risk

A key areas of risk which requires highlighting is Cost Certainty. The design and construction costs
are based on estimates provided by Quantity Surveyors and Engineers engaged by MOH. An
escalation amount has been factored into these costs and they have been independently reviewed
by MOH appointed parties.

7.11 Sensitivity analysis

The following table summarises the effect of applying cost sensitivities to the forecast total
expenditure (capital and operating) of Option 3 over the 10 year period analysed. Based on this
analysis, within a £10% sensitivity range, the total expenditure for Option 3 ranges from $350m
(best case scenario) to $428m (worst case scenario).

Table 51: Recommended Option 3 expenditure — Sensitivities - Net cash flow in $000’s

Total Expenditure Option 3

Percent change of Costs -10% -5% 0% 5% 10%

Capital Expenditure 79,065 83,458 87,850 92,243 96,635
Operating Expenditure 271,396 286,473 301,551 316,628 331,706
Total Expenditure 350,461 369,931 389,401 408,871 428,341

7.12 Next steps

In order to further advance this programme, the critical next step is to obtain approval from
funding parties to proceed forward with the recommended option as outlined in the management
case.
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8. Management Case

8.1 Purpose

This chapter provides an assessment of the capacity and capability of the organisation to
implement the recommended option. It describes the arrangements required to ensure successful
delivery of the recommended option and to manage project benefits and risks. In doing so, this
section outlines the following key aspects:

» Project planning: next steps required to move forward with the project

» Project management and governance arrangements required to progress the project

» Stakeholder management and communications

» Change management

» Project assurance

» Benefits management

» Risk management

The MOH will be responsible for the delivery of the projectthrough procurement and construction,
and will then hand over responsibility to the CDHB for facility maintenance, transition and
operation.

Clinically, from the CDHB’s perspective, the preferred investment options are Options 1 and 2.
However recognising that capital is a constraint (both locally and nationally), CDHB support Option
3 being carried forward as the recommended option. As such, the advancement of commercial

lease arrangements for CAF outpatients will be subject to a separate planning and business case
process, which will be advanced by CDHB independently of this project.

8.2 Project planning (next steps)

This section outlines the next steps required to move forward with the project. Table 52 below
describes these steps, including:

» The key deliverables required for the next phase and the activities required to deliver them
» The critical path

» Key milestones and decision gates
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Table 52: Project plan

Milestone

MOH / CDHB & Stakeholder Approval of DBC

HRPG & CIC Approval of DBC

Implementation phase

RFP for design consultants released

Design consultants appointed

Design and consenting phase

Concept Design

Preliminary Design

Developed Design

Detailed Design

Detailed Design MOH / CDHB & Stakeholder approval
Consenting (Resource, Building consents etc.)
Contractor procurement

Contractor Expression of Interest (EOI) released to market
Contractor Request for Proposal (RFP) released to market
Main Contractor appointed

Works on site

Construction commences

Construction completed

Operational commencement

Date
November2018

November-December2018

January-February 2019
March 2019

March - May2019
June - August 2019

September - December 2019
December 2019 - April 2020
April - May 2020

August 2019 - August 2020

December 2019 - February 2020
June - July 2020
August 2020

August 2020
November 2022
December 2022

8.2.1 Detailed project establishment delivery plan (Project Delivery Plan)

The detailed Project Delivery Plan‘outlined below is focused on the managed establishment of the
project for the next 8-9 month implementation phase through to CDHB approval of the fully
developed concept design and consultant commencement of the preliminary design phase on 18
June 2019 as per the current Woods Harris Master Programme outlined in Appendix J.

The scope of works for the Project Management consultant (once engaged) requires development
and submission of a full (all phases) Project Execution Plan within three months of appointment.

The detailed Project Delivery Plan is based on the following assumptions:

» Option 3-as outlined in this DBC, at a project cost of circa $79m is selected and obtains the
necessary MOH and CDHB endorsement and governance approvals via CIC and HRPG in the Nov

/ Dec 2018 meeting cycle.

» - The Woods Harris Master Programme dated 19 October 2018 for Option 3 is the established

baseline.

» This DBC is approved to completion in line with the Master Programme.

Ministry of Health & Canterbury District Health Board

Detailed Business case for the on-going delivery of specialist mental health services

EY + 93



186

Consultant engagements
This phase is scheduled to begin on 14 Jan 2019 and reach completion on 18 March 2019?7.

Klein have been appointed as the lead / architect / health planner consultant based on the earlier IBC
construction budget of circa $47-57m. Via the masterplanning and concept phases already
undertaken by Klein the schedule of accommodation (SoA) has established the building GFA’s (and
therefore budget & programme) are greater than proposed by the IBC. Klein’s SoA’s and concept
have been peer reviewed twice by Brave Architects with some minor floor area savings still expected
to emerge in the next preliminary design phase. This process has resulted in the DBC Option 3
scenario being the recommended option, with the support of CDHB acknowledging the capital
constrained environment.

Klein have completed the user group process to the end of their (staged) concept phase
engagement. The CDHB are maintaining user involvement by way of model of care and low-fi room
mock ups processes. In the present circumstances enhanced user engagement could be achieved by
early establishment between users and Klein for the room data sheet process, which typically
occurs in the next preliminary design phase. Commencing the room data sheet process early
maintains user engagement, accelerates services design for other engineering consultants (once
appointed) and tunes the GFA'’s.

The project consultant appointments that need to made are:
» Project Management

» Structural (includes Structure, Civil, Geotechnical, Topographical Surveying, Contaminated
Land and Non-Structural Elements Engineering)

» Mechanical (includes: Mechanical, Sanitary Plumbing and Hydraulics, Energy sources, Medical
Gases, Building Management systems, Electrical for Mechanical and H1 thermal envelope
modelling Engineering)

» Electrical (includes: Electrical services, Earthing, Lightning protection, Structured data
networks, MATV, Security, Nurse Call and Paging Engineering)

» Fire (includes: Fire Protection, Evacuation and project specific Fire Design Engineering)

» Acoustic Engineering

» Traffic Engineering

» Resource Planner

» Quantity Surveying and Cost Management

» Programmer

The tendering, evaluation and appointment of consultants as per the Master Programme are based
around the success of the CIC / HRPG approvals in the November and December 2018 meetings, as
the meetings are closely followed by the Christmas holiday season shut down. The Master
Programme recognises governance approvals obtained 17 Dec 2018 (in accordance with the

current meeting schedule), with full consultant engagement not completed until 28 March 2019.

Consultant engagement will be delayed in part by the lag caused by the holiday shut down, making
evaluation (including negotiation with responders) problematic over that period. Whilst consultant

27 potential early completion via “parallel approval process”: 20 Feb 2019

Ministry of Health & Canterbury District Health Board
Detailed Business case for the on-going delivery of specialist mental health services EY + 94



187

RFP’s can be tendered and evaluated prior to governance approval of the DBC, the DBC must be
approved before consultants are appointed.

A programme gain of 4 weeks is possible by running the consultant RFP tender and evaluation
parallel with the CIC / HRPG approval for Option 3 by the following scenario:

» DBC completed 9 November 2018

» RFP assembled, reviewed by legal and onto GETS 19 November 2018

» RFP’s close 17 December 2018

» Evaluate RFP’s and make recommendations 17 December 2018 to 1 February 2019

» HRPG governance approval of consultant appointments at scheduled 13 February 2019
meeting.

As outlined previously, there is a risk of user dis-engagement due to the long lag between
completing concept phase (user CD wrap-up meetings were held 6 September 2018) and the next
preliminary design phase not starting until 18 June 2019 as per WH programme. This lag for the
users (potentially up to 10 months) is due to the consultant engagement process and need for the
other consultants to coordinate the Klein concept with their disciplines.

Advanced approval for Klein to begin preliminary design at or immediately following the CIC / HRPG
November / December meetings should be considered if Option 3 is confirmed. This would enable
Klein to commence room data sheets and room space planning with the users in early 2019 and
thus maintain a more beneficial user interaction timeline. Advancing room data sheets is also
beneficial to the engineering consultants and documentation development as a whole.

Project establishment and DBC implementation phase
This phase is scheduled to begin on 19 March 2019 and reach completion on 17 June 2019.

In the Master Programme, this phase also includes the consultant RFP engagement process. We
have broken the consultant engagement items out and provide narrative in the preceding phase, as
there is a potential programme time advantage if these processes can be advanced or paralleled.

It is difficult in advance to reasonably predict any further programme advantage that can be
obtained during this stage other than that the sooner design consultants are on board, the sooner
they will be able to complete their concept phases and become integrated with the Architects
(completed) concept design.

Note that FF&E is presently being progressed as an early activity GAP analysis.

Refer to Appendix K for an itemised schedule of tasks needing to be actioned, implemented or
determined. Appendix K is not necessarily an exhaustive list but is nonetheless detailed. Appendix
K also notes investigations required to discover and /or mitigate in-ground and existing conditions
risk'such as ground conditions, contamination and existing infrastructure condition.

One area of uniqueness with this project is that the health planning / architecture is now at the end
of its concept design and requires more detailed inputs from the other design consultants. On receipt
of other consultant inputs, the architectural concept is progressed incorporating engineering
requirements and achieving a more comprehensive coordinated design able to be progressed (in a
typical design BAU sense) into the next preliminary design phase. Whilst specialist high level
engineering design advice (at a masterplanning level) has been obtained and included by Klein in
development of their concept those assumptions need to be explained then extended, tested and
verified by the engineering members of the consultant design team once appointed.
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The acceleration of the concept design reports from the engineering design consultants, once
engaged, is the best possibility for achieving a programme advantage in this stage.

Contractor procurement

This phase is scheduled to begin on 4 December 2019 and reach completion on 12 August 2020. It
includes the following processes:

» The EOI market period

» EOI review

» EOIshortlist

» RFP market period

» RFP review and negotiate

» Appointment of main contractor

As noted above, we believe there may be a modest programme advantage to be gained from a
more detailed analysis of the consenting and procurement programme staging once the design has
been further developed to enable this.

Works on site: construction

This stage is scheduled to start on 13 August 2020 and reach completion on 4 October 2022. This
timeframe includes a 10-week construction delay contingency. The construction phase includes the
following processes:

» Site infrastructure upgrade

» Construction of Integrated Family Services building

» Construction of a new carparking

» Construction of the High & Complex building

Works on site: completion

This stage is scheduled to start on 5 October 2022 and reach completion on 2 November 2022.
The completion phase includes the following processes:

» FF&E fitout

» Code Compliance Certification
»_ Practical Completion

Works on site: start-up

This stage is scheduled to start on 2 November 2022 and reach completion on 14 December 2022.
It includes the following processes:

» Functional commissioning and migration

» SMHS Go Live
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8.3 Project management and governance

The Project governance structure is outlined in Figure 8 below, while the CDHB facilities
development governance structure is outlined in more depth in Figure 9 on the following page.

Figure 8: Project governance structure

Figure 9: CDHB facilities development governance structure
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Figure 10 below illustrates the key elements of the CDHB facilities development process.

Figure 10: Key elements of facilities development

The remainder of this section describes the composition and roles of key project governance
groups.

8.3.1 Hospital Redevelopment Partnership Group (HRPG)

The MOH is responsible for delivering the redevelopment of Burwood and Christchurch Hospitals,
along with new facilities for SMHS currently housed at TPMH. The MOH is working closely with
CDHB to ensure the new facilities are fit-for-purpose and meet the current and future health needs
of the Canterbury region.

The redevelopment is overseen by a Hospital Redevelopment Partnership Group (HRPG), who were
appointed by the Minister of Health.in 2012. The Group provides governance for planning, service
reviews, business case development, and construction of the project. The group also monitors the
Canterbury DHB’s earthquake repairs programme.

The four members of the Partnership Group are:
Evan Davies (Chair)
Dr Tony Lanigan

Dr Margaret Wilsher

>
>
>
» Dr John Wood

In addition, the Group also includes ex officio members representing the MOH, Treasury, and the
Canterbury District Health Board.

8.3.2 Project Control Group (PCG)

The PCG is a representative group of key leaders relevant to the Project for continued delivery of
SMHS. As a group the PCG is responsible for:

» Achieving the objectives and deliverables of each phase of the project through to operational
commencement

» Providing recommendations to the MOH Representatives to support decision making
» Ensuring work is achieved within agreed timeframes
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» Monitoring the projects risks

» Facilitating engagement of key stakeholders

» Providing collective technical expertise to support the direction of the Project.
Individual members will:

» Provide input and feedback relevant to their specialist area of expertise

» Promote and provide relevant linkages for the project within their areas of expertise

» Assist with identifying relevant expertise, skills and resources and advise on appropriate
communication/consultation mechanisms

» Work closely with other internal expertise/resources

» Promote and champion the project within their own organisation and amongst their colleagues
and area of expertise.

8.3.3 CDHB Redevelopment Facilities Committee (RFC)

The RFC is a subcommittee of the CDHB Board that meets monthly. The RFC receive proposals
before they are sent to the Board, and decide whether or not to endorse each proposal. The RFC is
comprised of:

Independent Chair

Chair of the CDHB Board

Chair of CDHB QFARC

Chair of the CDHB Facilities Sub Committee
Two members appointed by the Minister
External Clinical Advisor

vVvyVvyYVYyyvYyy

In addition, the Group also includes ex officio members representing the MOH, Treasury, and the
Canterbury District Health Board

8.3.4 CDHB Facility Development Project Governance Group (FDPGG)

The Facility Development Project Governance Group (FDPGQG) is the executive group for the wider
facilities management team. The FDPGG meets fortnightly. It is their responsibility to facilitate
communication between the CEO and external project managers. The FDPGG receives updates and
reports from external project managers and the FDP Clinical Leaders Group, and send reports and
updates to the CEO.

The FDP is composed of the following CDHB members:

Chief Executive

Executive Director of Nursing

GM Finance

Executive Director of Allied Health

General Manager, Christchurch Campus
Clinical Leads, Facilities Development
Programme Manager, Facilities Development
Director of Property & Construction

VVYyVYVYVYVYYY
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8.3.5 CDHB Facility Development Project Clinical Leaders Group

The role of the FDP Clinical Leaders Group is to oversee and endorse work and designs from the
user groups. They consider the inputs from each user group, synthesize the information and report
to the FDP Governance Group, taking a whole-of-project approach. The group meets fortnightly.
The FDP Clinical Leaders group is comprised of all chiefs, chairs, nursing directors and allied health
leaders of services. Executives and GMs are invited as non-voting members. The full composition of
the group is:

Chief of Medicine

Chief of Surgery

Chief of Child Health

Chief of Psychiatry

Clinical Director of Older Persons Health

Clinical Director of Women'’s Health

GM Medical & Surgical and Women'’s & Children’s Health
General Manager Older Persons Health, Orthopaedics and Rehabilitation
General Manager Mental Health

DON, Medical & Surgical

DON, Older Person’s Health

DON, Mental Health

DON OPH & Population Health

Nursing Director, Women’s & Children’s Health

Change Champion, Allied Health

Allied Health Technical Lead, Medical & Surgery
Clinical Leads, Facilities Development

Programme Manager, Facilities Development

Project Managers, FDP

VVYVVVVYVYVYVVYVYVYVYVYVYVYYVYYY

8.3.6 User Groups

User groups are made up of individuals who will be end-users of the facility, such as patients,
families and mental health professionals. Each user group reports separately to the FDP Clinical
Leaders Group. The groups will consist of up to eight users per group. Possible groups include:

M&B/EDS inpatient and outpatient teams, patients and families

CAF inpatient and outpatient teams, patients and families

H&C inpatient teams, patients and families

CAF Day Programme teams, patients and families

Southern Regional Health School teams, patients and families, including Ministry of Education
representatives

Workspace teams

Oranga Tamariki and Youth Justice

South Island district DHBs

vVvyyvyyvyy
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8.4 Stakeholder Management

8.4.1 CDHB Stakeholder Management Principles

Detailed stakeholder management plans will be developed for the Project as it moves through its
next stages. Stakeholder management plans aim to coordinate and create consistency of
messaging for stakeholders to drive awareness, understanding, buy-in and contribution to the
project. It is therefore essential that the key stakeholders are identified up-front and, where
relevant, involved in planning phases of the project.
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The guiding principles behind CDHB’s stakeholder management will be:

» Purpose: Begin every engagement with a clear understanding of what you want to achieve

» Inclusion: Identify relevant stakeholders and make it easy for them to engage

» Timely involvement: Involve stakeholders from the start and agree on when and how to engage

» Transparency: Openly communicate with stakeholders about their respective concerns and
contributions and set clear expectations

» Respect: Acknowledge and actively monitor the concerns of all stakeholders and take their
interests appropriately into account in decision-making and operations

» Consideration: Listen to the stakeholders about the risks that they assume because of their
involvement on the project.

