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Clinical and Operational Impact Statement — Executive Summary

This is an assessment of potential clinical and operational risks presented by Value
Management (VM) Option 4.2. This was the option presented to clinical users in the week
commencing 22 August 2022, preserving as much existing design and clinical capacity as
possible within a reduced footprint, whilst achieving a net saving of $100 million. Since
then, further refinements to the design have been incorporated in Option 4.3.

In"addition to expertise from those already involved in the project, Southern has carried out
a week'efiuser engagement to enhance feedback and communicate the situation in an
open way to/our teams.

Specific risks paosed by the changes in Option 4.2 and Option 4.3 are discussed in chapter
format.

There is danger in fo€using on solving these ‘obstacles’ to achieve a solution when the
greatest risks are the-VM-process itself. The nature of the VM work increases whole of
life costs, shifts costs to other‘capital and operational Health New Zealand budgets, and
introduces operational and programme uncertainty and risk.

1. Overarching risks related to process and timeline

It has taken four years of careful planning tofaghieve the current design. Undoing this in
as many months carries significant reputational, eperational and clinical risk.

This has been a rapid, high-level assessment. Withoutradequate time to dig deeper, there
will be unknown impacts including unknown costs thatwe, the project, will become
committed to resolving. Changes have been presented’at' departmental level. As such,
whole-of-hospital effects have not been scrutinised and require further detailed analysis.

Impacts may compound each other. For example, shelling a logistics lift, combined with
redistributing workspace, may increase demand on the clinical lifts,

2. Shifting costs

A full operational cost impact analysis for each proposed change could not be“performed
although the savings will commit Te Whatu Ora to other costs that will, across the life’ of
the investment, greatly exceed the proposed savings

Short-term savings realised through redesign could unintentionally increase long-term,
future operational costs. Where possible, we have costed this, detailed in the document.
In most cases, this is unknown. Despite this, we are confident in our assertion that the
whole of life OPEX costs well exceed the CAPEX saving.

Moving services (full or partial) out of scope of the NDH still requires a facility to be
provided with capital expenditure, and unknown operational costs and impacts.
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3. ‘Deep dives’ at regional and national level are required

Due to the tight time frame for providing feedback there has not been the opportunity to
undertake "deep dives" into the clinical impacts of certain aspects of VM Option 4.2.
Some of these require regional or national direction.

Examples include:

a. The impact of space reduction allocated to Pathology services will require an in-
depth study of the requirements for delivery of a two+ site pathology service.

b... The proposed changes to Mental Health Services for Older People (MHSOP)
Unit will require a regional study into a new model of care approach for delivery
of this service.

c. National strategic direction for provision of PET-CT.

d. Regiomaliplanned care provision.

Without this due diligence, Te Whatu Ora Southern are unable to provide confidence
that all potential risks associated with Option 4.2 have been adequately identified.

4. Risk of not achieving savings and the true calculation to consider

Te Whatu Ora Southern clinical and operational team has not been provided with a
detailed breakdown of the costs; in particular the costs incurred to achieve the net saving
of $100 million.

Further to this, the net saving considers the direct’programme costs, but does not include
the downstream impact of deleting, or reducing, the prévision of certain services. Capital
and operational costs will be incurred by providing sewices.such as MHSOP, Pathology
and PET scanning off site.

Over time these costs could, substantially if not completely, eaneel out the savings that
have been made through this VM process.

The reality of this result, and the inherent risks in the equation, maysmake Southern’s
earlier proposal to retain current design and stage fit out of facilities appealing (see
appendix 1).

5. Equity and co-design

The recent Health New Zealand reforms aimed to improve equity of access to care,
particularly for groups that have not been served well by the health system in the past,
contributing to poorer health outcomes.

Mana whenua have been invited to share their initial views on the VM proposal under
consideration, with a Co-design Hui held on 1 September. Southern would welcome mana
whenua’s opportunity to fully detail the impact of the VM from their perspective.
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It should also be noted, that to our knowledge, Te Aka Whai Ora has not been bll:’l)é%ecyor

consulted regarding the VM Option 4.2 or 4.3. We would strongly recommend this crucial
step is initiated without delay to ensure that an equity lens is applied to any change,
especially where capacity is reduced.

6. Te Whatu Ora Southern has engaged in good faith

Te'Whatu Ora Southern has engaged in good faith, with assurance that no decisions have
been made, and that there will be transparent flow of information through all governance
and decision-making levels that details impacts beyond a simple capital project level.

There is an expectation that any rework would include progression of the Clinical
Leadership Groudp’s recommendations on additional positive pressure capability to three
existing inpatient bedrooms and extension of dialysis supply water in the medical HDU.

7. Delivery of expected benefits

In determining clinical and operational impacts, Te Whatu Ora Southern has considered
whether the NDH under Option 4.2 and"Option 4.3 can still deliver expected benefits as
outlined in the 2021 Detailed Business Case (DBC).

Where opportunities for improving design’and/or function have arisen in Option 4.2 or
Option 4.3 these are noted in each chapter.

DBC Benefits Framework:

1. Better health outcomes — efficient care, improved quality, improved experience.
2. Improving efficiency - better layout, reduced delaysdoing more with a given
resource.

Improved patient safety and experience — avoiding harm{ @nhanced recovery.
Improved experience for staff — engaged staff, improved fetention.

5. A more resilient system — avoiding the risks of ‘do minimum?.

s
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Proposed Changes linked to Benefits at Risk and overall Risk Assessment

Benefits

Chapter Proposed change at risk

Deletion of 24-bed MHSOP Inpatient Unit

2 Reduction of 35 med/surg inpatient beds

3 Deletion of Logistics Building

Change in logistics strategy Amber

Remoyal of two logistics lifts (partially addressed in Option

4.3)
4 Deletion of‘pavilion building Amber | 1,2,4,5
Distribution of workspace and staff amenities within Amber

Inpatients Building with Ground Floor Area reduced by 10%

Reduction of supplied waorkspace by 1000m? (cold shell) -

5 Deletion of two theatres fropt séope Amber [ 1,5
6 Deletion of PET CT from scope. Amber | 1,4,5
7 Onsite pathology services reduced toacutesclinical functions | Amber | 2, 5

only (fit not yet tested).

8 Impact on pandemic response Amber [ 1,5
9 Deletion of pharmacy aseptic production unit Amber | 2,4
10 Reduced resilience and redundancy in backup systems '\Amber 3,5
1 Impact on functional relationships within NDH and Site I@ber 1,2
Masterplan
12 Reputational risk and impact on user engagement Am:z 3
Risk rating key:

Red: Highly likely to have a major impact on the expected benefits of the project with no significant
mitigations identified

Likely to have a significant impact on the expected benefits of the project but may be able to be
mitigated at least in part with further design and/or operational work

Likely to impact on the expected benefits of the project but mitigations identified to manage this risk
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Appendices

1. Te Whatu Ora - Southern, interim guidance on VM optimisation options
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Appendix 1: Te Whatu Ora Southern interim guidance on VM options

Memo

To: Helen Telford, Senior Responsible Owner, NDH Project
Tony Lloyd, Programme Director, Te Whatu Ora - Infrastructure and Investment
Group

From: Hamish Brown, Interim District Director, Te Whatu Ora — Southern

Bridget Dickson, Programme Director, Te Whatu Ora - Southern

Copy to: Sheila’Barnett, Clinical Transformation Group (CTG) Chair, Te Whatu Ora —

Southern
Pete Hodgson;, Local Advisory Group (LAG) Chair
Peter Bramley, Regional Director Te Whatu Ora - Te Waipounamu

Marcus Read, Desigh Director, RCP

Date: 5 August 2022

Subject: Te Whatu Ora — Southern Leadership Team Interim Guidance on Value

Management Options

Purpose

1.

This memo provides interim guidance from Te Whatu‘Ora +#*Southern district leadership team
following an initial briefing regarding the value managementsoptions under consideration by the
New Dunedin Hospital (NDH) project.

Background

2.

Te Whatu Ora — Southern district leadership team were provided a briefing on 25 July 2022 to
the value management (VM) optimisation process currently underway in”the)New Dunedin
Hospital (NDH) project due to the extraordinary cost escalation pressures.

Southern leadership team have been previously briefed on the Southern ‘offerings’ tabled-as part
of the current VM process.

Option 1, option 2.1 and option 3.1 (dated 15 July 2022) were presented at a high level with
particular focus on the proposed changes to scope compared to the Cabinet approved Detailed
Business Case (DBC).

Other significant clinical and operational implications were highlighted, including the proposal to
descope Mental Health Services of Older People down to a small acute footprint, reduce clinically
facing workspace, reduce or delete the pathology laboratory, and stage PET scanner.