The stakeholder management process is summarised in Figure 11 below.

Figure 11: Stakeholder management process
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8.4.2 Stakeholder Analysis

An analysis of key stakeholders by level of influence and support (as illustrated in Figure 12 below)
will be undertaken to guide the type and frequency of activity to effectively engage with
stakeholders over the course of the project. This enables the FDP Governance Groups, Project
Sponsor and Project Managers to:

» . Ensure that the right people are involved at the right time in the process

» Empower the owners of the relationship with the key stakeholder with the right tools and
materials to effectively manage stakeholder group(s)

» Encourage stakeholders to provide feedback and voice concerns.

Stakeholders are classified and mapped by their level of interest in the project and their potential
levels of influence and impact. The frequency and type of communications and engagement
activities will be targeted appropriately, according to the stakeholders’ classification. Figure 12
illustrates the classification of stakeholders and lays out the appropriate engagement activities for
each category of stakeholder.
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Figure 12: Segmentation analysis of key stakeholders

8.5 Change Management

A Change Management Process will be developed for the Project as it moves to its next stages. The
purpose will be to define the change management strategy, framework and plans required for the
successful delivery of the recommended option. Itis.acknowledged the Change Management
Process needs to reflect the Project governance arrangements and be constructed in such a way
that it focuses on key issues with a material impact.

The change control procedures should be used when considering an actual or potential change to
any element of the project and should comprise:

» An assessment of the change impact on the organisation, its customers and other stakeholders.

» Development of the change management approach and initial planning together with the next
steps.

» A change request will require formal approval from the relevant governing authority and
appropriate communication to those affected. All change requests will be recorded in a change
control register.

The process will ensure that the cost and benefits impact of changes to scope are appropriately
managed and communicated effectively.

8.6 Project Assurance

Project Assurance is used to mitigate against project failure and optimise the investment. It
provides independent and objective oversight of the likely future performance of a project and its
outcomes and benefits. Project Assurance is used to check projects are tracking to the desired
outcomes at various ‘gateways’ or ‘checkpoints’ throughout the project lifecycle.

The form the assurance process takes will be decided by the Project Sponsor and HRPG, with input
from the Treasury, as the project moves into the next phase of delivery. Irrespective of approach,
this remainder of this section outlines the principles and processes Project governance will follow to
ensure successful delivery of the project.

Ministry of Health & Canterbury District Health Board
Detailed Business case for the on-going delivery of specialist mental health services EY + 102



195

8.6.1 Planning & Documentation

A fit for purpose project assurance plan will be developed and implemented following approval of
the DBC. The purpose of the assurance plan is to show the type, quantity and frequency of
assurance activities required for successful project delivery. The plan may include a combination of
the following:

» Gateway Review: CDHB may initiate external assurance through the Investment Management
and Asset Performance (IMAP) team Gateway process, should CDHB deem the project to have a
medium or high risk profile.

» Peer Review: Peer review sign off of technical aspects as required through expert third parties.
» Cost and Budget Management: a formal process and policy will be developed.

» Programme Monitoring: Regular reviews will be undertaken during the construction phase and
as the Project transitions into operations.

» Independent Assurance of the Project could occur in two parts:

» Assurance of the governance and management of the Project, high level scope includes
(governance and project control, quality management, schedule and project management,
financial management risk management and assurance)

» Assurance of the Project delivery (including post-Project evaluation) - this piece of
Assurance carried out across various phases of the Project from design, construction and
in the operation phase.

» Probity Assessments: A probity plan may be putin place to ensure that that probity is managed
in an appropriate manner. The overarching objective of the Probity Plan is to ensure, through
the identification of key risks and the adoption of a set of guiding principles and specific
controls, that probity issues are taken into account and appropriately managed throughout the
procurement process.

A Project Probity Advisor and/or Probity Auditor may be appointed. A Probity Advisor’s role is
to work proactively throughout the procurement lifecycle providing advice on probity
considerations so thatthe procurement process can be designed to mitigate risk of challenge. A
Probity Auditor’s role is to independently observe, review and assess the procurement process.

» Post-project evaluation: a formal documented process undertaken involving all parties to
determine positive and non-positive aspects of the project.

8.6.2 Reviews & Reporting

The project will follow a defined phased lifecycle. After the Project has been profiled, the level of
detail and rigour to be applied will be determined to aid the timing of decision-making within the
lifecycle. Assurance Reviews aim to increase confidence that the investment is well managed, aligns
with strategic objectives and that benefits will be realised. They can also be used to check readiness
for market and transition to operational activity.

Assurance Reviews are phase-driven, internal control points to provide formal approval for
investment and decisions on whether to proceed or not. The reviews analyse the following
parameters:

» Quality of execution: Have the previous project activities been executed in a quality manner?
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» Investment rationale: Is the project still viable within the following criteria: time, cost, scope,
benefits, change and investment perspective?

» Business rationale: Is there still a business requirement for this project?

Assurance reporting provides a concise, evidence-based snapshot of a project at the time of each
Assurance Review. The report should identify any significant emerging risks or issues that may
impact the project’s success, with action-orientated recommendations to address these. It is usually
prepared for the Project Sponsor, becomes part of the project’s control documents, and corrective
actions should be agreed and added to the project’s schedule.

The possible result at the end of the Assurance Review will be one of:

Proceed as planned

Proceed, but with approved changes
Pause/hold for further analysis
Reconsider and re-plan

Stop

vVVvyyvyyvyy

8.7 Benefits Management

8.7.1 CDHB benefits management principles

Benefits management is the practice of identification, analysis, planning, realisation and reporting
of benefits. CDHB acknowledges the need to have clearly defined deliverables and measurable
benefits as part of any decision to invest in projects. With benefits management being an integral
part of project delivery and successful change management, the approach to project and change
management needs to be benefits driven to ensure maximum value from the investment in change.

The guiding principles of CDHB'’s benefits management include:

» Benefits are the quantifiable improvement that the investment will achieve. The benefit must be
directly attributable to the investment.

» Benefits can be dynamic and may change during and following a project. Changes to benefits
need to be documented and follow the scope change control process. Realisation of benefits
relies on changes being embedded into different business areas, so effective change
management is key.

The process of managing benefits will include four phases:

» Identification: Identify benefits, dis-benefits, measures and owners. This phase identifies what
the project aims to achieve.

» Analysis: Quantify and analyse benefits and measures. The analysis phase determines the
measures that benefit realisation needs to be tracked against.

» Planning: Schedule benefits realisation, clearly defining when benefits will be realised and the
steps required to realise them. The planning phase also needs to identify how the MOH and
CDHB will know when the planned benefits have been realised.

» Realisation and Reporting: monitor and report on benefits realisation. This stage involves
asking if the project is proceeding as it needs to in order for it to achieve the planned benefits.
After the project is complete, it involves checking to see whether these benefits were realised
or not.
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8.7.2 CDHB benefits management framework

The overall context for this framework is based on the New Zealand Treasury’s Better Business
Case (BBC) Guidance and the UK government Managing Successful Programmes frameworks.

The expected benefits associated with the recommended option have already been identified in the
Strategic and Economic Cases and initially assessed in the Economic Case. A process will be putin
place to ensure that the Project benefits are managed over the short, medium and longer term. The
level of monitoring effort, frequency and audience for regular reporting will be appropriate for the
scale, complexity and risks of this project.

The key roles and responsibilities relevant to benefits management will align with the project
management governance arrangements and are outlined in Figure 13 and discussed in more detail
below.

Figure 13: CDHB benefits management framework: governance

CDHB Executive Management Team (EMT)

The EMT is responsible for maintaining strategic oversight of the full range of benefits being
projected across the CDHB. The EMT ensures effective and appropriate systems are in place for
delivery and realisation of benefits, and authorises the Business Case and Benefits Realisation Plan
and any subsequent changes.

CDHB Strategic Investment Committee (SIC)

The SIC is a subcommittee reporting to the CEO, and takes an enterprise-wide perspective of
investment initiatives proposed or agreed to, so as to deliver against the strategic objectives, and
as such will review the benefits justification in the concept brief.

CDHBBaseline Capital Prioritisation Committee

The Baseline Capital Prioritisation Committee is a subcommittee to the EMT that prioritises and
recommends the baseline capital investment requirements within affordability. They will review the
benefits justification of requests.

Strategic Investment Committee Support Team

The support team supports the SIC and Baseline Capital Prioritisation Committee by maintaining a
master/portfolio Benefits Register (documentation library) for projects, including version control.
They may also be responsible for support and advice on Benefits Management and for reporting on
progress towards benefits realisation.
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Business Owner

The Business Owner is responsible for specifying the expected benefits in the concept and business
case phases and is held accountable for the benefits realisation as defined in the Business Case.
They are the end-user/owner of the outputs that the project will deliver and will realise the tangible
business value it achieves.

The Business Owner(s) provide confidence to governance groups by ensuring benefit reviews take
place to monitor the extent that investments will achieve the expected outcomes and realise
anticipated business benefits. Business Owner(s) ensure there is on-going assurance to governance
groups that:

» Aninvestment is worthwhile and aligns with strategic goals and principle focus areas
» Benefits are meaningful, achievable, realistic, measurable and ultimately realised
» Lessons learned will be identified and embedded in order to continually improve

The role of the Business Owner(s) is to:

Authorise the Benefit Profile(s)

Consult on the Benefits Realisation Plan

Monitor business changes

Approve data to evidence benefits realisation

The Business Owner is accountable for the delivery of the benefits

vVVvyyvyyvyy

This role is also responsible for the following, but may delegate these aspects to other members of
their team:

» Ongoing delivery of the Benefits Realisation Plan

» Embedding the capability into the business operations

» Ensuring business ownership, understanding, commitment and adoption

Project Sponsor

For the duration of the project, the Project Sponsor’s primary role is to ensure the project delivers
the agreed scope and is accountable for ensuring the planned business benefits are on track to
being realised for the Business Owner.

Project Manager

The Project Manager is responsible for ensuring the day-to-day management of the project and

reports on a regular basis whether the project is on-track to delivering the new capability and
expected benefits. They are not responsible for realising the project benefits.

8.7.3 . CDHB benefits management documentation
Daocumentation for the management of benefits will include:

»  Benefits Realisation Plan: Showing a view of benefits and when they are expected to be
realised

» Benefit Profile(s): Showing details of each benefit

» Benefits Register: Showing consolidated benefit information.
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8.8 Risk Management

8.8.1 Risk management framework
Guiding principles

Project risk management is a process by which stakeholders in a project identify, categorise and
manage the risks of that project. CDHB recognises project risk as ‘an uncertain event or condition
that, if it occurs, has a positive or negative effect on a project’s objectives. The objective of risk
management is to keep a project’s risk exposure at an acceptable level, by mitigating the impacts
and effects on the project.

A fit for purpose risk management strategy will be developed for the Project upon commencement
of the design phase to ensure the effective management of risks. It is expected that the strategy
will align with the overall CDHB Risk Management Policy, the CDHB Risk Management Framework
and related procedures, and is in accordance with the AS/NZS ISO 31000:2009 Risk Management
Standard.

Project risk ownership

Successful risk management requires senior management commitment, ownership and
understanding of the process, and an active risk management regime which is reviewed regularly.

Each project risk will be assigned to a person (or entity), who.is known as the Risk Owner. The Risk
Owner is not always, or necessarily, the Project Manager, but-ultimately owns the risk, and has
accountability and authority for that risk, but may delegate it to another person to manage it. They
are also usually the person who is responsible for the area of work that the risk is most likely to
affect, or are the person who will be most adversely affected by the risk, if it occurs.

Project risk management lifecycle
Risks will continually identified throughout the life of the Project, so the systematic process of
planning and executing risk management activities similarly continues throughout. Risks can be

raised at any time by project team members or by external stakeholders via the Project Manager.

The draft project risk management process for the Project is illustrated in Figure 14 below:

Figure 14: Risk management process
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The purpose of this process is to assess and effectively respond to risks. Specifically, risk
management ensures:

» Project risks/issues are identified, categorised and reported in a risk register

» Affected stakeholders are made aware of the status of risks/issues

» Escalation and treatment of risks/issues takes place according to a defined process

After the risk management assessment is completed, the risks will be documented in a risk register:
The register records each risk, their potential impacts, the likelihood each risk has of occurring, the
level of the impact and mitigating strategies for each risk.

Project risk reporting and governance

Risks will be recorded in the Project Risk Register, and recorded risks will be managed through
regular and accurate reporting to the FDP governance groups and other governance bodies as
necessary.

The Project Manager will prepare the Project Status Report for distribution to the Project Sponsor,
FDP Governance Group members and the relevant Project Control Group. The report will list all new

and closed risks during the period, and any risks that have a notable change in their Risk Rating.
Focus is usually given to risks with a rating of High or above.
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8.8.2 Risk register

Key risks and indicative mitigation strategies have been identified in the development of the Project to date and, as indicated previously, will continue to

be developed as the Project moves through its next stages.

An overview of the key risks for the Project are set out in the table below.

Table 53: Summary of key risks for the Project

Risk of occurrence

Risk Impact

1 Reduced access to or Many of the SMHS facilities on TPMH site are
quality of SMHS services | acknowledged as substandard. As a result patients with
as a result of substandard = complex needs may receive care within an

facilities inappropriate environment or may be denied admission
due to facility limitations.
2 NGOs and other Patients with high and complex needs cannot be cared g
community for by the NGO sector, leaving them at risk.

organisations are unable

to provide adequate

support for those with |
major mental health |
issues |

Exposure to time delays results in increased operating
and capital cost, along with increased safety, wellbeing
and clinical risk due to:

3 Timetable
(drivers include approval
/ decision making delays

- see below) » Cost escalation; and
» The continued operation of TPMH as an interim
facility.
4 Funding » Reprioritization of existing funding streams to

lease new SMHS facilities compromises the wider
Canterbury health system.

Ministry of Health & Canterbury District Health Board
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Levekofimpact

Mitigation strategy

Consider intensive mental health services
when designing new facilities so that NGOs
can be supported if necessary.

Engage with NGOs so they are aware of plans
to reduce intensive mental health facilities (in
favour of earlier interventions)

Follow appropriate project management and
governance models.

Follow appropriate project and risk
management models.

Develop stakeholder engagement and
communication plans to ensure all interested
parties are engaged at the appropriate
stages, buy into the Project and are kept
informed of deliverables and progress.

EY =+ 109



Risk

Scope and scale of the
facility is not sufficiently
flexible to cater to future
growth / clinical mix

Current SMHS facilities
are substandard

Staff at TPMH site do not
have access to key
facilities and colleagues
due to the site’s isolation
from the main hospital
sites.

Impact

» Facility is not able to cater to patient demand
and/or delivery optimum standard of care.

» Treatment outcomes and benefit targets are not

met.

» Exposure to future cost escalation and costly
alterations to the facility at a later stage.

Many of the SMHS facilities on TPMH site are

acknowledged as substandard. As a result consumers

with complex needs may receive care within an

inappropriate environment or may be denied admission

due to facility limitations.

The ability of staff at TPMH site to deliver high quality

services is compromised

Ministry of Health & Canterbury District Health Board
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Risk of occurrence Level of impact

1 N
@ l a
|
|

Table 53: Summary of key risks for the Project

Mitigation,strategy

Undertake appropriate stakeholder engagement,
timely communication and obtain to appropriate
advice to ensure:

» The facility scope and scale is sufficiently
informed by relevant stakeholders and is
viable; and

» Key stakeholders buy into the Project and are
kept informed of deliverables and progress.

Regularly monitor, review and report on impact
of facility limitations to EMT:

» Add all facility issues to works register
» Regularly review and update works register

» Identify impact on individual consumers
(incidents due to environment, decision not
to admit)

» Review and report on impacts to DLT and
then EMT

Upgrade facilities to contemporary standard

DLT to work with EMT in progressing
business case for site redevelopment

Ensure EMT and CDHB Board are aware of
contemporary issues related to stranded services
at TPMH:

» Include regular update on all relevant reports

Conduct regular reviews of issues raised by
stranded services:

» Regular updates from Clinical areas, raised to
DLT by SLT

» Regular monitoring of complaints related to
stranded services

» Regular review of incidents related to
stranded services
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Table 53: Summary of key risks for the Project

10

Risk

The limited and fragile
physical infrastructure at
TPMH site leads to an
increased risk of harm to
consumers and staff

Anticipated reduction in
demand growth for long-
term / intensive mental
health services does not
materialise

Clinical and safety risk is
not adequately managed
through transition from

existing to new facilities

Impact

The infrastructure may impact safe and effective care
delivery and increased potential for disruption to
service delivery.

More facilities for intensive mental health services are
required than is anticipated.

Failure to appropriately manage transition results in
patient and staff stress, poor patient experience and
outcomes, adverse events, increased safety
incidences, poor staff morale and staff turnover

Ministry of Health & Canterbury District Health Board
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Risk

of occurrence Level of impact

Mitigation,strategy

Ensure a service delivery plan is in place and
features:

>
>
>

An Increase in clinical resources
A Contingency / emergency plan
Monitoring of maintenance needs

Support all activities that progress a business
case for site redevelopment:

|

DLT to remain informed and updated on
progress

DLT to provide information as requested

Develop action plans to address safety and
security concerns on TPMH site

Develop a contingency plan:

|

NGOs and community organisations are
informed of possible issues.

Monitoring of patients with the most acute
needs

Consider intensive mental health services
when designing new facilities.

Follow appropriate project and risk management
models
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Table 53: Summary of key risks for the Project

Risk Impact Risk of occurrence Level of impact Mitigation,strategy
11 Inefficient or ineffective  Approval/decision-making delays (> 3 months) results Development of formal project team and
governance structures in increased operating and capital cost, and increased \governance structure including:
safety, wellbeing and clinical risk due to:  PCG and project team structure -
» Cost escalation; independent, external advisors; meeting
» The continued operation of TPMH as an interim schedule, agenda, structure etc
facility. » Review delegation authorities to ensure they
Ineffective governance structures lead to poor decision are appropriate for efficient and effective
making and therefore a reduction in realised project delivery
benefits, including patient experience, outcomes, cost ! » Approved project budgets format and
efficiencies and staff wellbeing. | approval structure
' » Development of accountabilities for key
deliverables.

» Develop engagement and communication
plans to ensure all governance group
members are engaged at the appropriate
stages, buy into the Project and are kept
informed of deliverables and progress.

_1 N
12 Mat_erial changes to the Project becomes unaffordable and/or doe_s no_t | Apply business case good practice.
Project scope, scale represent the best value for money resulting in poor | . .
and/or cost as a result of | decision making and/or time delay e.g. unanticipated, Follow appropngt(? project management and
incomplete and/or adverse ground conditions governance models.
inaccurate information » Undertake appropriate stakeholder
and assumptions engagement and obtain to appropriate advice
underlying the Business to ensure the facility scope and scale is
Case and/or the sufficiently informed by relevant
procurement process stakeholders and is viable
» Establish and implement a risk management

Ministry of Health & Canterbury District Health Board
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strategy, capturing key risks associated with
assumptions underlying the business case.
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Table 53: Summary of key risks for the Project

Mitigation,strategy

>
|
>
|

13

14

15

16

Risk

Stakeholders, including
customers, staff, MOH
and DHBs in the region,
are not adequately
engaged

Changes in model of care
occur

Projected demand for the
facility does not
materialise for one or
more of the SMHS (could
be caused by loss of
regional service
contracts)

Impact of scope and scale
on market capacity
(delivery)

Impact

v

v

The new model of care differs from the model of care

Lack of project buy-in adversely affects staff
engagement and patient confidence.

Other DHBs do not utilise the new SMHS facilities,

resulting in excess capacity and reduction in
project benefits.

Failure to understand the health and staff wellbeing

issues unique to SMHS, results in a facility that

does not provide a best-practice environment for

staff and patients.

Adverse impact on patient experience and
outcomes.

in the concept plans, meaning the design needs to
change resulting in additional cost and time delays.

Excess capacity and therefore a reduction in realised

project benefits and inefficient use of constrained
health system resources.

Size and scale of the project does not allow for
sufficient economies of scale, or presents limited
opportunities for contractor competition, leading to
increased project costs and/or delayed competition.
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Risk of occurrence

@

Level of impact

|

v

Develop stakeholder engagement plan.

Develop processes to manage relationships in
a planned and substantial manner.

Develop clear two-way communication
channels.

Create a flexible design that accommodates
changing models of care

Allow for outfitting changes by having the
maximum floor-to-floor heights that do not
impact on the overall structure.

Apply business case good practice, develop
appropriate stakeholder engagement and
communication plans and obtain appropriate
advice to ensure:

|

The facility scope and scale is sufficiently
informed by relevant stakeholders and is
viable; and

Key stakeholders buy into the Project and are
kept informed of deliverables and progress.
Impact will mitigated by requiring a
flexible/adaptable facility.

Establish a robust procurement process
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Appendix A Schedule of costs of retaining TPMH site

Table Al: Schedule of costs

Item Total annual cost Classification

CTC cover $700,000 Opex

House surgeons $150,000 Opex

Building and grounds management $1,200,000 Opex

Security guards $290,000 Opex

Cleaning $270,000 Opex \
Catering and Vending $20,000 Opex A _
Waste disposal $30,000 Opex &)
Media and Communications $25,000 Opex VU
Orderlies $100,000 Opex \

TOTAL: $2,785,000 \

These costs include:

» The additional cost to the CDHB for the provision of House Surgeons, Clinical Team Co-
ordinators (CTC), and additional security and orderly staff previous provided by on-site by OPH.

» Emergency Medical Coverage: Emergency medical support is required on TPMH site 24 hours a
day, 7 days a week. Until recent years SMHS had no senior nurse presence on TPMH site
outside of office hours and CTC support was provided by OPH. Decanting of OPH has meant an
increase in SMHS staff to provide the required cover.

» While approximately two thirds of TPMH footprint was vacated in 2016 following the relocation
of corporate services and OPH&R, certain building services are not able to be switched off for
these portions of the site and legislative building compliance requires maintenance of any
functional building to Building Warrant of Fitness (BWOF) requirements. As a consequence,
CDHB have not been able to fully realise associated building lifecycle cost savings relating to
the vacated space.
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Appendix C Strategic context for the IBC

Built environment

Consideration 1: TPMH was not purpose built and its continued operation is driving suboptimal
clinical outcomes and inefficient use of staffing and resources

TPMH was opened in 1959 as a general hospital. In the 1970s some of TPMH facilities were
refurbished as a temporary site for the delivery of SMHS. That was over 40 years ago.

Limited investment in the facilities in recent years, and subsequent earthquake damage, means
they are now run down and do not meet modern Australasian Health Facility Guidelines (AFHG) for
design and size.

Notably, the need for redevelopment of the CDHB's facilities was supported by a 2011 National
Health Board clinical review of CDHB facilities, which made two key observations:

» The clinical risk presented by the use of existing facilities was assessed-as high, requiring
investment to provide fit-for-purpose facilities.

» Investment was required to manage ongoing clinical risk, forecast demographic changes and
resulting service pressures facing the CDHB.

“Optimal physical environments are associated with shorter lengths of stay, lower levels of
aggression and critical incidents, better client outcomes and better staff conditions and satisfaction.
Recurrent costs will be substantially reduced and client services and outcomes improved in such
settings.”?®

The current facilities are not conducive to supporting best practice. Clinical activity has been
designed to ‘make do’ with the suboptimal configuration of facilities, compromising patient
outcomes and increasing risks to staff and patients. This increased risk is currently being mitigated
through increased staffing and resources, drawing resources that could otherwise be used to
deliver greater care across the system, or retained by the CDHB as financial savings.

Notwithstanding other inefficiencies in the system, the age and nature of this facility alone means
that there are no further efficiency or clinical improvements that can be gained while services
continued to be delivered from the existing TPMH facilities.

Notably, there are:

» 2 - 3 more security staff than would be required for a fully integrated facility

» 3 extra nursing staff and 0.5 FTE support staff that are required due to the layout of the
building that could be redeployed elsewhere in the system

» . Clinicians have inadequate space for outpatient practice, requiring that some appointments be
declined or rescheduled to accommodate office layout requirements.

In addition, clinicians estimate that approximately half (circa 335) of incidents involving escape,
patient-on-patient or patient-on-staff violence, and self-harm a year are attributable to the nature
of the building.

28 Australian Health Facilities Guidelines.
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Consideration 2: Facilities at TPMH are earthquake prone. Reinstatement is not considered
economically viable

The 2010 and 2011 earthquakes caused considerable damage to Christchurch buildings and
infrastructure. Facilities on all CDHB hospital sites experienced damage and disruption of services,
due to the effects of building shaking and ground settlement.

With the 2016 decant of Older Person’s Health & Rehab, corporate and support services from
TPMH, SMHS have been left isolated on TPMH site?®. SMHS continues to operate in buildings that
are at risk of significant damage in another seismic event due to the instability of surrounding
structures.

The facilities on TPMH site have suffered widespread damage. Most of the buildings on TPMH site
are categorised under the New Zealand Building Code as Importance Level 3 (IL3) due to patient
occupation. C block, which houses inpatient services for Eating Disorders, Mothers and Babies and
Child Adolescent and Family, is categorised as IL2. The building currently meets between 70 - 100%
of code, (‘Meeting the code standard’ is defined as 100% compliance with current Building Code,
however the Board may decide in existing buildings to accept 67%), but the building remains at risk
given the compromise of surrounding buildings. This poses a risk to SMHS facilities, patients and
staff in the event of another earthquake.

As the site is scheduled for decommissioning and potential disposal, the plant and assets at TPMH
have not had permanent repair work undertaken in order to avoid unnecessary costs.

Even if revisiting the decision to potentially dispose was an option, surrounding buildings would
need to be demolished to make the site safe, and significant upgrades would need to be taken on
the existing structures to meet clinical and structural compliance standards. A review undertaken
by Rider Levett Bucknall (RLB) for the CDHB in 2013, suggests that make-safe work alone would
cost several million dollars.

Overall the costs of making surrounding buildings safe, upgrading required infrastructure,
demolishing unused buildings, forfeiting revenue from the sale of TPMH site, decant and bringing
the current C-Block up to code is considered economically and financially prohibitive, according to
recent estimates prepared by RLB and Telfer Young3°.

Consideration 3: Providing services in the current physical environment at TPMH is not
sustainable in the medium term

SMHS facilities have beenin ‘make do’ mode for over 8 years, which is not clinically or operationally
sustainable. If investment is not undertaken, one of two things will need to happen:

1. All services will need to be permanently moved from TPMH in the medium-term. This is
driven-by increasing risk to patients and staff as the site degrades, which is likely to be
unacceptable to the Board, and the desire to generate revenue from the sale of TPMH site.
Should SMHS need to decamp without a new facility in place:

i Overall clinical capacity would reduce significantly

ii.  Many children and young adults would need to be cared for in adult facilities, leading to
potential violations of UNCROC obligations and reduced ability to meet adult demand

29 Approximately 70% of the 42,595m? total floor area on TPMH site is no longer operational following the decant of Older
Person’s Health, corporate and support services from TPMH in 2016.

30 see Section 7.9 for further details of the estimated cost to stay on TPMH site long-term.
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iii.  Regional centres would be required to care for patients in general hospital wards or in
local mental health facilities that are not designed for this type of specialist mental health
care. Some patients would need to be cared for in Youth Justice facilities.

iv. Some services might need to be outsourced, but it is unlikely that the most acute patients
could be cared for by existing private providers, particularly in the Eating Disorders
Service.

Given the level of stress that this scenario would place on acute mental health services, acute
hospitals, MSD youth facilities and on patients, it is not considered a viable option to terminate
or significantly reduce services.

2. The other option is a major, but temporary, investment to repair or refurbish some sub-
optimal and damaged buildings on TPMH site in order to continue to deliver services until a
more permanent solution could be found. Given the relatively small size of these faclilities, it is
not considered appropriate to continue to ‘strand’ these services away from medical, clinical,
and other support in the long term. Already it is costing $2.7m per annum above normal
operational expenditure to just keep services operating on TPMH site. It is both inefficient, and
likely to lead to long-term morale and service delivery issues. In addition, there are costly
decant considerations and significant infrastructure upgrades that would be required on TPMH
site if it were to continue to operate in the long term, thus rendering it an uneconomic
solution.

For this reason a ‘do nothing’ or ‘do minimum’ investment scenario is not considered physically or
clinically sustainable for SMHS.

Policy environment

Consideration 4: Policy directives, strategies, and obligations

The case for change is framed by national and CDHB policy and planning directives for the provision
of healthcare services and mental health specific. There are also clinical standards and
international obligations that the CDHB must meet. The main drivers relevant to this case are:

» A focus on delivering efficient health care services

» Integration of primary and secondary care services - and integration of clinical care overall

» Ensuring that those in inpatient care - particularly children - are cared for in a manner
consistent with-international obligations

» A focus on reducing long-term hospitalisation for mental health, moving towards a community
based model of care over time.

Table 9 below provides a summary of the strategic policy settings under which the CDHB delivers its
mental health services, and its application to the transition of services from TPMH.

Table 54: Summary of the strategic policy settings

Policy Summary Application to CDHB / SMHS
Ministry of Health Provides guidance and direction with respectto | » Investment will focus on treating
NZ Health Strategy health care service and investment planning. patients to so that they can reengage
Based on the principals that: fully with the community.
» People are supported to take responsibility | » CDHB recognises the important role
for their own health that facilities in Christchurch play as the
» Specialist services are intended to provide regional centre for specialist mental
episodic, intensive services that are health services.

responsive to patients and their families, » Focus on supporting delivery of some
services on site through schools, the
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Table 54: Summary of the strategic policy settings

Policy

Mental Health
(Compulsory Assessment
and Treatment) Act 1992

Rising to the Challenge:
The Mental Health and
Addiction Service
Development Plan 2012~
2017

UN Convention on the
Rights of the Child
(UNCROC)

Disability Action Plan

Summary

and support general practice and
community providers.

The CDHB implements this by delivering:

» Community based care with specialist
services back up

» Realignment of secondary services to
provide a regional specialist support role

» Increased responsibility for community and
primary care services.

The Mental Health (Compulsory Assessment >
and Treatment) Act 1992 provides guidance as

to the circumstances in which compulsory
assessment and treatment may occur, and:

» Ensures that both vulnerable individuals >
and the public are protected from harm

» Ensures that the rights of patients and
proposed patients are protected >

» Ensures that assessment and treatment
occur in the least restrictive manner
consistent with safety

» Provides a legal framework consistent with | »
good clinical practice

» Promotes accountability for actions taken
under the Act.

N
The Plan outlines four key priority actions >
aimed at improving outcomes:

Making better use of resources

Improving integration between primary and >
secondary services

» Cementing and building on gains for people
with high needs

» Delivering increased access for all age
groups, with a focus on infants, children
and youth, older people, and adults with
common disorders such as anxiety and
depression.

The convention sets out child specific needs and | »
rights, and requires that states act in the best
interests of the child. This includes civil,
political, economic, social, health and cultural
rights of children under the age of 18.

New Zealand is a signatory and is bound by
international law to comply with the
convention. The convention stipulates:

» Children have the right to the highest
attainable standard of health and to facilities
for the treatment of iliness and rehabilitation
of health

» No child is deprived of his or her right of
access to such health care services.

The Plan sets out priorities for action that >
promote disabled people’s participation and
contribution in society. The plan is focused on
achieving person directed outcomes such as

safety and autonomy, wellbeing, self-
determination, community and representation.