It was noted that the options are still a work in progress (WIP) so the full clinical and operational
impacts could not be discerned.
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7. Appropriateness of functional adjacencies, as defined in the functional design briefs, ang%pact

on patient, staff, emergency response, logistics and tupapaku flows were not discussed as the
schemes have not sufficiently settled. Any option that deviates from the current scheme requires
careful consideration to ensure that the previously agreed adjacencies and flows remain intact
to enable a fit for purpose hospital.

Southern Leadership Team Guidance

8y Southern leadership team notes the pressure on the Health Capital Envelope nationally, further
exacerbated by current global condition

9. "Recommended option is to build as scoped, together with the savings put forward by
Southern. The NDH scope is based on detailed modelling, including benchmarks where
available }Jahd meets the healthcare needs of the Southern Community while maximising
operational efficiency. The agreed DBC scope contained high efficiency assumptions that
informed the bed numbers.

10. It is Southern’s strongropinion that any scope reduction of any form is ill-advised. It will increase
ongoing operational’ costs, reduce clinical functionality, decrease the likelihood of us realising the
patient flow and efficiency, benefits of the NDH, and lead to higher costs in the medium- to long-
term for Te Whatu Ora

11. As one example, the reductiop’ in bed numbers associated with option 3.1 (56 less beds than
DBC) results in a medical-surgieal bed number (192 beds) that is below the current Dunedin
Hospital level (227 beds). For total inpatient beds using the OECD number of hospital beds per
1000 people, option 3.1 is 2.34 beds/1000.people using 2028 projected population of Southern
compared to the New Zealand national figure.in 2021 of 2.67 beds/1000 people.

12. With any scope reduction, there is risk that the NDH will not realise the benefits of the investment
as described in the DBC, nor satisfy the investment objectives upon which the DBC is built.

13. Te Whatu Ora - Southern has considered alternative funding options as a substitute to
implementing the full extent of the proposed VM. Support_services suited to a logistics type
building would be worthwhile considering under third pafty’contract arrangements. These have
not been developed to any meaningful extent at this stage. They require a feasibility study to
better understand the benefits, risks, and long-term financial impaét.

14. Reputational damage and impact on trust established with users and_the public requires careful
consideration. Redesign with clinical users will be required, with risk-of fatigue and frustration,
risking the quality of the end product. The project is a flagship for health- within New Zealand as
the first Greenstar digital hospital. The local community, including mana whenua, are well
informed and engaged with the project.

15. At this point, key staff have been respectful of the sensitive nature of these discussions. As time
progresses, we note the risk increases that this sensitive information is more widely known.

16. As time progresses towards a solution, we are incurring significant redesign fees and cost
escalation that, in turn, further pressure the budget requiring further savings.

Te Whatu Ora — Southern Recommendations

17. Te Whatu Ora — Southern recommends building NDH as scoped within the business case signed
off by cabinet on 19 April 2021, together with the savings put forward by the Te Whatu Ora -
Southern.
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18. If further cost savings are required, Te Whatu Ora — Southern proposes: ocument

a. Further exploration and feasibility studies for the option which largely preserves
scope aligned with the DBC.

b. A feasibility study into third party funding of the logistics building housing support
functions such as the kitchen, pathology or distribution centre.

19. For all options presented to the Ministry, the degree of deviation from the DBC, feasibility of
achieving savings, costs to achieve, delay to programme, and magnitude of the clinical and
operational impacts must be made explicit.

Next Steps

20. Te Whatu ©ra~, Southern PMO and CTG members continue to consider and work through
clinical and operational implications of the options with key staff in preparation for drafting the
clinical impact statement once the schemes have been sufficiently developed. Of note:

a. Dedicated sessiorr with Mental Health Directorate senior leadership on 10 August to
provide an initial briefing regarding the impact of reduced beds in NDH.

b. Identify the operational’costs of third-party providers being delivered off site (pathology).
c. Further understand the impaet onyplanned care with reduced theatres and inpatient beds.

d. Complete modelling to understand¢the inpatient beds/1000 population for Southern
compared to New Zealand and OECD.and WHO figures.

21. The impact of reducing clinical capacity on equity-goals set by Te Whatu Ora and Te Aka Whai
Ora for Southern needs careful consideration, noting’the disproportionate impact on Maori and
other underserved communities of reduced healthcare capacity.

22. Te Whatu Ora — Southern leadership team request a“further briefing once the schemes have
settled, with detailed analysis of cost savings for each” gption versus cost to achieve and
programme impacts.

10
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Chapter 1: Deletion of 24-bed Mental Health Services for Older People

Inpatient Unit

Summary of changes

The proposed deletion of the 24-bed Mental Health Services for Older People (MHSOP)
inpatient unit on LO6 will reduce the capacity in the Detailed Business Case by 21 MHSOP
inpatient beds plus three medicine beds. This will reduce the New Dunedin Hospital (NDH)
projectiovernight bed capacity from 410 beds approved in the Detailed Business Case to
386 beds.) The proposal assumes maintaining an acute MHSOP footprint in one of the
retained inpatient units with a consequence of reallocation of overnight bed capacity from
the collocated service to MHSOP.

Key risks

e Significantly reduced’access to acute MHSOP bed capacity within NDH will most likely
contribute to reduced patieft flow and potential bed block in Emergency Department
and inpatient units.

e Compromised patient outcomes and.patient and staff safety compromised without
adequate access to acute MHSOP bed.capacity in safe and purposely designed
facilities with appropriately trained staff;

¢ A value management-driven decision‘te’reduce inpatient bed capacity without a clear
and evidence-informed MHSOP model of-care to reference in Southern and Te
Waipounamu.

Explanatory notes

“It is widely accepted that mental health services for older pedple,should develop in
tandem with geriatric medicine services given the inseparable relationship between
physical and mental health” (1, p.20). This statement echoes Te Whare Tapa Wha health
model where the four cornerstones of wellbeing need to be considered simultaneously
when an individual is accessing healthcare.

The continuum of care for older people with complex co-morbidities presenting acttely to
secondary care cannot be compartmentalised into distinct and defined services or
departments where physical and mental health specialities are separated by any distance.

It is acknowledged that primary and community health services are pivotal in supporting
older people. However, the last 1000 days of a person’s life (3) is often peppered with
compounding impacts of physical and mental co-morbidities, including frailty. Swift access
to secondary services is paramount to ensuring quality of life and prevention of
complications. Supportive primary care and community models are vital but do have
limitations in acute and crisis management in the care of an individual patient. Therefore,
access to acute inpatient beds in a secondary hospital are an essential part of the model
of care for older people.

11
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A recent review from Ireland recommends 8 MHSOP beds per 30 000 population >65
years (1). Using this recommendation, acute inpatient beds for MHSOP in NDH in 2028
projected as 20 beds with a Southern population of 75,800 and in 2038 as 24 beds with a
Southern population of 92,600 (4). It should be noted that the district and regional model of
care for MHSOP under Te Whatu Ora has not been defined, and therefore the spread of
secondary inpatient MHSOP beds has not yet been identified. At this point, the Southern
district population would indicate up to 24 beds by 2038. The split, if any, between
Dupedin and Invercargill secondary hospitals would need to be driven by the model of
care.

For patients’at higher risk of harm to themselves or others, acutely distressed and/or
agitated, accammodation in standard inpatient units poses significantly increased risk of
harm and adverse outcomes and would not meet any modern expectations of a safe
standard of care. To ensure the safety of patients and staff, mental health design
principles are imperative/(5).

The reduction of 24 inpatient béds in NDH compared to the agreed Detailed Business
Case capacity will ultimately contribute to patient flow issues as acutely admitted older
persons with specialist MHSOP ‘eannot.be accommodated in the reduced acute bed
capacity and therefore are accommadated in general inpatient units or Emergency
Department. We know this occurs within,Seouthland Hospital which does not have
dedicated MHSOP inpatient capacity and’reSults in poor outcomes for patients with
psychogeriatric issues. Replicating this model in NDH would result in a serious risk profile
for the individual patient, whanau and the hospital,

The clinical expertise of MHSOP staff is relied upon {0,8upport other inpatient services with
complex patients, for example patients with delirium, cognitive impairment and acquired
brain injury. There is “consistent evidence that specialist dld;age psychiatry consultation
and/or liaison services can improve the quality of hospital cafe #educe length of stay,
improve uptake of recommendations, improve identification of délirium, reduce carer stress
and improve patient satisfaction with care” (2). If MHSOP were to telocate off site, the
team would need to be expanded if it were to be providing consult liaison.into NDH. The
current model enables greater efficiency of scarce clinical resources by integrating
inpatient and consult liaison functions within MHSOP.

Older people with mental illness are more likely to experience social and physical h€alth
issues (6). Internationally there is a trend of increasing demand on acute psychogeriatric
use of services. There is growth in multiple areas including but not limited to addiction,
dementia, disability and suicidal ideation.

12
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Further information or investigation recommended

Determining the number of acute inpatient MHSOP beds in NDH would require a
working group to develop a detailed Te Waipounamu regional MHSOP model of care
lead by Te Whatu Ora, in partnership with Te Aka Whai Ora. This is as an opportunity
to provide contemporary MHSOP care but needs to be centred around patient need
rather than a NDH cost saving exercise.
- In addition, the working group would need to identify the risks to patient safety
and outcomes if care cannot be accessed in a timely and appropriate manner in
NDH with a reduction in inpatients beds from those endorsed in the Detailed
Business Case (21 beds).
- Initial’key regional and national leads who have knowledge and expertise to
contribute to this workstream have been identified.
- No clear prapdate or working group Chair has been identified.
- No clear funding path or timeline for this workstream has been identified.
- Southern has'underdeveloped primary and community services. Investment will
need to significantly increase in these services to compensate for a reduction in
inpatient beds.

Burwood Hospital in Christchurch’has the older person’s geriatric medicine inpatient
unit alongside the MHSOP inpatient-unit. Burwood Hospital is not the acute tertiary
admitting hospital in Canterbury but has many elements of an acute hospital such as
access to imaging and 24-hour medical cover.

A potential mitigation to reduced MHSOP beds/n NDH is to consider an alongside
purpose-built facility on the Health Precinct. This would provide close at hand access to
imaging and ability for clinicians to cross consult withinsWalking distance. This
alternative location for MHSOP inpatient beds would have significant capex
implications plus additional operational implications of patient.and staff transport.
However, ground floor design aspirations with connection to_the outside green spaces
may be able to be achieved.

If a smaller amount of MHSOP capacity was to be retained within reduced total
inpatient bed numbers, these beds would need to be designed specifically for the
needs of older mental health patients (i.e. have sufficient space to accommodate
agitated, distressed and ambulatory patients).

13
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Summary impact statement

Any change to the NDH Detailed Business Case capacity for acute inpatient beds for
mental health services of older people cannot be supported until a point in time when there
is a blueprint for the future and evidence-informed model of care across the district and
region. Te Waipounamu region of Te Whatu Ora does not have a detailed and
camprehensive model of care for mental health services of older people, nor does it have
asclear strategic investment pathway. There are obvious differences between the two large
districts of Canterbury and Southern in terms of provision of community-based specialist
and NGQ’service provision, with Canterbury offering a much more comprehensive range
of supports aCcording to psychogeriatricians familiar with the two centres. Supportive and
enabling primary care and community health services are essential — acknowledging there
is work to be dene-in this space too - but access to acute secondary services for patients
with complex comeérbidpresentations and crisis management will ultimately always be
required.

It is critical that the four dimensions of health - taha tinana (physical health), taha wairua
(spiritual health), taha whanaa (family health) and taha hinengaro (mental health) - for
older people can be delivered inunison and partnership between mental health services of
older people and geriatric medicine to"enable quality of life for them and their whanau. The
development of an alongside inpatient unitfor mental health services of older people in the
health precinct is possible but would come’with substantial capital costs and additional
operational costs.
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Chapter 2: Reduction of 35 Adult Medical/surgical Inpatient Beds

Summary of changes

Reduction of inpatient adult general medical/surgical beds on opening by 35 by:

e Shelling a 32-bed ward, and:

e _“Rermanent loss of 3 beds from the associated deletion of the Mental Health Services

fof Older People (MHSOP) ward.

Physical Current
number-of resourced
med/surg bedss number of

med/surg beds

2017 2022 2022
227 234 224
Key risks:

Projected demand NDH VM Option
(Sapere) DBC 4

(High efficiency

assumed)

2028 2035 2038 2028 2028

212 239 252 235 200

e Fundamental and significant change of scope from DBC

e Critical loss of bed capacity leading to a sustained and high risk of patient harm
e significant impacts on planned care, and operational failure

e Failure to realise all five expected major Benefits'of the DBC

e Failure to achieve all five Investment Objectives of the' DBC

e Clinical and public backlash
e Reputational risk for the project

15
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Explanatory notes:
1. Southern provides fewer beds per head of population than the NZ average
. e NZ sits below the OECD and
/9 # beds / capita WHO averages (all inpatient
@ 4:50 beds).
/ézz —_ e Southern sits below the NZ
a0 : average.
§ s — — With all NDH beds retained,
2.33 251 234 the supply of inpatient beds in
Southern approaches the NZ
average.
o With VM option 4, as
2021 0ECD 201 JMWHO 2021NZ 2021 SDHB 2028 NDH 2028 NDH proposed, Southern remains
Median Austfa'ia%s) pac 4 well below the national NZ
({, benchmark.
Fig 1. Number of beds per 1000 h?gkf population.

2. Dunedin Hospital currently o@at ith high occupancy and bed block

Dunedin Hospital Medical / /' _
Surgical @Erecommend a maximum occupancy of
Row Average of uideline 94, Bed Occupancy, 2018).
Labels Occupancy /
2013 96.60% | * Bed ?) cy above 85-90% leads to
2014 97.17% o Increa nd 30- day mortality.
2015 98.02% o Increased ital acquired infection.
2016 98.87% o Increased le f stay.

017 o Increased readmission rates.
2017 99.72% | o Delays in admissi D patients.
2018 100.56% /)
2019 101.41% e Bed occupancy above 8 ds to:
2020 102.26% o Regular bed shortages
2021 103.11% o Periodic bed crises &VO

Fig 2. Dunedin Hospital Medical/Surgical bed occupancy.
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No of Cancellations
8/29/2022
3 9 5 42 2 Refreshed Date
Cost No of Cancellations
Cost of Cancellations. No of cancellations by reason
034M  gasm
ward Block [ <
s.mfn‘aw I ""I 3"’3““ Acute Priority 341
0.07M a0 l 004M coviD 205
| l : l . - Not enough List Time 156
> P # o o 7 Patient Unfit | 151
i S @ : S B o Lk S CU Block 149
Patient seif cancelled 7%
CW and No of Canceliations by Speciality Strike &4
W B Noo 5 0L Black “ '« Ward block (i.e., no
Surgeon Sickness or U.. &% . L 4
= Surgery o required 3 available bed) is the top

Equipment / Environ... [l 2 reason for cancellation of
Nursing Shortage 21

: Patient didn't stop tak... [l 15 elective surgery in
Patient not fasted k] Southern.
O (Blank)

1 -
a7 142 Needs clinical review

Patient not worked up

]
6
B * Each cancelled case costs
68 g3 Patient needs tests pri... | 3
8 ga . . $9363
2
2

49
w- p /‘] Patient not suitable fo... | 3
1617
- -J L S L TR Booked to D5U in error
. — —— —

Cancelled as required ...

n

Onho Generdl Urology ENT  Gynoe Vascular Plag Mafa Cardisc Denta (information from Operational Services,
Surgery 0 ‘.Southern). = 300 £0

Vd
Fig 3. Reasons for cancellation of elec@sur ery in Southern 2020 — 2022

3. The situation will get worse, not bettf ‘mographic change (ageing) will drive higher
case weight events and length of stay uthern.

45%

/4
40% O
35% /6/‘

30% B
25% ;

== Discharg

Percentage growth from 2016/17

20% / ¢
° = Caseweights /
15% - - Bed days O
10% Outpatient volume* >
5% «y
o% | Cx
2018 2023 2028 2033 2038 2043
Financial year /9
Source: Sapere &
Fig 4. Percentage increase in services for Southern, driven by demographic change. <



Te Whatu Ora

Health New Zealand
Document

“The increase in discharges remains substantial at 28 per cent by 2042/43 but increases in caseweights
and bed days are greater. These reflect the current age distribution of the more complex, higher
caseweight inpatient events, the length of stay, and the impact that the ageing population will have
upon the need for services if current models of care continue.

As outlined in the IBC, the clear message is that the average complexity of patients will increase across
the hospital and there will be substantial pressure upon bed capacity under existing models of care.”

NDH Detailed Business Case March 2021

4. High efficiency assumptions are already built into DBC modelling

Low efficiency assumption High efficiency assumption

Efficiency assumpticns are relative to forecast growth and are not
absolute reductions.

The projection of bed demand—uwith the high efficiency
assumption—was signed off by the 5PG as part of the initial DBEC
(20718) andratified in 2019 in a series of meetings with Destravis,
JacobeebOH, SDHE and Sapere. |

Medicine 15% lower Wtesvention rate 305 lower intervention rate
(excluding cardiology, renal, 20% lower ALOS; or 20% lower ALOS
oncology and elective gastro) 30% lower intervention Fate with

no ALOS reduction

e Planned bed numbers for the NDH DBC were crafted onthe assumption that there
would be significant changes to the way that Southerf délivers its services by shaping
demand to the hospital, internal efficiency and good outflow"back to the community.
Therefore, this high efficiency is already built into the modellingy and a further reduction
in beds cannot be mitigated by unachievable models of care.
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Potential mitigations

Some efficiencies of flow delivered by new models of care — transit lounge and 23-hour
ward. However, these are already contributing to the efficiency assumptions.
It could be argued that shelling is ‘reversible’. However, the danger in persisting with
shelling is twofold:
1. The fit out is not a certainty and risks the same clinical fallout as described,
and
2. The proposal to reduce beds is so clearly clinically unacceptable that public
and staff faith in the project may be compromised.
The ehange in ratio to provide more two-bed rooms has preserved the number of beds
on the remaining wards. This is felt to be operationally acceptable and remains in line
with the clinical recommendation to provide a majority of single rooms.