The plan seeks to so this through actions that:

» Ensure personal safety

» Increase employment and economic

opportunities.
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Application to CDHB / SMHS

Justice system, and in community-
based settings.

Investment should ensure that
vulnerable individuals are able to gain
access to adequate mental health
assessment and treatment services.

Facilities should protect patients by
promoting limited use of restraint and
seclusion.

Facilities should provide an
environment that is consistent with
clinical good practice, as stipulated in
the Act.

The 'CDHB is accountable for ensuring
its actions are consistent with the Act.

Efficient use of existing resources
allows for greater quantity and quality
of care across the system.

Facilities should reduce seclusion hours
and increase the quality of life for
children in care.

Capital and service investment should
consider how high-needs individuals can
be transitioned from hospital to
community care.

Facilities should eliminate seclusion and
restraint requirements for children in
mental health.

Children are not to be housed with adults
in inpatient mental health settings.

Facilities and models of care should
promote enhanced patient safety,
ultimately leading to greater patient
outcomes.

Investment should be focused on
treatment and models of care that
enable patients to remain a contributing
to their community.
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Table 54: Summary of the strategic policy settings

Policy Summary Application to CDHB / SMHS

CDHB South Island Health | The Plan sets the direction and key principles » Investment promotes the provision of

Service Plan 2015 - 2018 | that inform regional service development, SMHS at home and in community and
service configuration and infrastructure primary care settings.

requirements including: » SMHS are, and will remain, regional

» More health care will be provided at home services that provide specialist services
and in community and primary care settings across the South Island.

» Secondary and tertiary services will be » SMHS outpatient staff work into SMHS
provided across District Health Board inpatient services to support the smooth|
boundaries transition of patients between services, |

» Flexible models of care and new technologies and the sharing of specialist skills across |
will support service delivery in non- small and highly specialised services.

traditional environments » Co-location of SMHS promotes. flexible

» Health professionals will work differently to models of care.

coordinate a smooth transition for patients | » Investment will support the use of new
between services and providers technologies to _support optimised

» Clinical networks and multidisciplinary models of care and enhanced patient
alliances will support the delivery of quality outcomes.
health services across the health continuum.

Clinical context

Consideration 5: SMHS provides services to small numbers of patients with highly complex care
requirements

Canterbury DHB SMHS provide inpatient and outpatient services to patients from across
Canterbury and the South Island. The following table summarises current inpatient occupancy
levels, outpatient contacts, and the number of beds per unit.

Table 55: Summary of service levels and staffing by unit (FY16)

Service Inpatient beds Outpatient Contacts
Mothers and Babies o 7.8 250
Eating Disorders | PN 5.2 400
Child Adolescent and Family k | ) 16 2250
High and Complex Needs (Seager) (IP) ) 24a416 N/A

Although the demand for inpatient SMHS is relatively small compared to other healthcare services,
SMHS patients present as high risk, and require complex psychiatric and physical care. For
example:

» Patients in the Eating Disorders inpatient service are physically vulnerable with complex
physical health needs. This group has a much higher need for medical input than other mental
health patients

» Patients in the Mothers & Babies service are usually accompanied by their babies throughout
their admission and often partners also stay in, albeit for shorter periods. The physical
environment needs to safely accommodate all while maintaining a therapeutic environment for
the whole ward. The babies tend to be in a high risk group and need close physical monitoring.
Babies are admitted to the unit as patients along with their mothers.

The highly specialised nature of this service, combined with the small size of the units, means that
physical site separation of clinicians and patients drives the cost of care up, and a lack of
integration makes the site less flexible in responding to changing clinical demand.

Additionally, the disability suffered by these patients is often quite extreme. The treatment of more
patients decreases the cost to society, and the cost to the individual through reduction in overall
disability and increased employability.
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Consideration 6: Demand for SMHS is changing and increasing for young people

The demand for most of the inpatient services currently delivered at TPMH (with exception of CAF)
is expected to remain relatively stable over the medium-term, although the patient mix may
change. The demand for SMHS in general is increasing, however.

In the last two years mental health demand overall has increased, with CAF increasing much more
quickly:

» 20% increase in new presentations to specialist adult mental health services
» 35% increase in new presentations to Crisis Resolution services, and
» 40% increase in new presentations to CAF3L,

There is also well documented, peer reviewed evidence that long-term trauma like war or long-term
seismic events creates a high level of stress in younger children that can result in-greater incidence
of mental health disorders.32 Given the unusual nature and duration of the Christchurch earthquake
sequence,®® there is at least a reasonable chance that a greater than usual proportion of the
children who lived through the event will suffer from mental iliness later in life. 34 The magnitude of
this impact is not yet clear, and has not been incorporated into the economic modelling at the IBC
stage. Further investigation into the likely long-term impact of the earthquakes will be included as a
scenario in the modelling for the detailed business case.

The ability to redeploy space as demand for some services - for example adult high-needs inpatient
services - decreases, also provides an unquantified potential to see patients with unmet needs (e.g.
Autistic or further high-needs children).

The flexibility of future facilities is important to meeting this changing demand. In particular, the
demand for services at H&C ward (an intensive-and long-term care facility) are likely to decrease as
earlier intervention lessens the incidence of long-term mental health issues, and as clinical
treatment modalities now favour reintegration into the community wherever possible.
Unfortunately, the H&C patients are such that other care options (e.g. community care) are unlikely
to be suitable, and many need to be cared for on-site as they are being treated under the Mental
Health Act, which requires patients to be seen at a Gazetted hospital (this accounts for between 60
and 90% of H&C patients at any given time).

In the medium term, however, earlier intervention could mean that there is less need for an H&C-
type facility, and careful-planning of its replacement means that it could be redeployed to increase
capacity for CAF patients where demand is increasing for a wider range of services (e.g. severely
Autistic children-and adolescents). The scale of this impact has not been quantified to date, but the
detailed business case will provide scenario modelling of different potential patient mixes. .

Funding arrangements
Consideration 7: Previous investment decisions are predicated on the sale of TPMH site

Investment in the development of new healthcare facilities on the Christchurch and Burwood
campuses was predicated on releasing funds from the sale of TPMH site. The decision to relocate

31 CDHB Annual Plan 2014/2015.

32 See for example: Effects of adverse experiences for brain structure and function. BiolPsychiatry.2000 Oct 15;48(8):
721-31.

33 Reyners, M.E.; Eberhart-Phillips, D.; Martin, S. 2014 Prolonged Canterbury earthquake sequence linked to widespread
weakening of strong crust. Nature geoscience, 7(1): 34-37.

34 salcioglu E1, Basoglu M Psychological effects of earthquakes in children: prospects for brief behavioural treatment. World

J Pediatr. 2008 Aug;4(3):165-72.
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from TPMH was taken - in part - due to estimates showing that reinstatement of The Princess
Margaret Hospital would cost in well in excess of $90M.

In 2010 the CDHB presented an IBC that considered a number of options for meeting forecast
services demand and upgrading of CDHB'’s hospital facilities. The IBC found the investment
objectives could be met by a combination of:

» Extending Burwood Hospital through a substantial new build
» Refurbishing existing facilities and constructing new facilities at the Christchurch Hospital, and
» Vacating, decommissioning, and selling the Princess Margaret Hospital site.

Cabinet approved the IBC in August 2012 and the MOH commissioned a detailed business case to
further develop the option.

The intention outlined in the DBC for the facilities redevelopment was that upon completion,
services located on TPMH would migrate to the Burwood and Christchurch hospital sites, or into the
community, making TPMH potentially available for sale.

With the completion of the redeveloped Burwood campus in 2016, and the decanting of Older
Person’s Health, corporate services and support services from TPMH, SMHS has been left isolated
on TPMH site, resulting in increased clinical and non-clinical risk, and reduced efficiency of service
delivery.

Consideration 8: CDHB capital funding arrangements

Funding of the CDHB, like other health sectors is determined by the Population Based Funding
Model. Capital funding requests are approved by the capital investment committee.

There is no budget per se for this facility, and decisions about both the level, timing and source of
funding will need to be made as part of the overall CDHB capital investment programme of works.
These decisions will be guided by this.IBC as well as by the DBC.
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Appendix F Assumptions and sources of information

Information and assumptions used to estimate of the costs and benefits of the short list options
were obtained through a combination of information provided by CDHB, RLB and Klein. Specifically,
we have relied on:

»>

Architectural outputs from Klein Ltd dated September 2018

QS costings from Rider Levett Bucknall (RLB) dated October 2018

TPMH site valuations from TelferYoung (Canterbury) Limited dated July 2017

TPMH demolition cost estimates from CERES New Zealand Ltd dated May 2017 for the
purposes of the economic and financial cases

Other clinical and operating cost details provided by CDHB.

>

>

>

Decant, lifecycle, capital charge and depreciation costs for the capital works proposed for
each option

Clinical staff requirements and costs

Admin and support staff requirements and costs

Historical and forecast population for Canterbury region

Proportion of population requiring Mental Health services

Proportion of population who are new-Mental Health patients annually

Forecast patient cases/events for SMHS (M&B, EDS, CAF, H&C and Outpatient). Forecasts
for Outpatients are based upon the estimated demographic of the catchment population in
the Canterbury region (from Statistics NZ) that align with the existing cohort of M&B, CAF
and EDS patients gender and age. Forecast for inpatient patients are based on the general
Canterbury population-and the current Proportion of the population requiring Mental
Health Facilities.

Current bed numbers for each service

Historical costs and FTE counts for FY17 and FY18 for each of the SMHS

Readmission rates for each SMHS

Readmission period (time between discharge and relapse) for each SMHS

Length of stay for each SMHS

Average age of patient for each SMHS

Occupancy of each inpatient SMHS

Annual assaults for each SMHS

Assumptions specific to each costs and benefit are presented throughout the remainder of this
appendix.
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The following table outlines the general assumptions underpinning the short list options and related financial analysis:

Table H1 : General assumptions

Assumption
Discount rate
Inflation

M&B beds

EDS beds

CAF beds

H&C beds

M&B growth rate
EDS growth rate
CAF growth rate
H&C growth rate

Outpatient growth rate

Ministry of Health & Canterbury District Health Board
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No.
No.
No.
No.

No. of patients

Current State

6%

2%

6

7

16

24
of beds
of beds
of beds
of beds

Option 1

No.
No.
No.
No.

No. of patients

6%

2%

6

7

16

16
of beds
of beds
of beds
of beds

Option 2
6%
2%

16
_ N—o. gf beds
_No. of beds
| No. of beds
No. of beds

No. of patients

Option 3

6%

2%

6

7

16

16
No. of beds
No. of beds
No. of beds
No. of beds

No. of patients

Option 4

6%

2%

6

7

16

24
No. of beds
No. of beds
No. of beds
No. of beds

No. of patients
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Patient forecast assumptions

The following table summarises the key assumptions associated with CDHB population forecasts and predicted proportion of the population to require Mental
Services.

Table H2: Patient forecast assumptions

Assumption Current State Option 1 Option 2 Option 3 Option 4
CDHB proportion of population 2.56% 2.56% 2.56% | 2.56% 2.56%
requiring Mental Health Services

CDHB Total Mental Health Cases 4.45% 4.45% 4.45% 4.45% 4.45%
(proportion of population)

M&B inpatient forecast 0.37% 0.37% 0.37% 0.37% 0.37%
(proportion of MH population)

EDS inpatient forecast 0.42% 0.42% 0.42% 0.42% 0.42%
(proportion of MH population)

?Arg '”pf.‘t'e”tfﬁrHecaSt lati 1.06% 1.06% . 1.06% 1.06% 1.06%
proportion o population) e

HEC inpatient forecast 0.43% 0.43% 0.43% 0.43% 0.43%
(proportion of MH population)

Outpatient forecast (proportion 27.14% 27.14% 27.14% 27.14% 27.14%

of MH population)
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The following table outlines the clinical assumptions are assumed for the short list options:

Table H3: Clinical assumptions

Assumption

Readmission rate (% of
patients who relapse
after discharge)

Time in care inpatients

(days)

Average occupancy rate

Average age of patient

Assaults (patient and
staff) per annum

Notes:

Current State

M&B: 21%
EDS: 38%
CAF: 21%
H&C: 67%
Outpatients: 39%

M&B: 23
EDS: 40
CAF: 31
H&C: 335

M&B: 56%
EDS: 100%
CAF: 46%
H&C: 92%

M&B: 20
EDS: 22
CAF: 14
H&C: 42
Outpatients: 15

M&B: 22

EDS: 22

CAF: 431

H&C: 238
Outpatients: 27

Ministry of Health & Canterbury District Health Board
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Option 1

M&B: 21%

EDS: 38%

CAF: 21%

H&C: 67%
Outpatients: 39%

M&B: 23
EDS: 40

Outpatients: 27

Option 2

M&B: 21%

EDS: 38%

CAF: 21%

H&C: 67%
Outpatients: 39%

M&B: 23
EDS: 40

Outpatients: 27

Option 3

M&B: 21%
EDS: 38%
CAF: 21%
H&C: 67%
Outpatients: 39%

M&B: 23
EDS: 40

Outpatients: 27

Option 4

M&B: 21%

EDS: 38%

CAF: 21%

H&C: 67%
Outpatients: 39%

M&B: 23
EDS: 40

Outpatients: 27
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» Average age: U13 patients with eating disorder diagnosis are admitted to CAF as a default position. Approximately five U13 patients per annum that may
be admitted into EDS (instead of CAF) given a more flexible, purpose built facility. This represents circa 9% of total EDS admissions. Estimated two year
reduction in average age.

» Average occupancy: Low current stats reflects overnight leave and lack of HDU resulting in shutting down areas for safety and therefore reduced
capacity.

» Patient incidents: Decrease 50% with more fit for purpose, better configured, safe facilities.

» Timein care: Decrease 33% for CAF with more fit for purpose, better configured, safe facilities that support higher occupation, higher volumes of acute
patients and higher throughput.

Construction assumptions

The following table outlines the construction assumptions are assumed for the short list options:

Table H4: Construction assumptions

Assumption Current State Option 1 Option 2 Option 3 Option 4
Construction commencement date N/A Aug 2020 X | Aug 2020 Aug 2020 Aug 2020
Construction duration N/A 2 years NS 2 years 2 years 2 years

Operation commencement date N/A Dec éoéz Dec 2022 Dec 2022 Dec 2022

Ministry of Health & Canterbury District Health Board
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Appendix G Procurement options for projects

Figure 15: Range of delivery and risk transfer approaches
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Appendix H Procurement options decision tree

Figure 16: Procurement options decision tree

Table C1:The Treasury’s PPP hurdle criteria

Assessment
criteria

Project size

/Durability of
‘requirements

Whole-of-life
service need

Treasury’s guidance requires an assessment of the Project’s suitability for
PPP procurement against a set of ‘hurdle’ criteria to confirm

. ) Market
appropriateness of the procurement model. Table C1 summarises these appetite and
hurdle criteria. competition
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Business case
scope

Estimated capital
costs arein
excess of $100

; million

The performance
of the facility has
been specified for
a period of at
least 25 years

Contracts must
be bundled in
order to achieve
whole-of-life
incentives

Formal market
sounding to test
the market’s
interest,
including
availability of
finance

| Déscription

|
There is large (approximately $100m) capital
investment that requires effective management of risks
associated with construction and commissioning

The value of the Project is sufficiently large to ensure
that the procurement costs of an alternative model are
not disproportionately large in comparison to
conventional models

Planning horizons are long term, with the services and
assets intended to be used over long periods into the
future

The fundamental requirements for the facility are
unlikely to change

Requirements can be clearly specified at the outcome or
output level by measurable KPIs

The assets and related services can be defined and are
capable of being costed on a whole-of-life, long term
basis

The integration of up-front design and construction with
ongoing service delivery, periodic, planned and reactive
maintenance can be achieved

A “non-traditional”( i.e. alternative delivery) models
could bring innovation and outcomes focused behaviour,
including across the broader site

Previous NZ PPPs have been well supported by the
market

Opportunities to access economies of scale that may
exist as a result of broader market dynamics and
procurement option could be achieved

It is expected that a sufficient level of competition can
be generated
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Appendix | Qualitative areas for assessment of value for money

Table E1: Qualitative areas for assessment of value for money

Qualitative assessment area

Viability - do the project investment
objectives and required project
outcomes translate into outputs that can
be contracted for, measured and
agreed?

Desirability — do the benefits of the
procurement and contracting structure
outweigh any additional cost of
contracting out and the cost of
undertaking the procurement?

Achievability - CDHB capability, a
structured process, market appetite and
competition must be evidenced

Wider value for money areas

Ministry of Health & Canterbury District Health Board

Examples

>

v

Ensure the basis for contracting operates effectively over individual contracts and that contractual requirements are assessed in clear
output-based terms against defined measurement criteria.

Structure the contract to allow enough flexibility to cater for changes in service requirements but at an affordable future cost.

Put in place incentives for contractual counterparties to invest in the delivery of services and related assets.

Test and confirm that contracting and outsourcing parties have the requisite skill, capacity and expertise to deliver the services.

Demonstrate that the procurement and contractual mechanisms enable parties to effectively price and manage the generic risks associated
with the contract (e.g., staff shortages, changing practices, exposure to cost over-run, poor quality).

In the contract terms for the project, include incentives to meet required levels of performance standards, key performance indicators and
critical success factors.

Enable the contractual counterparties to innovate in relation to service delivery outputs, improve service levels, or reduce on-going cost.
Establish clear and measurable contract terms, risk allocation, payment structures and deduction regimes.

Create long-term partnering benefits that lead to efficiencies outside the contract areas.

Make sure the contract duration enables.recovery of upfront costs and minimises these costs.

Ensure sufficient project team resourcing and experience of resource in procuring projects.

Establish project procurement processes that allow sufficient time to resolve all contract issues and ensure affordability aspects are
considered and understood:

Ensure appropriate and real competition and that tenderers have the necessary experience to deliver the projects.

Ensure that individual projects/contracts are affordable over the contract period in direct comparison against existing budgets and that all
likely future financial exposure is known.

Consider trade-off between short-term and long-term service provision and contract breakpoints or re-provision points.
Identify any variations in non-financial benefits, externalities and wider benefits or outcomes of different project procurement methods.

Identify the extent that it is sought to outsource facilities management opportunities, particularly hard facilities management (lifecycle) and
potentially soft facilities management services, to the private sector on a long-term contract basis.

Identify the likely nature and form of contracting parties and the CDHB counterparty for delivering future projects in the project.
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Appendix K Key programme activities: implementation of

business case phase

Programmed completion: 17 June 2019.

1.

Contracts:

a. Obtain executed Consultant engagement contracts and distribute.

Insurance:

a. Obtain Consultant insurance certificates of currency.

Electronic platforms:

a. Negotiate electronic administration platform service agreements. (Aconex / dRofus)
Contacts:

a. Establish MOH / CDHB project contacts: Reporting, Communications, Legal, Procurement,
Accounts, etc.

FF&E:

a. Establish FF&E Manager & procurement team processes.
b. Undertake FF&E gap analysis.

Health and Safety:

a. Establish Health and Safety at Work Act compliance objectives for design and
construction.

b. Obtain MOH & CDHB H&S-policy.

c. Obtain MOH and CDHB drug and alcohol policy.

d. Engage H&S specialist consultant client side.

Meetings:

a. Establish PCG attendance and schedule.

b.” ~Establish DCG (Design Control Group) frequency, attendance and schedule.
c. Establish HRPG reporting and attendance.

Value Management:

a. Develop VM strategies for project.

Risk:

a. Establish and maintain risk registers and reporting.

Ministry of Health & Canterbury District Health Board
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11.

12.

13.

14.

15.

16.

17.

18.

19.
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User Caveats:

a. Establish user sign off caveats schedule and update / verify for each design phase.
Approvals

a. Establish schedule of MOH / CDHB approvals throughout project lifespan.

External Stakeholders:

a. lIdentify and engage with external stakeholder entities. Develop communication procedures
and plans. (eg: CCC, Ecan, HPT, NZP, etc.)

Peripheral Projects:

a. Identify and monitor peripheral projects which may impact. (eg: Annex Road cycleway,
CDHB site Masterplanning, Aroha Pa High Care Unit, Laundry Services relocation)

Procurement:
a. Confirm compliance with GROS, Probity, etc.

b. Establish sign off management processes.

c. Obtain legal advice.
d. Draft specific contract clauses.
BIM:

a. Develop and verify agreed BIM execution plan for design phases (Klein draft BEP issued
with consultant RFP’s. Klein are project BIM Manager)

b. Confirm any Facilities Management BIM deliverables from contractor with CDHB.
Payments:

a. Establish consultant payment process.

b. Review and certify consultant payment claims.

Client Brief / Client Change:

a. . Establish client brief change approval and recording processes.

KPI’s:

a. Develop schedule of Key Performance Indicators and milestones for Project.
Cost control / QS:

a. Establish budget test verification milestones as outlined in Master Programme,

b. Establish financial reporting and cost control policies with QS, Client and Consultant team

o

Budget Cost reports.

d. Detailed Cost plan

Ministry of Health & Canterbury District Health Board
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21.

22.

23.

24.

25.

26.

27.

28.
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e. Project cashflow.

f.  Financial reports.

g. Contingency management plan

h. Inputs into PEP and Procurement strategies.
Seismic Design:

a. Confirm IL and SLS parameters of structure.

b. Confirm design responsibilities across all disciplines.
c. Confirm contractor seismic design extent and requirements.
QA:

a. Establish project QA procedures and controls.
Alternative Design Solutions:

a. Establish protocols for alternative design when being considered to maintain compliance
with brief, budgets, conformity and QA control polices.

Peer Reviews:

a. Establish if more health planning peer reviews are required @ end of PD. Brave have
reviewed CD.

b. Establish entity for Fire Engineering peer review for consent application.

Specialist Consultants:

a. Establish scope for any specialist consultants for design or consent. (EG: Facade, Radiation

shielding if required)
Contractor Design:

a. Establish and maintain schedule of proposed contractor and/or proprietary design
elements.

Enabling / Temp Works:

a. Establish schedule of temporary diversions or enabling works to maintain hospital
operation throughout project construction.

Structure:

a. Fire rating solutions for steel structural frame if selected.
b. Foundation design options coordinating with Geotech.
Non-Structural Design elements:

a. Establish demarcation for consultant and contractor design for NS elements and seismic
bracing including compliance with NZS 4219.

Ministry of Health & Canterbury District Health Board
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30.

31.

32.
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b. Establish protocols for secondary structure design and documentation by consultants and
contractor if proposed.

c. Establish PS1 design producer statement deliverable responsibilities between contractor
and consultants.

d. Establish proprietary systems or elements design compliance verification procedures (eg:
for FF&E or similar).

Geotechnical Engineering:
a. Desk top study of existing records and testing.

b. Establish inputs in Structural (foundations) and Civil (basecourse) disciplines and the like
with other consultants.

c. Ground water levels.

d. Drafting of Geotech testing specification coordinated with Contaminated Land and able to
be priced by separate specialist drilling contractors.

e. Facilitate tender, award and reporting for drill testing for Geotech and Contaminated Land.
f.  Receive Geotech factual report.

g. Receive Geotech ground model and hazard report.

Civil Engineering:

a. Verify ARI (average rainfall intensity)-for rainfall and flood risk management parameters.
b. Coordination with Geotech in civil basecourse build up design options.

Topographical Surveying:

a. Desk top review of existing records and GIS databases.

b. Field survey and provision of existing conditions survey map.

c. Site encumbrances report (if any)

Contaminated Land:

a. . Desk top study of existing records and site usage history.

b. ~Develop initial site conceptual model.

c. Develop preliminary site investigation scope.

d. Develop testing specification to be coordinated with Geotech test drilling.

e. Geology, hydrology and hydrogeology studies as they pertain to ground / underground site
water and aquifers.

f.  Establish process and timelines for provision of contaminated land AEE (Assessment of
Environmental Effects) required for RC application.
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34.

35.

36.

37.

38.
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Resource Planner:

a. Establish reports or inputs required from other consultants for inclusion with RC
application (EG: Architect / Traffic / Contaminated Land / Geotech, etc.)

b. RC risk assessment.

c. RC application strategy report.

Programmer:

a. Verify master programme update frequency and milestones.

b. Develop detailed design programme.

o

Critical path analysis.
d. Fortnightly reporting updates.
Mechanical Engineering:

a. Heating energy source options report (boiler, buffer tank, ground source heat pumps,
etc...)

b. Potable water storage.

c. Schedule of required consents and permits (discharge to air for boilers, diesel storage
etc...)

d. Concept phase design report.

e. Temporary works / enabling report.

f.  Integration of existing / retained CDHB infrastructure or control systems.
Electrical / Communications Engineering:

a. HV feeds / capacity and expansion report and options.

b. Integration of existing / retained CDHB infrastructure or control systems.

c. Schedule of required consents and permits (discharge to air for generators, diesel storage

etc...)
Fire Engineering:
a. Fire-fighting / water storage compliance pathway / risk report and options.
b. Establish passive fire design, documentation and verification processes.
c. Initial draft FEB (Fire Engineering Brief)
Acoustic Engineering:
a. Establish design levels for ambient noise.

b. Establish design noise insulation levels to be achieved.
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39. Traffic Engineering:
a. Preliminary Traffic Synopsis.
b. Traffic project risk assessment.
c. Traffic data survey and mitigation strategy for RC application.

d. Establish draft Integrated Traffic Assessment Report criteria for RC application.
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Data standard and methodology
Beca Group 31 DHB campus assessment reports 2019
Ministry of Health 20 DHB clinical facility fitness for purpose 2019
reports
Ministry of Health Workshops: Introduction to asset management: 2019
Writing,living, updating asset management
plans
Ministry of Health Clinical facility fitness for purpose: Assessment 2019
tool and methodology
Beca Group NAMP asset condition survey: Data standard and 2019
methodology
Ministry of Health NAMP updates for district health boards 2018-19
Morrison Low National asset register: Feasibility report 2018
DHB Working Group  Asset conditions workshop presentation 2018
Ministry of Health Guidelines for critical and priority buildings and 2018
infrastructure in the district health boards and
the health sector
Ministry of Health Asset management plan: Project management 2018

plan

T ROC = rough order of cost
2 DHB = district health board
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Asset management
source documents

Author Title Date

New Zealand Health and Interim report: Section 10: System enablers 2019

Disability review

OAG? District health boards’ response to asset 2016
management requirements since 2009

OAG Reflections from our audits: Investment and asset 2017
management

Audit New Zealand Asset management and long-term planning: Learning 2017
from audit findings 2015 to 2017

Cabinet Office CO (19) 6: Investment management and asset 2019
performance in the state services

OAG Managing public assets: Discussion paper 2013

King's Fund Clicks and mortar: Technology and the NHS estate 2019

NSW* Audit Office New South Wales Auditor-General’s Report: 2017
Performance audit: Medical equipment in NSW
public hospitals

The Center for Health A guide to clinic design post-occupancy evaluation 2015

Design toolkit

Fronczek-Munter, A Evaluation methods for hospital facilities 2013

Victorian Government Medical equipment asset management framework 2012

OECD? Sizing up the challenge ahead: Future demographic 2011
trends and long-term care costs

WHO® Rechel et al Investing in Hospitals of the Future 2009

NHS’ estates Assets in action: An asset management guide for 2003

non-technical managers

3 OAG = Office of the Auditor-General

4 NSW = New South Wales

> OECD = Organisation for Economic Co-operation and Development
6 WHO = World Health Organisation

7 NHS = National Health Service

THE NATIONAL ASSET MANAGEMENT PROGRAMME FOR DISTRICT HEALTH BOARDS



240

Executive summary

Context

District health boards (DHBs) manage buildings with a replacement value of around
$24 billion, and there is also considerable investment in clinical equipment and
information technology (IT). Therefore, capital investment and other aspects of asset
management make a significant call on financial resources. Further, the decision-
making environment for capital investment and management is complicated by a mix
of local, regional and national considerations.

As noted in the Health and Disability System Review interim report (2019, p 263), 'The
current state of DHB assets is not good and there is little in the way of long-term
planning which can give any confidence that the problem is under control.” Resources
have tended to be directed to managing short-term operational pressures, rather than
to plan for and invest in longer-term sustainable solutions, including infrastructure.

And it is not just a matter of remediating the accumulated investment deficit; we need
to build the capability to support system transformation, especially as models of care
evolve, including the advances in clinical equipment and technology that enable
shorter hospital stays and more community-based care. In addition, a growing and
ageing population will continue to see increased demand for both hospital and
community services.

Based on 2018 DHB capital estimates, $14 billion of investment is required for
buildings and infrastructure over the next 10 years. In 2019, the Ministry of Health
estimated a requirement for $2.3 billion for DHB IT® over the same period. The
development of a Health National Asset Management Programme (NAMP) is a key
initiative to improve the planning and management of health assets. The NAMP
process began in'2018-19 to establish a national long-term investment plan founded
on a consistent nationwide approach to asset management. This current-state
assessment report is the first deliverable, which will be followed by a full National Asset
Management Plan with investment scenarios in 2022.

The NAMP is part of a government-wide focus to improve the quality of capital
funding decisions, asset management and long-term investment outcomes, in which
the primary objective is to deliver the best value from new and existing investments for
generations of New Zealanders. The Government has set clear objectives to have asset
management plans in place to guide strategic, tactical and operational choices under
Cabinet Office circular CO (6) 2019. This circular specifies all aspects of the investment
lifecycle for assets and applies to DHBs along with other government agencies. The
NAMP is intended to guide strategic investment choices at a sector level, and it is

8  This estimate for IT was calculated from DHB operating expenditure during 2018/19, allowing for
2.2 percent additional funding per annum required to lift investment to the benchmark levels identified
in the Deloitte (2015) independent review of New Zealand's electronic health records strategy.
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expected that, over time, it will provide a consolidated picture of the DHBs' asset
management plans.

What does this plan do?

Work to date focuses on bringing together the current state into a national asset
register. It provides a consistent picture of the condition, fitness for purpose and
deployment of critical assets, including buildings, infrastructure, clinical facilities and IT.

In doing so, this initiative introduces consistent standards for the assessment of asset
condition, functionality and consolidation of asset types. It provides a basis for moving
towards national prioritisation of investment decisions that meet the Government's
wider budget and wellbeing priorities. The current-state assessment provides the
framework to evolve into a national asset plan once asset levels of service are identified
to inform investment scenarios.

The NAMP has introduced the following enablers to strengthen health sector asset
management capability:

o the Health Asset Register Tool (HART), which is a repository for information on
DHB-owned buildings, infrastructure, clinical facilities and the capacity of inpatient
beds

e a criticality matrix to determine the relative importance of hospital buildings for
health services and compliance with the Building Act 2004

« guidelines for consistent condition assessments of hospital buildings and
infrastructure that inform both professional assessments and DHB self-assessments

e a methodology to determine the fitness for purpose of clinical facilities that
strengthens understanding of the requirements for size, layout and accommodation
of new health technologies

o qguidelines on seismic risk-and a method for assessment of structural resilience that
is currently under-pilot

« indicative standard costs for refurbishment and replacement of facilities to allow
consistent cost estimates in future investment plans

« initial asset management awareness training that was well received and should be
continued, alongside revitalisation of the Health Assessment Management
Improvement group of health sector asset managers.

This is a significant body of work that is a step-change for health sector asset
management capability and long-term investment planning. It will be evolved through
future assessments and the development of asset management and investment plans.
DHBs have welcomed and embraced the guidelines to date and collaborated on all the
assessments.

Not all of the 2019/20 work completed is represented in this report. Other work on the
assessment methods and guidelines contributes to the health sector asset
management framework and provides a foundation for the asset management plan.
The document list at the front of this report includes other reports and material that
have been produced by the programme.
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This current-state assessment provides evidence to determine the relative investment
priorities, which include:

« sitewide infrastructure (eg, pipes and electrical power)
e building operability (eg, passive fire separation)

« mental health and intensive care units, including the fitness for purpose, condition
and maintenance of facilities

e core IT applications, including financial management, patient administration and
pharmacy management systems.