Summary impact statement

The proposal to remove 35¢f the most critical beds to acute flows and planned care
has received a swift and sgvére response from clinical and operational teams.

Bed numbers were already predicated on achieving significant efficiencies in new
models of care. Even if achieved,the,DBC itself clearly states that med/surg bed
numbers will need to increase due,to.demographic change.

The likely result of loss of these beds‘is/Chronic occupancy of over 100%, resulting in
known patient harm and severe disruptiop't@ planned care.
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Chapter 3: Deletion of Logistics Building and change in Logistics
Strategy, Back of House and Food Services

Summary of changes

Deletion of logistics building on Bow Lane site.

Incorporation of main logistics functions to main Inpatient Building, adjacent to the
Emergency Department, accessed via shared roadway with ambulance and public
vehiele traffic.

Within the.dedicated logistics lift bank there is a reduction from four lifts to two
(proposal 4.2), with a later proposal (4.3) reducing from four lifts to three and retaining
the fourth §haft for future fit-out. In a pandemic response one of these would be
repurposed as the primary pandemic patient lift.

Internal back ofthouse area split between the ground level and first floor, with
connection via two single-level lifts to enable a dedicated clean/food flow separated
from dirty/waste flow:

Majority of logistics movéenients proceed to the first floor for staging prior to distribution;
introduces additional handling;and potential bottleneck.

Further reduction of one truck™ay.te\four total.

Updated facility pandemic response ocecupies two of four truck dock parks within the
loading dock for temporary outdoor support facilities and acquires the ground level
goods access route to the Inpatient Building.

Co-location of kitchen and staff cafe on thefirst floor with a reduction in Gross Floor
Area (GFA) for food services of approximately?200m?. There is no dedicated food truck
dock.

Key risks

Risks to DBC logistics benefit:

. 1N 1on
Benefit: ecuons

1.6 Improved Logistics Flow+ | 1.6.1 Reduction in lift delays Rolling average of instances Year on year improvefpent/ | * Increased number of
+ NOTE: Logistics Benefits for 2021/22 and 2022/23 reduced number of lift delays | logistics movements
will be worked up through completed on time due to

reduced lift delays (dedicated
logistics lifts/in operation)

Reduction of two logistics lifts (to one clean, one dirty) would present unacceptable
risk, impacting staff resourcing requirements, service response times and resilience
during outages and pandemic operations.

The proposal to instead shell one of the three clean logistics lifts may be operationally
acceptable but activity will need remodelled.

Reduction in truck dock bays from 5 to 4 is not in line with the modelling for daily peak
demands and raises the risk of queueing and congestion, which is further compounded
by the constrained ground floor staging capacity.
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Lack of a dedicated food truck dock, and of appropriate staging for incoming food

deliveries and outgoing meals, introduces risk to safe food handling practices, and
inefficient logistics operations. It is also an explicit requirement in the Food Services’
Functional Design Brief.

Co-location of dock with the pandemic inpatient building entry airlock and outdoor
temporary facilities risks the delivery of effective pandemic operations and introduces a
risk to public safety.

Co-location of the back of house areas with the mortuary pick-up garage and crossing
ofttipapaku/deceased mortuary flows with logistics flows, including food, on the ground
floor:

Lack-of‘available staging space on the ground floor creates inefficient logistics
operations, impacting staff resourcing requirements and service response times. As
logistics isia/key enabler to an efficient hospital, it will also pose a direct risk to our
ability to delivermodel of care changes — and other service efficiencies — upon which
the NDH’s high-efficiency modelling was predicated.

Lack of direct connegtion to the main logistics lift core introduces operational
inefficiencies

Noise, waste odour, and'véhicle exhaust pollution from dock impacting surrounding
clinical units — note ICU on‘level 4.

Explanatory notes

The proposed scheme introduces inefficiencies by two predominant means:

1) Co-location of incompatible flows, namelytGpapaku/deceased flows including the
location of the mortuary garage; and the pandemic entry and temporary outdoor
facilities setup.

2) Dividing back of house functions over two floors négessitating additional handling
and staging of goods and waste.

Potential mitigations and opportunities

Should appropriate assessment and design address the identified planning issues and
operational risks, relocating the back of house services from the Bow Lané€ site has
potential to deliver a degree of operational benefit through proximity to the gfound floor
and main lift core.

Co-location of the kitchen and staff cafe offers opportunities for operational efficiencies
through a reduced requirement to transport food and goods between two sites, and
reduced service duplication.
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Further information or investigation recommended

e Lift modelling to be updated to inform the operational implications of the proposed lift
quantities and configurations.

e Test options to increase allocation of ground floor GFA to back of house functions.

e Impact of off-site pathology service to be understood and included in lift and dock
modelling.

o Cultural assessment of lift-sharing to be reviewed.

o(“Reduction in GFA for food services to be tested and internal kitchen flows replanned.

¢ Allocation of sufficient staff amenities for food service staff requires further assessment.

e Testing.design to ensure the facility remains capable of supporting the efficient
operation of future automation, including Automated Guided Vehicles, for efficient
logistics movements in the future.

¢ Investigate implementation of waste chutes to reduce loading on logistics lifts to
mitigate the loSs of/a dedicated logistics lift car in the main logistics core. (Chutes were
recommended as part of the NDH’s Logistics Management Strategy).

Summary impact statement

The currently proposed scheme for thie Back of House and logistics functions are not yet
supported due to incompatibility of some flows, vulnerabilities to lift outages, operational
inefficiencies and risks under pandemic‘operations.

Should these constraints be sufficiently addressed in design and planning, the proposal to
relocate the back of house functions from the Bow'Lane site to the Inpatient Building is
considered workable.

The proposed scheme for Food Services is considered workable (excepting supply routes
which have been discussed above), though internal flows and layout will need to be
remodelled in the reduced footprint to ensure an effective and efficient food service
delivery model can be achieved.
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Chapter 4: Pavilion Deletion, Collaborative Workspace Reduction by
10%, further shelling of one third

Summary of changes

Collaborative workspace Gross Floor Area (GFA) reduction of 10% (3472m? to
3153m?)

Shelling of one third of the remainder (approx. 1000m?)

Effective reduction of 38% in collaborative workspace

Deletion/of Pavilion Building including the interpretation of the cultural narrative of the
cloak of Hari Kerei (H.K.) Taiaroa.

Collaborativesworkspace no longer centralised but distributed within Inpatient Building
Relocation of staff @menities including staff cafe and end of trip facilities.

Location | Mode Area
Level 1 Fixed — Permanent 228m?
Level 2 Shell — Built within theatre shell space 276m?
Level 4 Fixed — Permanent 62m? meeting room 62m?
Shell — Built within{ICU future pod space 545m?
Fixed — Permanent 635m?
Level 5 Fixed — Permanent 129m?
Level 6 Shell — Built within what could bea future ward if all 465m?

of Level 6 is displaced in the fdture.
Fixed — Permanent 143m?
Level 7 Fixed — Permanent 208m?2
Level 8 Fixed — Permanent 208m?
Level 9 Fixed — Permanent 254m?
3153m>

Key Risks

1.

2.

Reduction by 38% in supplied collaborative workspace would resultiin major
deficiencies in workspace provision and would be unworkable.

10% reduction in built collaborative workspace may not support peakccupancy
periods.

No contingency for workspace that will be decanted when shelled clinical space.is
brought online.

The change from centralised to distributed collaborative workspace will require a
corresponding change in model of care. Ad hoc distribution of workspace across
areas may not match demand meaning space is not used efficiently.

Relocation of staff amenities.
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Explanatory notes

1.

Reduction by 38% in supplied collaborative workspace would result in major
deficiencies in workspace provision and would be unworkable.

e Reduction of 10% in GFA plus a further 1000m? of GFA not fitted out on opening, is
a total reduction of 38% in collaborative workspace, for which no provision has been
made elsewhere.

s ~Jhis equates to a loss of approx. 491 workspaces.

e\ Jhis scenario would result in a chaotic, dysfunctional, and unworkable workspace
as the workspace within the clinical units had been kept to a minimum and
transferred in the briefing stage to be in the collaborative workspace area.

Reduction of 10%"im collaborative workspace will result in deficiencies during peak
occupancy.

Fig 1: Modelling of workspace
I requirements for clinical staff -
3,500 ¢/ peak occupancy in 2028.
\ /p Excludes corporate staff.
3,000 Headcount participating *
in patient facing or

Meeting Room other cinical wor, //‘&) At peak times, 1680 staff
( Y _

4,000

2,500

spaces, 670 1,922

required a workspace, 1719
provided (buffer of 39).
Includes all workspaces within
clinical units themselves.

2,000

1,500

1,000

Headcount requiring 10% reduction in collaborative
Suikpac: 1om workspace means a shortfall
of 138.workspaces. This may
be exacénbated by the

Workspaces Headcount distributed nature of the
workspace.

500

CollabWorkspace,
719

Collaborative workspace earmarked as future clinical expansion space will require a
suitable solution when displaced.

e Workspace located in clinical shell equates to 40% of the total Collaborative
Workspace. Much of it has a key relationship to its alongside clinical unit.

Change from centralised to distributed workspace.

¢ Planning and design have been based on centralised, activity-based workspace. An
ad hoc change to distributed workspace will require a revision to the model of care
that was already under significant pressure from some quarters.
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Benefits of centralised, activity based working model will be lost:

- Diverse working — private spaces, informal meeting spaces, meeting rooms
etc.

- Optimising chance encounters and corridor interactions

- Create “Neighbourhoods” and intentional colocations of similar services.
Smaller distributed collaborative workspaces have been incorporated into the
design where there is space, rather than based on need. It is likely this will create
inefficiencies when matching team size to the best workspace location. It may also
impact on being able to physically distance during a pandemic.

5. Relocation of staff amenities

End of trip facilities would be better positioned at edge of building.

Resident Medical Officer (RMO) room to be positioned alongside workspace plus
with ready access to red lifts (note — the provision of this room is a requirement of
the Multi-Emplayer Collective Agreement).

Staff will see benefits to having amenities located within the Inpatient Building,
especially the staff cafésfdespite the pressure on space as a result.

Potential mitigations to be explored.and further investigation recommended

Detailed investigation of layout.anddesign of workspace including number of
workstations

Mapping of staff numbers and flows by area / floor

Provision of extra collaborative workspdce within the Master Site Plan or in adjacent
buildings.

Investigate option for end of trip and a portion6f.collaborative workspace to be
located in an alongside building, such as the Dairy Building.

Summary Impact Statement

Collaborative Workspace is integral to clinical functionality.

Reduction of 38% in supplied collaborative workspace (10% built*+.1000m? shelled)
constitutes a severe risk and would be unworkable.

The reduction in built collaborative workspace by 10% may result in"werkspace
shortages during times of peak staff occupancy and risks dysfunction.

There is a lack of strategies to mitigate the proposed changes.
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Chapter 5: Deletion of two Operating Theatres from DBC scope

Summary of changes

¢ Reduction on Main Operating Theatres (MOT) from 15 fitted + 3 shelled theatres (total
@ 18) to 14 fitted + 2 shelled theatres (total 16).
/@ Proposed opening capacity (across MOT and Cardiac Intervention Suite floors) of 15

&)erating theatres.

Key ri

. Reduc% two operating theatres is a change to DBC scope.

o Reducmg& capacity directly risks DBC Benefit 1.1 — Increased Elective Surgery
Rates — as av capacity must be prioritized for urgent, acute surgery.

e Risk to Investm jective 1 by reduced resilience of system to future needs,
exacerbated by li }‘\\egional resource.

¢ On opening, provides on ree more general operating theatres than current hospital.
The current hospital is a city.

e Full capacity (including 3 sh , reached 2043, without change in practice.

¢ Activating shells requires an additional solution for displaced clinical workspace.

Current working day, /‘ Current working day —
First shell required Capacity exceeded

Day Surgery 3.4
Acute 2.3
Elective 6.0
Cardiothoracic 0.3
Obstetrics* 0.7 (1.0) 0.8 (1.0)
13.0 . 15.7
Roundedup 2023|2028 ~
Day Surgery 4 4 4 4 . o5
Acute 3 3 3 3 3 /
Elective 6 7 8 9 9 O
Cardiothoracic 1 il 1 1 1 0
Obstetrics 1 1 1 1 1

1 S 7
15 16 17 18 19 21

¢ Continued reliance on outplacing or outsourcing to limited private services (in FY 1/2
Southern DHB spent $12m to outsource circa 10% of its production). &

e R

Provider Breakdown Actual Plan
% ]
TS ivered T™®° Delivered
Inhouse 13,542 =R 15,959 g1%%
QOutsourced/Outplaced 2,275 1454 1,571 aos
Total 15,817 100% 17,530 1009
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Explanatory notes

e Dunedin Hospital provides all tertiary and subspecialty surgical services to Southland
and Otago.

e There are 12 theatres in the current hospital (+ 1 theatre volume outplaced).

e Current utilisation is 80%. Despite additional weekend operating, there is a chronic
shortfall of 28 hours of acute operating time per week, leading to regular cancellation of
elective surgery to manage acute volumes.

«(Current delivery of elective surgery is below the national average.

e Additional operating capacity has been a critical driver of the early delivery of NDH’s
Outpatient Building.

Potential mitigations

e Extend theatre/day (to average 10 hours elective, 12 hours acutes) to extend build
horizon out to beyond 2043 with all theatres running (appendix A).

e Maintain and increasésoutplaced and outsourced activity, acknowledging limited
regional supply and increaSed operational costs. There is some limited expansion of
theatre capacity in the private sector.

e Requires staging plan for fitting'out shells soon after opening. Plan for additional
physical facility for displaced clinigal"workspace currently occupying shell.

Further information or investigation recommended

e None at this stage. Optimising use of private and regional capacity has already been
explored by Southern operational team.

Potential opportunities

e Releases some of the theatre floor for redesign, enhancing functionality of the
interventional radiology theatres and sterile stores.

Summary impact statement

e The loss of two theatres from the DBC scope is felt to be operationally-manageable in
the medium term but reduces long term capacity and therefore resilience”

e Full capacity will be reached in 2043, including shells, unless there is significant
change to the length of the operating day. Early use of the shells should be"planned for
and will require an additional physical solution for the workspace they currently/occupy.

e There will be a continued reliance on outplacing/outsourcing to private providers.

Appendices
Appendix A: Summary of theatre modelling
Appendix B: Current State in Southern — Surgical Capacity
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Appendix A: Summary of theatre modelling (based on Destravis 201%?:1

e Raw SDHB datasets with a standard length of theatre working day.
/9 e Population growth as per NDH modelling, with 3% additional growth for general
@ / surgery and orthopaedics. Obstetrics (*) theatre available 24/7 for obstetrics alone.
@ e Peer reviewed by Director of Perioperative Services, Auckland City Hospital.
Standard utilisation rate and case lengths correlate with Dunedin’s.

nmet need not included.

: : Current working day - Current working day —

First shell required Capacity exceeded
Day Surgery b@ 3.4

Acute

/‘ 23
Elective

Cardiothoracic i
Obstetrics* 0.7 (1.
13.0@

3.9
26
7.8
0.4
0.8 (1.0)

4.0
257
8.2 88
0.4 0.y
0.8(1.0) 0.8(1.0

4.4
2.8
10.0
0.4
0.9 (1.0)

Day Surgery 4 4 4 5
Acute 3 3 / @‘ £l 3
Elective 6 7 9 9 11
Cardiothoracic 1 il & 1 1
1 1 1

1
Obstetrics 1 / il
15 16 L7 b 19 2

Longer working day -
First shell required

w23 Jao23 (2033 [2035
29 2kl 3.2

Day Surgery 2.7

Acute 19 20 22 2.2
Elective 4.8 5.4 6.2 6.5
Cardiothoracic 0.3 0.3 0.3 0.3 O/
Obstetrics 06(1.0) 06(1.0) 0.6(1.0) 0.7(1.0)
10.7 11.6 12.8 13.2

Day Surgery 3 3 4 4 4 4 (3
Acute 2 2 3 3 3 3
Elective 5 6 7 7 8 9
Cardiothoracic 1 il 1 1 1 1
Obstetrics 1 1 1 1 1 1
12 13 16 16 17 18
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Appendix B: Current State in Southern — Surgical Capacity

Southern is unable to provide elective planned care to patients within 4 months of the
commitment to do so (ESPI 5), at a rate that is higher than the national average.