Public-facing facilities are generally in better condition than the infrastructure, facilities
and systems where the condition is less immediately evident.

What does this current-state assessment-not (yet) do?

The initial work in this current-state assessment lays the foundation for improving the
quality of capital funding decisions, asset management and.long-term capital
investment to contribute to better outcomes across the health sector. Ongoing work is
required to develop a framework for prioritising capital funding and understanding
long-term investment requirements. A work programme is being developed and a key
checkpoint will be the future delivery of a formal National Asset Management Plan.

We now have a consistent view of the major health facilities, which alongside the other
investment management functions currently in development, will support a more
robust national investment plan. The other drivers of investment planning to support
the NAMP will be national service design and facility standards, settings, frameworks
and guidance. As the programme and plan evolve, it will enable the health and
construction sectors to.develop their capacity and readiness with more certainty.

A key principle of asset management is to develop targets that define the asset levels
of service, which-is.necessary to ensure each asset meets the design and condition
requirements to support the needs of health service delivery. An investment plan
and/or scenarios will be developed to cost the ‘gap’ between the current and target
asset levels of service. The work to date provides a good assessment of the current
state of assets, but targets for asset levels of service have not yet been identified.

Scope of the review

Table 1 sets out the scope of the assets included in the 2018-19 assessments.
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Table 1: Scope of 2019 asset assessments

Asset type

166 buildings

933 buildings

80 clinical

facilities

e 56 acute
pathway
units

e 24 mental
health units

Infrastructure —
31 main
campuses

Information
technology

Clinical
equipment

Other minor
assets

In-scope

Expert assessments: Condition of 166 buildings at
main hospital campuses built pre-2000.

Self-assessments: all 933 other buildings.

52 units = 50% of acute pathway units
(emergency departments, operating theatre
suites, intensive care units) and 19 inpatient units
in pre-2000 buildings, along with 4 control units in
newer buildings.

23 units = 50% of mostly acute mental health
inpatient units in buildings pre-2009, 1 control
unit in a newer building.

All sitewide reticulated infrastructure (ie,
plumbing, electrical, mechanical) except at
Dunedin and Whakatane hospitals.

5 core applications at each DHB.

Northern region IT infrastructure, data centres,
networks and security (healthAlliance and
Northland, Waitemata, Auckland and Counties
Manukau DHBs).

What did the work find?

The results of the current-state assessment (the review) carried out as part of the
NAMP are outlined below in respect of buildings and infrastructure, older clinical
facilities'and IT. Several factors contributed to the results, including:

o health sector weakness in asset management

Not included in this current-
state assessment

Health-owned buildings not at
main hospital and facility
campus sites.

Leased property (that DHBs
occupy but do not own).

Acute pathway units in post-
2000 buildings, most inpatient
units and all other types of
clinical facilities.

Other 50% of mental health
inpatient units, 100% of
forensic mental health units.

Siteworks, roading, carparks,
open spaces.

Reticulated infrastructure at
other locations.

Other core applications at
DHBs.

IT infrastructure, networks and
security at the other DHBs.

Clinical equipment (will be
included in future NAMP
reports).

All minor assets (according to
criticality and materiality will
be included in future reports).

¢ the prioritisation of expenditure on operational rather than capital requirements,
which has led to a significant backlog of deferred maintenance

e the demands of rapidly changing health technologies

e the inability of DHBs to adapt quickly enough to changing demands.
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Buildings and infrastructure

Buildings are mostly in average to good condition, with those in average condition
having various poor components. The review identified key operability issues, including
risks levels for structural integrity, seismic restraints, passive fire separation and
presence of asbestos. The average age of buildings at DHBs ranges from 28 years at
Waitemata DHB to 53 years at Southern DHB. Generally, the older the building, the
poorer its condition. This in turn affects the housing of clinical facilities and data
centres.

Sitewide infrastructure was in relatively poorer condition than the main campus

buildings. Many campuses have significant issues with reticulated infrastructure,
including electrical systems and pipes at or near end-of-life and not designed to
support continually increasing operational loads.

Many mental health facility buildings are in better condition than-main clinical blocks
due to their location in low-rise and simpler building types. However, the interiors of
mental health facilities were in poorer condition, as identified.in-the CFFFP
assessments.

Older clinical facilities

The review assessed the CFFFP of 75 older-and five newer units across five clinical
services nationwide. The units were mostly located in older hospital buildings, with
many having well-known shortfalls compared to current guidelines. The divergence
from current Australasian guidelines was used to identify the relative appropriateness
of the clinical facilities to support their models of care. As design standards are
established for the New Zealand health sector, new builds will be expected to meet
these. The 2019 assessments produced the following results.

o Mental health units: Over two-thirds of the older units have facility designs
inadequate for the management of patient cohorts, demand pressures, poor
maintenance and safety issues.

« Inpatient units: Older units generally have poor facility designs and floor areas and
they are generally not reconfigurable. There are common issues of lack of storage,
clutter causing safety concerns, infection control issues and a lack of spaces and
ceiling-mounted hoists for bariatric care.

¢ Intensive care units: Most older units do not meet current guidelines for physical
space, configuration and storage. Some also have issues with infection control,
patient observation, negative-pressure rooms and with medical gas and suction
services.

« Operating theatres: Some older theatre suites are too small or have a mix of
acceptable and undersized theatre rooms. This partly reflects the need to
accommodate continuing advances in clinical and information technologies as the
facilities age.

« Emergency departments: Most older departments do not meet current guidelines.
Issues include undersized bed bays, poor layout and corridors cluttered with
equipment. While most do seem to be managing the increased demand, having
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appropriate spaces to manage people who require a mental health assessment is an
issue.

Information technology

The review synthesized existing material to assess several core applications, along with
the state of the digital health environment, data standards and IT infrastructure. There
are significant issues with legacy systems and outdated infrastructure, which means
that the benefits of health IT to enable health equity and lift health service productivity
have not been realised. These assessments found the following.

« Digital health environment: Audits found that IT strategy, governance and asset
management operate at a basic level. The presence of legacy systems, incompatible
devices and outdated infrastructure has created ongoing challenges for users to
access and use patient and clinical information across both internal hospital
locations and wider health service settings.

o Core applications: The sample included selected systems at all 20 DHBs.
Assessments found 10 DHBs with poor financial management systems, four with
poor or very poor patient administration systems, four with very poor pharmacy
management systems and one with a very poor clinical portal system.

« National data standards: The slow progress with adoption of four key standards
has limited the interoperability necessary to share, reuse and analyse information
that would enhance both clinical and management operations.

« IT infrastructure, networks and security: These are outdated and not adequate to
support the introduction of new systems and to manage the increased cyber
security issues. While digital health has become critical to the delivery of services,
there are significant risks to services from a lack of system capacity, resilience and
business continuity arrangements.

COVID-19 pandemic

While the NAMP 2019 assessments predated the COVID-19 pandemic, the assessment
findings contribute to ongoing work on emergency preparedness. This report
highlights several issues important for management of large numbers of people with
infectious and life threatening illness. The COVID-19 response experience underlines
the importance of the next phase of NAMP assessments.

The capacity of sitewide electrical and medical gas capacity can limit the numbers of
ventilators and monitoring equipment that can be operated at the same time. The
clinical facility fitness for purpose (CFFFP) assessments identify issues with patient
separation, clean and dirty workflows and suboptimal surfaces that creates difficulties
around infection control. There are older negative pressure rooms, used to isolate
infectious patients, that are poorly designed compared to the Australasian Health
Facilities Guidelines (AHFG). The design issues include inadequate size, lack of ante-
rooms and problems with doors seals and ventilation.

Health sector slowness to adopt standards that enable interoperability between health
applications and support tracking of equipment and people is outlined in this report.
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The COVID-19 response has also highlighted issues with the procurement and
availability of clinical equipment, particularly for intensive care. Better integrated IT and
telehealth applications would expedite the provision of services to many people,
without the need for a hospital visit. A robust assessment method is being developed
for clinical equipment and IT as part of the next phase of the NAMP.

Next steps

The Ministry of Health's Health Infrastructure Unit is working on a prioritised work
programme to improve asset management in the health sector. This will be based-on
the improvement actions that have been identified in this report and are aligned to the
available resources. The high priority next steps are as follows.

o Deliver a National Asset Management Plan incorporating investment scenarios to
Ministers in 2022.

o Continue to work with DHBs to improve asset management practice and increase
capability, including leveraging good practice identified in available asset
management plans.

e Develop national service design and facility standards, settings, frameworks and
guidance for capital planning.

o Develop asset levels of service aligned to national service design to quantify long-
term investment scenarios.

e Develop more extensive and detailed-assessments for digital health maturity.

e Develop scope, standards, priorities and complete assessments for clinical
equipment.

e Develop a sector-wide capital investment framework and plan.
e Develop renewal and maintenance strategies.

« Incorporate more emphasis on health equity and sustainability in asset
management practice, including to reduce greenhouse gas emissions and achieve
carbon zero targets.

11
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Section 1
Introduction

This current-state assessment creates a
consistent nationwide picture of the condition
and fitness for purpose of district health
board (DHB) buildings, infrastructure, clinical
facilities and information technology (IT)
assets. Alongside other prioritisation criteria, it
will help inform capital investment.decisions
and provide a foundation for evidence-based
asset management plans ta.enable effective
health service delivery.

In May 2018 the Minister of Health announced the Government's intention to address
the poor state of health infrastructure (Minister of Health 2018). At the time, there was
uncertainty around the DHBs' estimated need for a $14 billion investment over 10
years and the dependence on Crown funding (Treasury 2017). As a first step, the
Minister commissioned a national asset management plan to establish a consistent
nationwide picture of the state of DHB assets and forecast the population demand for
services over the medium to long-term. This first report of the National Asset
Management Programme (NAMP) outlines the current state of the assets.

DHBs operate with an accumulated under-investment in assets and many believe their
assets to be in poor condition and no longer fit for purpose. Work through 2018-19
indicates investments of $14 billion for buildings and infrastructure and $2.23 billion
for IT are needed over the next 10 years. However, there are financial constraints,
capacity issues for the construction sector and a requirement for a national evidence-
based prioritisation framework. Further, there are competing demands on DHBs' funds,
with increased clinical complexity relating to an ageing population and ongoing
developments in health and digital technologies. The direction in the New Zealand
Health Strategy is to leverage new technologies and models of care to deliver more
services in outpatient and community settings, rather than in hospitals. At the same
time, the strategy anticipates that population ageing will increase the demand for
health services, including hospital care (Minister of Health 2016).
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This report sets out the current state for selected assets in DHBs. Section 1 provides
background on the government-wide agenda to improve asset management. Next, it
outlines the state of asset management and the context for capital investment
decisions in the health sector. It concludes with the role of the NAMP in the sector and
a readers’ guide for this report.

Government-wide context

The NAMP is part of a government-wide agenda to improve the quality of asset
management and long-term investment plans. Other large agencies have been
building their capability in asset management and investment, such as the New
Zealand Defence Force, the NZ Transport Agency, the Ministry of Education, the
Department of Corrections and Kainga Ora. The Ministry of Health differs from most
central government agencies because it funds but does not own the assets. DHBs own
buildings and infrastructure with a replacement value of around $24 billion and a
similar investment in fittings, clinical equipment and IT. This asset base is large, with a
complex operating environment.

Several agencies have oversight of health sector capital investment. DHBs must seek
joint approval from the Minister of Health and the Minister of Finance for investments
over $10 million and where Crown funding is required (National Health Board 2011).
The Capital Investment Committee (CIC)° provides independent advice to these
Ministers. The Ministry of Health and The Treasury provide advice to their respective
Ministers and support the deliberations of the CIC.

There have also been initiatives to-encourage improvement in asset management and
long-term investment plans. The Office of the Auditor-General (OAG) provides
government with independent assurance about the DHBs' asset management and
financial performance. The Treasury has used the investor confidence rating (ICR) to
assess the quality of financial and asset management for capital-intensive agencies
every three years(Cabinet Office 2015). The Health Asset Management Improvement
group is a forum-designed to encourage improvement and share knowledge in the
health sector.

Sustained attention to asset management and long-term investment plans is essential
to build health sector capability. As outlined below, the journey to this first report
began with the introduction of asset management plans for DHBs in 2009. The NAMP
has evolved from the accumulated effort since then, with the second report and plan
due in 2022.

2009 Introduction of asset management plans for DHBs

2011 CIC established and regional plans introduced

2014-15 The Treasury and Ministry of Health review asset management maturity
2015 Health Asset Management Improvement (HAMI) group established
2015 Investor confidence ratings introduced

2016 OAG reports that DHB asset management is immature

2017 Long-term investment plans introduced for DHBs

° The CIC is a committee established under legislation to advise the Ministers of Health and Finance.
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2018 18 DHB long-term plans submitted to the Ministry of Health

2018 First long-term investment plan for the Northern Region produced
2017-19 Two rounds of ICR assessment for seven DHBs and Ministry of Health
2018-19 First NAMP assessments undertaken

2020 NAMP Report 1: Draft current-state assessment

2020-21 NAMP Phase 2 programme of work

2022 NAMP second report: National Asset Management Plan

Health sector asset management

Audits of DHBs found that poor asset management has compromised the quality of
long-term plans (Office of the Auditor-General 2016). Internationally, poor asset
information has been linked to suboptimal allocation of health sector capital (Marriot
et al 2011). In 2020 the COVID-19 pandemic response also highlighted weaknesses in
health sector asset management, notably around the capacity of facilities, sitewide
infrastructure, clinical equipment and IT.

In 2018, the NAMP and Morrison Low visited 11 health agencies to assess the quality
of asset information. Included were healthAlliance and the Auckland, Waitemata,
Counties Manukau, Tairawhiti, Taranaki, Capital & Coast, Hutt Valley, Wairarapa, Nelson
Marlborough and Canterbury DHBs. All agencies were willing to engage and share
information for the benefit of the health sector.

To provide detailed feedback for DHBs, Morrison Low constructed a 1-3 rating to
indicate progress on 22 areas of asset management practice for buildings,
infrastructure, IT and clinical equipment. Of the 11 agencies, eight were assessed for IT
asset maturity, because healthAlliance manages IT assets on behalf of the Northern
Region. Only the 10 DHBs were assessed for management of clinical equipment assets.
Figure 1: shows:

o least mature in red: asset levels of service; alignment of multiple asset and finance
registers; consistency of data; and completion of asset management plans

« improving in.orange: asset registers and condition and performance assessments
for infrastructure, buildings and IT

« most mature in green: condition and performance assessments for clinical
equipment.

This is a less detailed assessment than completed for the ICR. Conducted by The
Treasury, the ICR takes a more in-depth look at the performance of individual agencies
in the management of their investments and assets. It provides an indication of the
level of confidence that investors (such as Cabinet and Ministers) have in an agency's
ability to realise a promised investment result if funding were committed. Seven DHBs
and the Ministry of Health have been assessed through two rounds of the ICR, which
includes scoring of their asset management maturity and asset performance.

The results of the ICR are on The Treasury’s website treasury.govt.nz/information-
and-services/state-sector-leadership/investment-management/review-
investment-reviews/investor-confidence-rating-icr/results-investor-confidence-
rating-icr
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The ICR process has encouraged Waitemata, Auckland, Counties Manukau, Waikato,
Capital & Coast and Canterbury DHBs to develop asset management plans, although
there was no national framework to enable a consistent nationwide picture. The NAMP
has been established to achieve this.