@ﬁSPI 5 - Patients given a commitment to treatment but not treated within 4 months.

ational — all Elective Services
Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22

13,869 15,778 18,899 21,000 20,993 22,213 22,865 22,920 25,965 28,337 27,267 28,536
41.3%

40.5% 40.5%

37.8% 43.3%

36.4%

37.4%

ESPI 5 Southern —ll Electiye Services
5 Imp. Req. 1,804 1888 2,134 2,230 2,208 2,293 2,401 2,395 2,455 2,604 2,503 2479
5 Status % 38.8% 44.6% 47.4% 26.9% 47.5% 50.2% 52.0% 53.0% 54.8% 52.5% 52.8%

5 Status colour

ESPI 5 Southern General Surgery
Imp. Req. 170 188 2 ﬂ15 200 217 232 236 232 255 234 240

Status % 35.8% 36.7% 41.4% 46, 41.3% 43.3% 47.3% 49.1% 49.2% 51.5% 45.1% 47.2%
ESPI 5 Southern ENT

Imp. Req. 360 381 424 458 479 463 475 516 542 527 507

Status % 37.9% 40.1% 46.4% 47.9% @.4% 51.1% 49.4% 52.5% 57.1% 56.2% 56.0% 56.5%

ESPI 5 Southern Orthopaedics
Imp. Req. 77 780 798 820 809 880 866 859 895 893 910
Status % 59.4% 58.7% 60.2% 63.4% 65.3% f/o 66.9% 66.1% 66.5% 70.4% 71.0% 7%

ESPI 5 Southern Urology /
Imp. Req. 57 58 60 70 64 78 O 714 70 84 82 75 78
Status % 19.5% 18.0% 20.3% 24.7% 21.8% 26.2% A 25.3% 29.7% 29.4% 26.0% 27.5%
ESPI 5 Southern Vascular 9/
8

Imp. Req. 51 59 62 69 72 74 8 83 83 85 88
Status % 44.0% 48.4% 48.8% 53.1% 80.0% 64.3% 69.7% / 64.8% 64.8% 63.9% 62.4%
ESPI 5 Southern Plastics 6}

Imp. Req. 90 100 115 116 108 106 17 1 17 128 130 119
Status % 38.1% 42.9% 47.7% 52.0% 45.4% 41.7% 45.2% 47.9% Om 55.9% 54.6% 50.4%
ESPI 5 Southern Ophthalmology %

Imp. Req. 176 229 286 212 244 237 289 304 3 358 308 272
Status % 25.4% 33.2% 41.4% 40.2% 35.4% 33.7% 41.9% 47.1% 45.4% 44.7% 40.8%

Measure Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22 @/ ‘May-zz Jun-22
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Chapter 6: Deletion of PET CT from scope

Summary of changes

Deletion of the Positron Emission Tomography (PET- CT), plus associated spaces,
from scope of the New Dunedin Hospital (NDH).

Reduction of Nuclear Medicine Department to 547m? (c.f. 727m? scheduled) leaving it
with one treatment modality - SPECT- CT.

Repositioning of Nuclear Medicine position on floor plate.

Key risks

The lack of+#futture proofing for increasing demand for PET scanning may be short-
sighted.

The reliance on thetprivate sector to provide public services carries risk.
Non-delivery of PET sCan is a change from DBC scope.

Reputational risk — lack of comprehensive public and sector consultation.

Explanatory notes

Future proofing for increasing demand for.PET scanning will be required.

PET scanning provision varies between countries blt on average in the OECD there
are 2.78 PET scanners per million population (1):
This equates to provision of one PET-CT to the Southérn,region.

# PET scanners per million people

Averzge
Median
e New Zedland  2.00

— \LstrElE

Figure 1: Number of PET scanners per million population (OECD).

PET scanning is in its infancy, its use is growing dramatically overseas (1), and will
become a routine radiological procedure during the lifetime of the Inpatient Building.
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PET scanning is integral to the provision of oncology services. The Southern Regional

Cancer Network has the second highest number of new cancer registrations nationally
(2). As shown below, the number of PET scans ordered in Southern is increasing
significantly and is likely to continue to do so.

# PET scans

T

2018 PRy 2020 2021 2022

Figure 1: PET scans ordered by TelWhatu Ora — Southern between 2018 and 2022 (extrapolated)

In 2020 the State of Cancer in New Zealand report (3) noted that “there are
inconsistencies between DHBs in terms Of routine funding for PET scanning”.

Te Whatu Ora Southern patients currently travel to Christchurch, the sole PET scanner
in the South Island. This significant travel requirement means that access is not
equitable, even within the South Island.

Provision of PET scanning within a comprehensive radiology service would be
favourable from a staff retention and training perspective.

The reliance on the private sector to provide public services carties risk.

Vulnerability in future provision of PET-CT in Southern.

Absence of control over costs: Current pricing for PET-CT is between"$2500 — 3800
(4). Te Whatu Ora is projected to pay between $1-2 million per year in thé short term
for private PET scans for Southern patients + travel costs. With increasing clinical
utilisation, and reduction of inequities of access, this will rise.

Not providing comprehensive radiology services impacts on training and retention of
staff. Staff looking to progress their career are moving to private services with PET
facilities. All nuclear medicine MIT require a PET- CT component to their training, at
additional cost to the public sector.
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3. Non-delivery of PET scan is a change from DBC scope.

e Reduction of area in nuclear medicine reduces resilience of system to future needs
(Investment Objective 1).

e Lack of readiness for a PET scanner at NDH if a future national strategy supports
provision of PET scanning within tertiary public hospitals.

Potential mitigations

¢ |dentification of soft expansion space within NDH nuclear medicine for future PET
scanning facility.

e Continued reliance on private sector - Pacific Radiology plan to open a private PET-CT
two blocks fromghe/NDH site. This facility is planned to be operational in 2023 and will
be the second PET<CT in the South Island (5).

e PET-CT could be planned for in future staging with Southern Blood and Cancer
service. This would require/dduplication of sub-specialist services (hot lab and staff).
PET is also used for other non-cancer related investigations, therefore the impacts of
providing this service to a mixeéd population in an oncology centre should be
considered.

Further information or investigation recommended

e The key outcome is equity of access to PET-CTfor Southern patients, anticipating
rising national demand.

e Te Whatu Ora to review the progress of a National'publie PET service (6), ensuring
equity of access for Southern patients, and how the NDHj, potentially the first public
site, could support this. We note previous work has beern’done in this area (7).

¢ Nuclear medicine requires extensive shielding and management of ‘hot’ patient flows.
The relocation of nuclear medicine to the central courtyard sheuldybe reviewed by a
Medical Physicist to ensure the proposed movement is appropriate:

Summary impact statement

e Medium term ‘gap’ mitigated by private PET-CT planned for Dunedin.

e Potential risks are associated with the reliance of PET scanning being provided by the
private sector.

e Te Whatu Ora Southern strongly supports identification of soft expansion space
alongside nuclear medicine to provide a PET scanning capability in the future.
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Chapter 7: Onsite Pathology Service Reduced to Acute Clinical

Functions only
Summary of changes

Reduction of pathology laboratory in the Inpatients’ Building from ~1,300m? to 180m?. The
intent of the proposal for a reduced footprint is to provide sufficient area to receive
samples in the Lamson tube and only process samples to support acute clinical functions.
All'other pathology laboratory sample processing would be off site and need to be
transparted.to another location.

Key risks

e A tertiary hospital eannat run without a pathology department and 180m? is simply a
specimen reception and packaging area. There is no clear plan for how, where and
who will provide the additional space needed. Neither is there clarity on who will pay
although ultimately it is Te YWhatu Ora who will bear the cost.

e Current Inpatients’ Building patholoegy laboratory area has previously undergone peer
review confirming the ~1300m? size deemed necessary to appropriately service an
acute, tertiary hospital. Current pathelogy‘services provider advised that provision of
acute clinical functions would require asminimum of 500m?2.

e Potential impact on timeliness of processing and analysis of critical samples if sufficient
area in NDH is not provided.

e Operational inefficiencies of increased sample trapSport and duplication of lines with
multiple sites contributing to greater costs to health system. Current provider has
indicated a 15% operational cost uplift with duplication oflines.

e Impact on training of pathologists with reduced footprintin/NDH and split laboratory
services across multiple sites.

e Impact on resilience with proposed reduced pathology serviceS.in‘importance Level 4
(IL4) building.

Explanatory notes

Southern Community Laboratories Ltd (SCL) CEO, Peter Gootjes, has provided an‘initial
response (appendix 1) to the proposal to reduce the pathology laboratory in NDH. He
outlined clinical and operational risks from his organisations point of view.

1. Current pathology services provider advised that provision of acute clinical functions
would require a minimum of 500m?Z.

The area required for the provision of pathology services in the NDH is approximately
1300m?2. This figure has been peer reviewed (appendix 2). In discussion with the current
provider of pathology services it is believed that 500m? of this space would need to be
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provided within the Inpatient Building. This space would be required to perform IT?ime

critical sample analysis” within the Inpatient Building and to process samples for transport
to an off-site central laboratory for analysis. It is recognised that this figure needs to be
validated and, for the time being, represents a “best estimate”. The interim view held by
the current provider is that the 200m? scoped in option 4.2 significantly underestimates the
space required for these processes.

[D)is imperative that suitable space is provided to perform these critical functions within the
Inpatient Building. Failure to do so will create a dysfunctional pathology service with
potential disastrous clinical consequences.

2. Potential impact on timeliness of processing and analysis of critical samples if sufficient
area in NDH js, not provided.