Figure 1: Asset management maturity assessed by Morrison Low in 2018

H Mature H Improving B Immature

Levels of service

Finandal/ asset register alignment

Asset data consistency

Asset data - ICT

Asset data - buildings and infrastructure

Asset register - ICT

Asset Register - facllities and Infrastructure

Asset management plan

Asset condition - building and infrastructure

Asset performance - bulldings and infrastructure

Renewal planning - ICT

Renewal planning - clinical equipment

Renewal planning - building and infrastructure

Asset data - dinical equipment

Long term capital investment robustness
Asset management practice

Asset Management capabllity

Asset criticality

Asset register - clinical equipment
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The capital investment process

Under the current process of capital investment allocation, DHBs develop business
cases to bid for a share of the annual capital available. The information used for
decisions comes from stakeholders operating at different levels of the health sector. At
the highest level, capital budgets are set as part of a whole-of-government budget
process. For DHBs, business cases are variously constructed from a range of
information about population need, asset condition and service enablers like models of
care, workforce, information and clinical technologies. These business cases are often
developed in isolation from DHB neighbours and regional partners. An exception is the
long-term investment plan developed in 2016 by the four northern DHBs, which are
developing a 10-year roadmap for capital investment. Overall, there is limited
consistency and transparency of information at either the local, regional or national
levels.
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The immaturity of health sector investment and asset management means that asset
management plans have not informed the business case process. This has increased
the effort and time for DHBs to develop each business case. It has also lengthened the
process of business case review as further information and clarification has been
necessary to establish a level playing field in the decision-making processes of capital
allocation.

In addition to the issues around information quality, capital investment decisions in the
health sector are complex. While buildings can have a life of 30-50 years, the designs
for effective health facilities change more rapidly. Government and DHBs face a mix of
competing considerations for capital investment decisions, including:

« changes to demographics, affecting the types and quantity of services required
« delivery of equitable health outcomes across regions and populations

e current government priorities such as outcomes for mental health and Maori

« the condition of buildings and infrastructure and the optimal time for renewal
o shifts of health services from hospital to community settings

» optimal leverage of health and information technologies, workforce and models of
care

e improved availability and access to services for consumers
« synergy with regional and local initiatives and stakeholders
« value-for-money and service sustainability

e advances in technology and innovation that support environmental sustainability.

In this environment it is essential to consider changes in facilities design, health
sciences, models of care, IT and clinical equipment, rather than replace assets like-for-
like. An optimal investment could be to build an ambulatory care centre located to
facilitate access for vulnerable populations or co-located with primary care teams
rather than within a hospital. A mature asset management approach focuses on the
services required and ensures that non-asset solutions are included in decision-
making.

Why have a NAMP?

The NAMP is an important part of the Ministry of Health's stewardship of the health
system. It will inform the capital investment plans to enable effective service delivery
and improve health outcomes. For the wider economy, the 2020 current-state
assessment and the plan due in 2022 will encourage the construction sector to
understand the long-term capital pipeline and develop and retain a skilled workforce
(Minister for Building and Construction 2018).

For the health sector, the NAMP wiill:

e provide leadership and expertise to improve the maturity of DHB asset
management
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« inform national and regional investment plans by supplying a consistent current-
state picture of the condition, lifecycle and capacity of the health estate, along with
the forecast demand for services

e provide a transparent source of information to underpin robust discussion around
capital allocation among DHBs, the Ministry of Health, The Treasury, the CIC and
other stakeholders

o form an important part of the Ministry's work to improve long-term plans, including
the development of guidelines on asset assessment, service plans, facilities
standards, models of care and sustainability.

The NAMP will influence a shift to strategic and lifecycle considerations in the
management of capital investments. Research shows that moving too quickly through
the conceptual and planning phases for new health facilities risks poorer long-term
outcomes. The costs prior to occupancy are likely to account for only 6 percent of the
lifetime costs of the building. Best practice is to maintain focus on health service
strategy, the facility’s fitness for purpose and its operational cost, prior to occupancy
(Bjorberg and Verweij 2009).

What is the NAMP?

Begun in 2018, the NAMP is a high-level strategic programme. Over time it will create
investment pipelines to inform capital allocation, allowing for different scenarios for
government investment. This includes funding from DHB budgets and additional
capital allocations.

The NAMP will provide guidelines to consistently identify and assess assets across
DHBs. This includes the assets’ condition, expected life and cost of renewal.
Information on the population demand, along with the assets’ level of service and
expected life, will be used to plan the timing of large investments. This will form the
basis for consideration of what types of assets and technologies should be deployed to
replace those that are approaching end-of-life.

In 2018-19, to establish the inaugural assessments, the programme delivered:

« aframework to determine building criticality in health services

« professional onsite inspection of 166 selected older and critical hospital buildings
o self-assessments by DHBs of 993 other buildings

« professional onsite assessments of infrastructure on 31 campuses

« professional onsite clinical facilities fitness for purpose (CFFFP) assessments of 75
clinical units and five control units

e Ministry of Health DHB digital systems landscape survey of core applications in
DHBs

o self-assessments by DHBs of the condition of their top 20 critical IT assets
« assessment of asset management maturity in DHBs
e a national electronic asset register

« next steps for development of the programme.
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The current-state assessment in this report uses data at an aggregated level to
understand the condition and performance of assets in the health sector. These assets
include buildings and infrastructure, clinical facilities and IT. (Clinical equipment will
also be included in the 2022 report).

Figure 2: shows how data is consistently assessed from components to assets, asset
types and groups to support plans for maintenance, renewal and refurbishment and
strategic asset management.

Figure 2: Aggregation of asset information through planning levels
[ )

[ ay

In 2019 the Ministry of Health commissioned the development of an asset
management repository, the Health Asset Register Tool (HART). So far, this repository
has been populated with the 2019 assessments of building and infrastructure, bed
capacity and CFFFP. Development of this asset register is ongoing, with plans to
support wider stakeholder-access in 2020.

‘ Strategic asset plans ‘

‘ Renewal & refurbishment plans

‘ Maintenance plans

Figure 3 shows how the NAMP will work interactively with DHBs, both bottom up and
top down, to improve the information flows that inform investment plans, priorities
and decisions.

e The blue boxes show the role of the Ministry of Health’s Health Infrastructure Unit
to provide guidance on services plans, facilities standards, demand and capacity
modelling, models of care and sustainability.

o _Inyellow is the lifecycle of asset management through acquisition, operation,
maintenance and disposal, and the plans and business cases produced by DHBs.

e The green box shows how the NAMP and DHB asset management link to strategic
plans, business cases and the national framework for investment prioritisation
supported by the Ministry of Health and The Treasury, for the CIC and the Ministers
of Health and Finance.
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Figure 3: NAMP, asset management and investment decisions
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Reading this report

Section 1 looked at the health sector asset'management and capital investment
context, addressed the questions of what the NAMP is and why it is important and
outlined how it will operate in the future to inform health sector asset management.

Section 2 sets out the approach and findings for assessments of 1159 buildings and
the sitewide infrastructure on 31 campuses. The building estate is in a mostly average
to good condition, as DHBs have endeavoured to maintain assets despite a short-term
planning focus. There are elements of older buildings, building operability and sitewide
infrastructure in poor condition.

Section 3 sets out the approach and findings for the CFFFP of 75 units in older
buildings, along with five comparison units in newer buildings. This was around half of
the emergency departments, operating theatre suites, intensive care units and mental
health inpatient units nationwide, along with a sample of 20 older inpatient units. As
expected, the older units scored from very poor to average, with a poorer range of
scores for mental health and intensive care units. These assessments will inform
conversations around improvement with DHBs.

Section 4 sets out the approach and findings for the assessments of IT assets. This
included DHBs' core applications, the complex and fragmented digital IT environment,
the slow progress with adoption of national data standards and poor condition of
infrastructure. While DHBs have maintained their IT assets, IT governance and asset
management is basic. Significant investment is required to address issues with legacy
systems and ageing infrastructure, and to invest in technologies that enable health
services to transform to new models of care and increase community-based delivery.

Section 5 sets out next steps for the NAMP through 2020/21 and the second report
targeted for 2022.
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Section 2
Buildings and
infrastructure

Robust investment plans are required to
address poor components and shift the
overall condition scores from poor or average
to good. While DHB buildings are mostlytin
an average to good condition, the average
scores indicate poor components, Also, in
many cases the building operability and
sitewide infrastructure are in-poor condition.

Most buildings assessed were in average to good condition. DHBs have made best
efforts to maintain their assets in the current environment of short-term planning. The
buildings have an average age of 28-50 years, which indicates they are approaching
end-of-life and are likely to have poor components within their average condition
scores. For the 31 campuses assessed, scores for mechanical infrastructure were nine
poor, 21 average, and one good. For electrical infrastructure' scores were one poor, 13
average, 14 good and two very good. Further work is needed to understand the asset
levels of service for.the buildings and infrastructure in order to compare these to the
current-state assessments. This comparison will show whether these assets
appropriately support the respective health services.

Under.the 2017 changes to the building regulations, there are now 52 buildings at
importance levels 3 and 4 considered earthquake prone. A significant number of these
buildings are currently being redeveloped at the Dunedin, Taranaki Base and Grey Base
hospitals. The 2017 regulations require that remediation work be completed by 2027
for regions with high seismic risk and 2034 for regions with medium risk, although
territorial authorities may grant time extensions. There are also opportunities identified
by DHBs and the Ministry of Health for investments to improve the components of
building operability that protect occupants through disasters. These include the quality
of seismic restraints, passive fire separation and continued work on the management
of asbestos.

0 There are electrical infrastructure scores for 30 of the 31 sites. At the time of the inspection, there was no
access to assess the electrical infrastructure at Point Chevalier.
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This section begins with the assessment approach used by the NAMP and DHBs for
this current-state analysis. Next, it reports on the mean age and condition of buildings
and their seismic integrity, followed by the buildings’ operability including seismic
restraints, passive fire separation and the presence of asbestos. The section then
reports the condition of sitewide infrastructure on 31 campuses and concludes with
schedules of cost estimates for new builds and refurbishments of different types of
DHB buildings. Further information is set out in Appendix 4.

Assessment approach

A criticality matrix was developed with DHBs to select 166 buildings and 31 campuses
for professional assessments by the NAMP team and Beca Group. DHBs self-assessed
the remaining 993 buildings using the assessment guideline and an electronic survey
tool.

Consistent methods were used to create a nationwide picture of the health estate. This
included identification of key asset components and measures for grading condition.
There is consistency between the professional and DHB self-assessments, except that
the professional data is more detailed. This ensured the task was achievable for the
DHBs. Scores were reviewed with each DHB and only-adjusted where evidence
supported this.

When making decisions on the future of critical buildings, knowledge of each
building’s ability to be operational after.an earthquake is required. The NAMP, Beca
Group and Kestral developed guidelines for DHBs to procure seismic assessments,
along with a method to produce a‘'standardised seismic rating to support comparison
of the buildings. This method was applied to assess the seismic resilience of 34
properties.

Table 2 shows the components assessed for building condition, seismic integrity and
building operability.

Table 2: Assessment components for buildings

Buildings

For buildings, information was collected on the condition, condition variability and estimated time
to'replacement for:

e building fabric (external and internal)
e mechanical, heating, ventilation, air-conditioning and plumbing

e electrical, power, lighting, extra-low voltage, lifts, fire systems.

Seismic integrity
For seismic integrity assessments are based on:

e structural integrity: earthquake safety as a percentage of the new building standard (%NBS)
from existing initial and detailed seismic assessments

e seismic resilience: a pilot study to identify seismic resilience where possible was calculated
from detailed seismic assessments
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Building operability

Building operability components affect the safety of the building for its occupants day-to-day and
through disasters. Risk was assessed as low, medium and high for:

e asbestos, passive fire separation and seismic restraints.

Scores for building operability, including passive fire separation, likelihood of asbestos
and quality of seismic restraints, are:

B ioh risk Medium risk B Low sk

Table 3 shows the components assessed for the sitewide infrastructure that connects
services to buildings. These assessments excluded the components assessed for
buildings.

Table 3: Assessment components for sitewide infrastructure

Sitewide electrical infrastructure

e Substations e Main switchboards
e Site distribution mains * Site generators (backup power supply)

Sitewide mechanical infrastructure

e Steam pipes e Storm water drains

e Heating pipes e Cold water supply pipes

e Heating plant e Hot and cold water site pipes
e Cooling pipes e Hot and cold water storage

e Cooling plant e Sewerdrains

e Medical gases

Analysis

This current-state analysis is a nationwide picture of the condition of buildings and
infrastructure, structural integrity and building operability. In this report, the graphs
show mean (average) condition scores across critical and non-critical buildings,
regardless of their age. The following factors in this assessment contribute to better
mean condition ratings.

e Compared to the professional assessors, the DHBs tend to assign lower scores that
indicate better condition to the 993 buildings they assessed.

e The building portfolio includes newer as well as older buildings. Averaging
obscures the poor-scoring outliers that are mostly older buildings.

e An average score for a building contains many components. A building with an
average score of 3.0 can comprise good and poor components, while any building
that scores higher than 3.0 has components with significant issues.

e When all the critical and non-critical buildings are included, a more even
distribution score is produced. There is more variation in scores for analysis at the
building component level.
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Table 4 sets out definitions for the condition scores used for fabric, electrical and
mechanical components of buildings and the components of sitewide infrastructure.

Table 4: Condition score definitions for building and infrastructure

Rating Condition Definition

Very good  Assets displaying no deterioration or only normal routine maintenance
required. New or near-new condition or repaired as good as new.

Good Assets displaying limited deterioration that does not affect their use or
where limited restoration has been performed. Minor maintenance may. be
required.

Average Assets that have deteriorated to a degree where maintenance is obviously

due, but not to the extent that the function is significantly impaired.

Poor Assets that need repair or renewal in the short term because their
condition is severely impacting performance. Barely serviceable, and
failure likely in the short term.

Very poor Immediate repair or renewal required. Assets have failed or failure is
imminent. May pose health and safety issues and requires urgent
attention.

Mean age and condition of
buildings

Figure 4: shows the mean age of the buildings at main campuses ranges from 28 years
at Waitemata DHB to 53 years at Southern DHB. Generally, the older the building, the
poorer its condition, and suboptimal maintenance reduces the useful life of the
building. For clinical buildings, refurbishments can be expected after 25 years and
major refurbishment or renewal after 50 years. The vertical lines show the age range for
buildings in‘each DHB.
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Figure 4: Mean age of major campus buildings for all 20 DHBs
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Figure 5: shows the mean condition scores for all DHB buildings, calculated on a gross
floor area. There are 10 with good and 10 with average scores.”" No DHBs had poor or
very poor scores. However, the average scores indicate the presence of some
components in poor condition.

Figure 5: Mean building condition scores weighted for gross floor area
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Figure 6: shows a wide distribution of mean condition scores for buildings
accommodating mental health inpatient units. There are two very good, seven good,
nine average and one poor. Many buildings had been refurbished and repurposed to
accommodate mental health units. However, as the poorer scores for CFFFP indicate,
many repurposed buildings did not have floor plans appropriate for mental health
services, which can compromise service delivery. The buildings are mostly low-rise with
fewer mechanical components and therefore easier to maintain. However, in many
cases the interiors were found to be in poorer condition compared to the mean
condition score for all the buildings. The two with very good building condition scores
are newer facilities.

" West Coast DHB was not included due the current hospital rebuild.
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Figure 6: Mean condition scores for buildings that house mental health units
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Operability of buildings

Buildings were assessed for operability, which relates to their capacity to be safe for
patients, staff and visitors. Assessments included structural integrity, seismic restraints,
the presence and condition of asbestos and passive fire separation.

Structural integrity and resilience

In 2019, the Ministry of Health requested that DHBs provide the NAMP with all their
%NBS scores for buildings where a seismic assessment has been completed. Previously,
DHBs supplied their %NBS scores only for earthquake-prone buildings. This work is
currently in progress, with 60 percent of buildings having the %NBS recorded. Scores
are not required for non-essential buildings such as garages and sheds.

The building regulations related to earthquakes were changed substantially in 2017,
which has had a-significant impact in the health sector with its large proportion of
importance level 4 and 3 (IL4 and IL3) buildings. The regulations identify buildings with
emergency departments and operating theatre suites as IL4, and these buildings are
likely to house other critical hospital services. The %NBS requirements are higher for
buildings with a higher importance level; for instance, IL4 compared to IL3.
Improvements are required for buildings that are identified as less than 33% NBS which
are classified as earthquake prone buildings. This includes buildings scored as a D or E
in the scoring below for any importance level. The timeframe for improvements
depends on the seismic risk, being 2027 for areas with high risk and 2034 for areas
with medium risk.

Figure 7: shows the completed structural integrity information for 1229 buildings. It
shows the numbers of buildings; the importance level of 1 to 4; and for each
importance level the proportion of buildings with a score A+ to E that equates to a
%NBS range.

The %NBS scores indicate that there are 52 buildings (30 IL4 and 22 IL3) with scores of

D and E, which are earthquake prone according to the new building regulations. All
affected DHBs have plans to address these requirements. Among these 52 buildings
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are those at the Dunedin, Taranaki Base and Grey Base hospitals currently being
redeveloped. The Ministry of Health will be working with DHBs to determine the most
appropriate action in relation to the small number of other buildings.

The IL3—4 buildings where there is presently no %NBS data are mostly located in areas

of low seismic risk. While the Ministry is encouraging DHBs to assess all IL4 buildings,
the building regulations allow up to 35 years for this in areas of low seismic risk.

Figure 7: Importance level of buildings and degree of earthquake risk (%NBS)

>100% NBS 67-79% NBS 20-33% NBS Not assessed
80-100% NBS 34-66% NBS <20% NBS

IL4 - Graded NBS Scores and IL3 - Graded NBS Scores and
Number of Buildings Number of Buildings
10
57
35
IL2 - Graded NBS Scores and IL1 - Graded NBS Scores and
Number of Buildings Number of Buildings

3
! 41
317
’ 35

The structural integrity measured as %NBS relates to the building's ability to protect
the life of its occupants through a disaster. The Ministry of Health will work with DHBs
to determine asset levels of service that are likely to include seismic resilience. Seismic
resilience is a different concept from %NBS. It rates a building for its capacity to
provide service continuity following a disaster. A method that uses DHBs' seismic
assessments to assess their buildings seismic resilience has been developed and is
being piloted.
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Seismic restraints

Most seismic restraints complied with the standards required at the time the building
was constructed. In some cases, there have been upgrades to retrofit modern seismic
restraints to older buildings. Overall the quality of the restraints varies, from robust
frames to secure heavy equipment such as water storage units, to similar units poorly
secured with limited restraint. These issues were identified through the joint DHB and
NAMP assessments and the Ministry of Health will seek plans to improve seismic
restraints.

Figure 8: shows the risk levels of seismic restraints as a proportion of buildings, with

39 percent low risk, 20 percent medium risk, 10 percent high risk and 31 percent not
yet assessed.

Figure 8: Risk levels of seismic restraints as a proportion of buildings
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Presence of asbestos

Many DHBs are managing significant levels of asbestos present in buildings, including
maintenance of an asbestos exposure register and reports to WorkSafe New Zealand.
There are special procedures in place to protect building occupants and the most
significant issues relate to the friable asbestos lagging of pipes.

In cases where there were significant issues, the previous and planned work to remove
asbestos was discussed with the DHB. Asbestos is generally managed through isolation
and encapsulation, with removal where necessary. Removal can be difficult where pipes
are in constrained areas or pass through walls. Moderate asbestos is usually
encapsulated.

Figure 9 shows the risk levels for presence of asbestos as a proportion of the buildings,

with 39 percent low risk, 20 percent medium risk, 10 percent high risk and 31 percent
not yet assessed.
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Figure 9: Risk levels for presence of asbestos as a proportion of buildings
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Passive fire separation

Active fire protection systems include alarms and sprinkler systems that are subject to
regular building warrant-of-fitness procedures with local government, so were not
included as a specific assessment in this report.

Passive fire separation is usually evaluated against the standards in place at the time of
the building’s construction. This assessment focuses on the current issues, rather than
performance against previous standards. In many cases, passive fire separation has
been compromised by poor practices around the installation of new technologies, such
as cabling.

DHBs have advised the Ministry of Health that controls are now in place to ensure that
fire cells are not compromised by new T installations. There have been problems with
holes drilled through walls to feed cables that were left unsealed or sealed with non-
fire-resistant sealants. Unsealed holes enable smoke and flames to spread through
buildings, compromising passive fire separation. In many cases, DHBs have remediation
programmes that are expensive and time consuming already in progress.

Figure 10: shows the risk levels for passive fire separation as a proportion of the

buildings, with 52 percent low risk, 16 percent medium risk, 11 percent high risk and
21 percent not yet assessed.
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Figure 10: Levels of risk for passive fire separation as a proportion of buildings
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Combined condition and operability

Older buildings generally have accumulated issues at the component level, poor %NBS
scores, and may have operability issues. Tables 5 and 6 show extracts from the HART
tool. From the left, is the building name, gross floor area, year built, mean condition
score, building component score, seismic integrity and building operability. The
building components include fabric, electrical and mechanical. The seismic integrity
includes the graded NBS score and importance level. The building operability includes
risks for passive fire separation, presence of asbestos and seismic restraints. Table 5
also shows the number of facilities.in the building that were assessed for clinical facility
fitness for purpose (CFFFP) and the'mean score achieved on the nine CFFFP design
principles.

Table 5 shows all buildings housing clinical services that have poor condition scores.
For this group of 24 buildings:

e construction dates range from 1946 to 2011, with many built in the 1970s and
three that have previously been refurbished

e 62 percent of the building components were poor
o graded NBS scores range from a good A+ score to a very poor E score

¢ 11 had CFFFP assessments on some facilities with scores from average to very
poor.

The buildings house a range of services, including for the acute care pathway, clinical

support departments, outpatients, child services, mental health and aged care. Some of
the larger buildings such as at Grey Base Hospital are currently being redeveloped.
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Table 5: The 24 buildings housing clinical facilities with poor condition scores

Building name

NMDHB Nelson George Manson

W1tDHB Waitakere Special Care
Baby Unit

CDHB Ashburton Laboratory and
Pharmacy

CMDHB Otara Tamaki Oranga

CMDHB Otara Spinal Unit

HBDHB Hastings Laboratory

SDHB Wakari Helensburgh

WtDHB Mason Rata

WtDHB North Shore Geriatric

WCDHB Buller Medical

ADHB Point Chevalier Buchanan

CDHB Christchurch Riverside

Year built

1960
1964
1990
1970

1974
1983
1955/2012

2000

1972/1999
Wards 6A
and 11)

1973
1980

Gross floor
area (m?)

6,863

3,899

752

509

5,632
891
5,623

1,465
8,437

Mean
condition score
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IL4
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IL3
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Building name

NDHB Whangarei Child Health

SCDHB Timaru Clinical Services
East

SCDHB Timaru Clinical Services
Main

SDHB Dunedin Child Pavilion

TarDHB Clinical Services

WCDHB Grey Main

CDHB Ashburton Radiology and
Patient Records

CDHB Hillmorton Forensic
Mental Health

CCDHB Wellington Grace Neill

NDHB Whangarei Surgical

NDHB Whangarei Te Roopu
Kimiora

NMDHB Wairau Main

31

Year built

1986

1976

1976

1945

1968

1990

1999

1980
1956

1977

2011

Gross floor
area (m?)

173

10,151

4,482

7,510
15,000
693

2,888

17,630

Mean
condition score

Fabric

266

Building

component scores

Electrical

Mechanical

Seismic @,va

NG
és

Importance
level

IL2

IL4

IL4

IL3

IL4

IL3

IL4

IL3
IL3

IL2

IL4

Clinical facilities fitness-for-

purpose
Mean Number of

CFFFP score  facilities assessed
for CFFFP
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Table 6 shows the eight buildings with the worst mean condition scores. This includes six buildings that house support functions such as plant rooms,
workshops and kitchens and two buildings that house clinical services located at Nelson Marlborough DHB and Waitemata DHB. The results show:

e almost all components were poor
e two are classified as earthquake prone with a score of D, four were average with a score of C and for two the scores were not applicable
e operability scores varied

e date of construction ranges from 18912 to 1972.

Table 6: 10 buildings with the poorest condition scores

DHB Year  Gross floor Mean overall Building \/ ‘Seismic integrity Building operability
Building name built area (m?) condition score component scores
Fabric  Electrical @?avl Graded Importance Fire Likelihood of Seismic
NBS scores level separation asbestos restraint
O issues issues
ADHB GLane B5 1906 o« Bl
ADHB GLane B6 Costley 1891 -- IL2
NM Tapawera House 1962 - IL2
WtDHB Waitakere Woodford Hse 1972 -- IL2
NMDHB Wairau workshop 1950 -- IL2
NMDHB Nelson George Manson 1960 -- IL4
HVDHB Kitchen 1942 -- IL2 medium medium medium
WtDHB Waitakere SNBU 1964 2.8 - IL2 Medium _

12 Costley Home, a New Zealand heritage-listed building.
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Sitewide infrastructure

Sitewide infrastructure is critical for the continuity of hospital services. Plans for this
infrastructure must include support for future campus development. Significant issues
were found in the professional assessments of sitewide infrastructure on 31 main
hospital campuses. This includes electrical systems and pipes at or near end-of-life. The
assessors noted that these issues can be overlooked in plans for the replacement and
refurbishment of hospital buildings and are not visible to the public.

In general, DHBs have maintained their sitewide infrastructure to supply medical gases,
water, sewer pipes and electricity. However, electrical infrastructure upgrades are
difficult to manage because hospitals are continuously operational. Assessors noted
some suboptimal partial upgrades due to problems taking the electricity supply off-
line. Other difficulties relate to the lack of skilled people and replacement parts for
repair of old infrastructure to a good standard, such as Pyrotenax cabling. There are
also cases where DHBs have constructed new buildings on infrastructure that was
nearing its end-of-life.

Many of the boilers were old, of suboptimal design, or converted from oil to gas with
low efficiency. Coal-fired boilers should be phased out to reduce CO2 emissions. There
are more effective options to replace reticulated steam that operate at point-of-use.
Many chilling systems are old, use refrigerants no longer in production and are harmful
to the ozone layer. These systems should be replaced and the old refrigerants safely
disposed of.

Some pipework is at the end of its economic life, with many valves that need to be
replaced. A programme of certification could be used to minimise health service
disruption from these faults. Several sites reported issues with pinholes in copper water
pipes that relate to low-grade copper and changes to water treatment practices.

Figures 11 and 12 show the mean scores for the professional assessments of DHB
sitewide infrastructure, including 30 campuses for electrical and 31 for campuses for
mechanical. The graphs cover sitewide components like pipes and cabling that connect
services to buildings. The mechanical and electrical components within buildings
formed part of the building condition assessments. Campuses vary in their complexity,
for example mental health facilities do not require medical gases to be piped sitewide.

Figure 11: shows the mean condition scores for sitewide electrical infrastructure at 30
campuses, with one poor, 13 average, 14 good and two very good.
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Figure 11: Mean condition for sitewide electrical infrastructure at 30 campuses
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Figure 12: shows the mean condition scores for mechanical sitewide infrastructure at
31 campuses, with nine poor, 21 average and one good.

Figure 12: Mean condition for sitewide mechanical infrastructure at 31 campuses
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The poorest mean scores for both electrical and mechanical sitewide infrastructure are
at Palmerston North Hospital, Wellington Regional Hospital and Hillmorton Hospital.
More details of specific issues are identified by campus in Appendix 4.

Cost estimates

Quantity surveyors Rider Levett Bucknall developed cost estimates per square metre
(m?) for replacement and refurbishment of different building types, to support analysis
of future investment. This provides an indication of like-for-like replacement or
refurbishment and will support consistent cost estimates for investment scenarios.
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More detailed estimates will be required at the business case and project stages.
Tables 7 and 8 set out these cost estimates.

Included in these estimates were:

e construction costs

« an allowance for siteworks and landscaping (new build)
« an allowance for infrastructure (new build)

o design and construction contingency

e professional fees

« furniture, fittings and equipment

o future escalation in costs during design

e project contingency.

Excluded in these estimates were:

« demolition of existing structures

» remediation of contaminated ground

e ground improvement

e land costs

o development contributions

o specific flood remediation requirements

 sitewide infrastructure

e IT requirements beyond those included in construction costs
o future cost escalation for commencement beyond 2019
e DHB internal project and direct management costs

e car park structure and GST.

Refurbishment costsare for building interiors only and exclude resolution of existing
compliance issues.

The costings in Tables 7 and 8 assume a hypothetical completion date that ranges
from 2021 to 2028.
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Table 7: Health facility new build cost estimates

Cost estimates

Building type per m?
Tertiary hospital $13,250
Secondary hospital $10,000
Community hospital $7,500
Administration B grade $5,500
Industrial $2,000
Mental health $10,000
Forensic mental health $12,000

Table 8: Health facility refurbishment cost estimates

Building type & extent Cost estimates
of refurbishment per m?
High technical extensive $8,500
Medium technical extensive $6,000
Low technical extensive $4,000
High technical moderate $6,00(;
Medium technical moderate $74,0070
Low technical moderate A\ $2,500
High technical minimal N $750
Medium technical minimal X $500
Low technical minimal Q) $500
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Section 3
Clinical facilities’
fitness for purpose

Seventy-five clinical units in older buildings
were assessed for CFFFP across five services.
Many units were undersized and achieved
pOOr scores against the nine design-principles,
particularly among the mental health and
intensive care units.

The assessments looked at how well clinical facilities in older buildings perform
compared to the design guidelines for.new facilities. Over the last 25 years, guidelines
for the sizes of rooms, layout and available therapeutic spaces have changed. Older
units were not expected to meet the current guidelines. However, the findings about
their 'relative’ performance can inform conversations with DHBs about improvement
strategies and the national-priorities for investment plans.

The Australasian Health Facility Guidelines (AHFG) are used to inform the design of
health facilities in New Zealand. The Ministry of Health’s new Health Infrastructure Unit
will develop additional guidance for the design of new buildings and renewal of older
facilities.in the New Zealand environment.

The assessments included five clinical services in older facilities: around half of the
acute mental health units, emergency departments, operating theatre suites and
intensive care units nationwide and a small sample of the oldest inpatient units at 13
DHBs. Each assessment included the unit’s layout, size, physical aspects and use of
space and also considered how well it supports the model of care. For each of the five
services, a unit located in a newer building was also assessed. The five newer units were
expected to achieve better CFFFP scores.

Further work with DHBs is required to consider options to improve seven mental health
units, three emergency departments, five operating theatres suites, five intensive care
units and eight inpatient wards. Options could include a combination of changes to
models of care, strengthening other services in the workflow, unit refurbishment and
renewals.

37
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This section begins with the approach for assessment. It then outlines the findings for
mental health units, emergency departments, operating theatres, intensive care units
and inpatient units.

Assessment approach

The CFFFP survey was developed in 2019 to assess New Zealand hospital units for how
well they support their model of care and align with the Australasian Health Facility
Guidelines. Assessments considered unit performance against nine clinical design
principles:

proximity of the unit to external clinical and clinical support services
appropriate co-location of key functions and activities in the unit

ease of access within the unit

adequate size and layout of key patient spaces

layout of space to facilitate staff communication and patient observation
support of audio and visual privacy

management of infection control

reduction in medication errors

physical security.
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A further aspect of the units’ fitness for purpose is their size. The AHFG was used to
develop a benchmark size for each type of clinical unit. Guidelines have changed over
time. Therefore, older units were expected to have poorer scores when compared with
these benchmarks.

Table 9 shows that the assessment included around 50 percent of the acute mental
health units, intensive care units, operating theatre suites and emergency departments
nationwide. A typical inpatient unit was selected from an older ward block at 13 DHBs.
Forensic mental health units were excluded from these 2019 assessments due to
complexities with access. For each service, a control unit in a newer building was
selected for comparison.

Table 9: The 80 units assessed for CFFFP

Type of unit Number Sample size Number of DHBs
Acute mental health 24 Around 50% nationwide 17
In})atiént units 20 Small 13
]nt;nsive care units 10 Around 50% nationwide 10
General operating theatre suites 15 Around 50% nationwide 13
Emergency departments 11 Around 50% nationwide 11

Assessments were piloted at the Nelson Marlborough and Hawke's Bay DHBs, then
implemented at the remaining 17 DHBs." In each case, assessments were completed in
collaboration with charge nurses and key clinical staff.

'3 Wairarapa DHB did not meet the criteria for inclusion because all its clinical facilities are in newer
buildings.
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For each unit, the analysis includes a total score on the nine clinical design principles,
performance on gross floor area and a summary of the themes identified in the survey
observations. Table 10 