Timeliness of laboratory results are of major importance in delivering optimal healthcare in
the acute setting. To aceomplish this a short turnaround time for critical value tests is
imperative. Any impediment that lengthens turnaround time for critical values is of
significant clinical concern. Cofcern exists that if insufficient space is provided to perform
critical value analysis within the Iapatient Building, then samples would need to be
transported to an off-site facility which.would adversely affecting turnaround times. The
consequences of this would be that patient safety would be compromised.

3. Operational inefficiencies of increased sample transport and duplication of lines with
multiple sites contributing to greater costs t0.health system.

Splitting the laboratory into two plus labs has the likely effect of introducing operational
inefficiencies in terms of doubling the number of sample/proeessing lines. This, together
with transportation costs, will result in increased operational ¢osts that, over time, would
undo the savings that would be made by reducing the origifal’1,300m? footprint of the
laboratory in the NDH. Currently the two lab locations operated by"SCL have separate
lines operating in each site, with no duplication of lines. This is somewhat workable as they
are located one city block apart (Dunedin Hospital and Plunket HouSes Géorge Street).

Southern Community Laboratorieg 2022-23

Labs contract

Peter Gootjes (SCL CEO) Wf'f;”f;;;;’f N
. . 475, contract yr5 base
eStImated the OperatIOna| + 1,544,278 3.00% annual funding incr % (PBF funding for cost préssure)
cost uplift could be 15%. 53,020,213
. - 0 initial savings investment yr5
The fO"OW|ng table - 1,626,353 service provider committed savings yr5
provides an indication of 51,393,860 . o
. - 899,393 1.75% uality payment
the 15% cost uplift based e AR
on 2022-2023 contract.
4,207,872 1/12 new monthly total
4,839,053 incl gst

Add in 15%:
$50,494,467
+15%

= $58,068,637

That is a difference of $7,574,170
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4. Impact on training of pathologists with reduced footprint in NDH and split laboratory

services across multiple sites.

Pathology is an important service within a tertiary teaching hospital. Many clinical services
heavily rely on pathology services and a close working relationship with pathologists is
beneficial. Increasingly, combined MDT meetings involving pathology as a core
component are the standard of care for patient management. Pathology training is also
likely to be compromised if the laboratory is split over multiple sites.

SCL Géneral Manager — Southern / Nelson / Marlborough, Leanne Giles, noted in her
response(“if sample transport is resolved the entire laboratory could be off-site (closely
located), providing a robust, efficient and comprehensive (best in class) laboratory service
to support the elinicians and patients within the NDH and the wider Southern region”. One
new technology being,explored is drone transport for urgent samples.

The key factor in an off=site health precinct development is the capital funding of an
additional project if most‘of the pathology laboratory is removed from NDH.

Further information or investigation recommended

e Te Whatu Ora to provide guidance aon the:future regional laboratory services model and
determine if an off-site pathology model‘te-be built/redeveloped via another capital
investment is viable or realistic.

e Te Whatu Ora to provide benchmark guidance’te’the minimum size within which an
acute clinical function pathology laboratory can function.

Summary impact statement

e Previous peer review has supported the current provision of £,300m?in an acute
facility. For the NDH, this maintains a similar approach to current provision.

e Current pathology services provider advised that provision of acuté glinical functions
would require a minimum of 500m?. This has not yet been validated.

e To provide an acute service only, there will be increased operational inéfficiencies and
therefore costs.

Appendices
1. Letter dated 26/08/2022 from Peter Gootjes, CEO, Southern Community Laboratories
Ltd

2. NDH pathology lab peer review, path lab — e-mail correspondence from Dianne
McQueen dated 07/09/2020.
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Appendix 1: Letter from Peter Gootjes

/% 26/08/2022

/Gﬂridget Dickson Southern

ogramme Director -
unedin Hospital Comml,!nlty
Laboratories Ltd
By Er@ bridget.dickson@southerndhb.govt.nz Plunket House

472 George Street, PO Box 6064
Dear Bridget Dunedin, New Zealand

? Telephone 03-477 6981, Fax 03-477 9160
Laboratory in t @v Dunedin Hospital (NDH) Freephone 0800 101 444

| am writing to share s on the new development in this saga of where the laboratory should
be in the NDH, and how%&pace is allocated in the current plans. My understanding is that
Leanne Giles saw a presentation you and has responded by email. This response is to be read
in conjunction with Leanne's re%. She is away this week on annual leave.

1. Sorry that | was not available Ias@k for your presentation.
Trevor English and | were both in Auck@r several days at Executive Group and Board

meetings. | didn’t get a chance to disc }hdetail with Leanne
X

2. What | understand is in the new proposal @ .
My understanding is that the 1400m2 (it was a an this but | will use this number as | do
not have the actual number in front of me} is no lon able and instead we are being
offered 200m2 (maybe a little more but again | do not v;ayactual number). This is because
of cost over-runs and the need to trim up the building size y?n addition we could get space
in the Current Dunedin Hospital (CDH) ward block, once this is t. This space could be
anything up to the 4000m2 required for the integrated laboratory %region.

3. History of this saga

In the first plans we were offered 400-500m2, then 1100m2, then the 14 w it has
shrunk back to 200m2. Clearly a laboratory does not have much importance p fi it during
the design phase of this build. We find this rather strange in a regional tertiary le hing

hospital that we are being offered half the space that we have in the Blenheim Hosp Q
laboratory which serves 30,000 people! We wonder if any clinical staff have been involved in

these decisions. ’y

4. What is really required optimally /
Optimally we would have 3500-4000m2 of space for an integrated hospital/community 7
laboratory for the region. Our new labaratory at Wellington Hospital has 4000m2 of space. The &
SDHB has contracted us to provide this integrated service since 2006 which is based an putting &
the community and hospital referred samples into a single laboratory and avoid duplication. It
currently runs over two integrated sites, Plunket House has all the Anatomical Pathology <
(histology and cytology), while the Clinical Services building has the rest of the laboratory
services (biochemistry, haematology, microbiology, immunology, molecular). We have an
efficient model and there is no duplication.
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5. What could be done in the 200m2 on offer now?

Not much is the simple answer. 200m2 is not enough to run any sort of useful service, even for
hospital patients only.

@ 6. What is the minimum useful space in the NDH — ie minimum requirement, and what can be done

with this?
/G If the space was increased to 500m2 we could run a small core lab providing biochemistry and
haematology/coagulation testing for the hospital patients. in addition there would be room for
cimen reception, a cryostat for frozen sections, a couple of offices, a small meeting room and
e a paint-of-care urgent microbiology centre. Everything else would need to be moved to
the ahoratnn,r based aver the Plunket House and CDH sites.

7. Where th ;?ining laboratory can be sited
We would co ith Anatomical Pathology in the Plunket House site. This site is about to be
upgraded as nu@&” e options has ever had enough space for this to be in the NDH space. The
remainder of the Bgﬁhistw, Haematology, Immunology, Microbiology, Molecular
laboratories will be some else — possibly in the CDH. This relies on assumptions around
movement of samples via €o és and/or through an air-tube such as a Lamson Tube.

8. Who pays?
So far we have not had any serious s around who pays for these new facilities. We
assume that:
a. Any space in the NDH will be paid f@‘of the budget for this project. That includes
Shell and hard fit-out g(
Any new space in CDH will be fitted out opriately for us.
c. The operational cost of running services over lab sites with the inherent
duplication of services need to be priced into ou ﬁatow services agreement.

9, Clinical risk: 7/
It is possible to mitigate most of the clinical risk associated with hating services at a distance
from the NDH. However we have not had time to consider the detalil )@gnd we would need

time to work through these details o

10. Operational risk:
The operational risk relates to duplication and inefficiency. This is inherently a more
model and we cannot quantify this at this stage. /

| hope that covers off what you have asked us to comment on. We could make a 500m2 space work &
but at a cost. A 200m2 space is not viable. | would comment that the biggest issue you may have to (D
deal with is explaining to people how a nearly 2 Billion dollar hospital can be built without a proper

sized laboratory included. This to most clinical people would be like building a hospital without

operating theatres or without an emergency department. Laboratories and other diagnostic services

are integral to modern hospitals — not something that is optional.
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hern Community Laboratories

Yours sincerely
/@ PeteriGootjes
&EO
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Appendix 2: NDH pathology lab peer review
From: Dianne McQueen <Dianne McQueen(@pathlab.co.nz>
Sent on: Monday. September 7. 2020 4:01:27 AM
@ To: Onno Le Roy <Onno.LeRoy(@health.govt.nz=
@ Subject: FW: Scan data from TgaPrint02

@ Attachments: 07092020155825-0001.pdf (19.1 KB)

G 2[00

Based o @ laboratory and throughput | believe the attached is a fair and assessment of critical
size required.

If you have aQ tions of what | have written -1 am happy to explain

Kind regards | V\%

Dianne McQueen @/‘
%
o

CEO | p +64 7 578 7073 extn 6609 | m +®433 3692 | PO Box 130 | Tauranga | 3144

The content of this e-mail is confidential and may j@®dto legal privilege. If this e-mail is not intended for you, you
must not use, read, distribute or copy it.

x *
If you have received this e-mail by mistake please call th sl immediately and erase the original message and any
attachments. Thank you.
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Dunedin Acute Service laboratory Space Allocation
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& ecial Haem 2
ége spec
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Films @/‘
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6@'
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Frozen sections
Rapid molecular

=

Specimen reception
Lamson tube
Sorting and reception
Data entry operators
Specimen flow and holding
Trouble shooter 1
Courier pickup

Staff spaces
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Chemical Paths
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Tailets, showers and lockers
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Chapter 8: Pandemic Planning Response

Summary of changes

e Rework of the ground floor to incorporate Back of House (dock) to the southern
location on the Cadbury site. Reshaping of the Emergency Department and pandemic
entry.

o( “EXxpansion of ground floor to the south of the Inpatient Building.

e |mplications for the logistics flows of upper floors, particularly into Pharmacy and 23hr
ward.,

e Proposed reconfiguration of air handling units (AHUs) and return air.

The DBC (section8+42, p.27) stipulates:

A new hospital‘also-offers greater resilience to the Southern DHB (sic) health
system. This means thatthe Southern DHB health system is better able to respond
to future growth in demand forecast and to any shocks to the system, such as
additional burden from pandemic. This will be achieved through the design of
standardised, flexible spaces that,can adapt to surges and different clinical uses,
with the building being adaptablesdto-the separation of flows and modern flexible
ventilation systems.

The Clinical Leadership Group produced a comprehensive Pandemic Learnings Paper in
2021. ESG endorsed in late 2021, within budget:and design constraints. The result of this
exercise is detailed in the pandemic plan (see appendix. 1).

Any changes must be consistent with this approach. At thissstage, the detail is not there to
respond in depth.

Key risks

e Redesign, particularly of ground floor, will have an adverse, knock-on.effect on
pandemic entry, safe separation of infectious patients, triage points and staff facilities.
e The opportunity for on-grade temporary facilities spaces to support the pandemic entry
may be compromised.
- Logistics flows in pandemic state may be compromised.
- Consolidation of AHUs may compromise stage 2 and 3 pandemic planning:
- Other decisions to reduce resilience or emergency stores will affect post-
disaster functionality.
- Unknown impacts of other VM decisions, e.g., reduced lift capacity.
- Reduction of single patient rooms, although not specialist isolation rooms, does
reduce the separation of patients.
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Explanatory notes
e Pandemic entry ground floor:

- Movement of the resus pod and some support spaces has compromised patient
flows into ED and lengthened the journey for ambulance drop offs. The
opportunity for a triage space has been lost with the moving of support spaces
(meeting room). This may be able to be reintroduced in another location but will
not be as convenient.

+ There is a Health and Safety risk for staff and patients mingling around a
working loading dock with truck movements in and out of this area.

- (There is no clear route for Ambulance drop off.

e Pandemic Ward L09:

- Rework will Aged to be cognisant of the staff facilities that were provided within
the east end of'the ward and ensure they are still accessible.

- The move to increasing the number of twin rooms reduces the capacity of the
pandemic ward to care-for patients in separate rooms but does not disrupt its
overall functional intent: One.of the main drivers for single rooms for the NDH
was to reduce cross-infection.

e Cleaning station LO3 (previously located{on'L04):

- If needed, will compromise the flows toithe pharmacy from the BOH lifts.
- Also compromises the flow from 23hr ward_as this is the route for patient
transfer to IPU’s (or other service such as radiology).

¢ Air Handling Units and extract:

- Combining isolation rooms on to common fans will have‘ap’inCreased
consequence in the event of a fan failure. This increases theAuinerability in both
pandemic state and in business as usual.

- Expelling air at level 3 or 4 will require consideration for the risk of‘entraining air
back into the building. Areas with courtyards are of particular concern.

- Consolidation of AHU’s may compromise stage 2 and 3 pandemic respanses.

- Air flows as described in KDIM033C must be maintained.

Further information or investigation recommended

e Reassessment of design once further progressed to ensure pandemic resilience, as
endorsed by ESG.
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Summary impact statement

/9 e The proposed changes risk disrupting the pandemic response, particularly related to
@ pandemic entry, triage points, logistics flows and lift capacity. However, these may be
/ able to be mitigated with an appropriate design response and careful consideration
@ uring any rework.
. consolidation of AHUs must still support stage 2 and stage 3 surge capacity (see
%ﬁix 1).

Appendices

1. Summary on@mic Response 2021

2
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Appendix 1: Summary of Pandemic Response 2021

Modifications to existing design gave NDH the flexibility to manage isolated cases, right
through to whole facility. Physical spaces were aligned with full height fire walls and air
handling units to provide streaming and cohorting of patient flows.

Stage | Clinical Areas Facility response

Stage 1 — cases
limited to
isolation rooms

Stage 2:—

‘Red zones’

Case numbers
exceed isolation
rooms, or there is
an early
requirement to
cohort

Stage 3 -

‘Pink zones’
Case numbers
exceed red zone

Stage 3
‘Enhanced pink
zones’

(Level 5 Maternity
and Children’s
Floor)

Stage 4

Whole hospital
‘red’

Areas which will
require an
operational
response

Throughout hospital, majority
in Inpatient Building.

ED - two resus bays, one
acute pod (10 beds) and
services provision (water,
drainage, power) to outside
ground level.

Radiology — ED CT and XR
facilities.

ICU'—o0ne pod of 10 beds.
Theatres,~ two theatres with
specialist yentilation.
Pandemic ward — 32 beds.

ED - further pod6f 10 beds.
Theatres — further 4 theatres,
plus half of recoveryarea.
ICU — further one pod‘of10
beds.

Additional 20 bed
rehab/mental health pod on
level 6.

Additional 32 bed ward on
level 9 (beside pandemic
ward).

NICU — extension of two N-
class rooms to form a 4-bed
pod.

Paediatric ward — 6 bed
western pod.

Birthing - self-contained
primary birthing unit contains
three birthing and three
postnatal rooms.

Whole hospital ‘red’.

Cardiac Intervention Suite
MRI

Nuclear Medicine
Endoscopy

Helicopter transfers to red
zone

Individual isolation rooms:

39 N-class (negative pressure)

8 S-class (standard isolation room)
“Hospital within a hospital”.

Subsection of hospital, linked by a
dedicated lift and with dedicated
entrance/exit.

Provides highest form of protective
negative pressure ventilation and
separation of patients.

Also provides some ventilation protection
for staff working in these areas.

Provides anterooms, wash hand basins,
PPE stations etc.

Includes staff facilities.

Expansion areas for cohorting infectious
patients when red zone exceeded.
Separates the care zones and ventilation
of infectious from non-infectious cohorts
but does not provide additional protective
ventilation within the pink zone except in
specified areas (see below).

For specific patient populations where
there is no'dedicated red zone due to
facility design layout.

Ventilation has been’enhanced to
minimize cross-infectiombetween patients
within the pink zone.

Can consider separate use of inpatient

and ambulatory buildings for red/gréen

use.

Will need to provide these services for

both red and green streams by either:

a) moving ‘red’ patients into these areas
safely and/or

b) moving a service to perform some of
these investigations or interventions in
red/pink zones.
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Chapter 9: Removal of Aseptic Production Unit in Pharmacy

Summary of changes

Removal of Aseptic Production Unit (APU) from scope, leaving it in its current location
in Southern Blood and Cancer Service (SBCS) Building.

Relocate pharmacy to level 3 and reduce the area to 800m? (c.f. 943m? designed at the
end of PD).

The distance between the current APU and the NDH pharmacy is two city blocks requiring
the crossing of one state highway.

Key risks

Pressure on Staffing
- Increased staff required to operate over two sites
- Historically difficultarea_to recruit specialised staff to and difficult to train staff in
a specialised area thus ‘constant need to move staff between areas.
- Aseptic products have shart turnaround times based on stability requirements
(minutes to hours) so pharmacy staff should be located within or adjacent to the
APU.
Inefficiency introduced into Logistics Flows
- Duplication of inwards and outwards goods at both sites
- Potential for wrong delivery site, introducingsfisk of treatment delay to patients
as well as the need for subsequent reassignment.across sites
Viability of Clinical Trials
- Separation of services
- Risk of short shelf life for compounded products
- Not meeting the clinical trials requirements of sponsors‘which may jeopardise
the ability to be involved in clinical trials.
Unclear that the existing production unit facility is fit for purpose for a further 20 years
until Southern Blood and Cancer building redevelopment.
Areas ordering bespoke time critical aseptic products have not been consulted/in this
high-level review of risks
Increased response time if cytotoxic products are spilled or an accident occurs ihghe
APU.
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Explanatory notes

Dunedin is a tertiary level hospital and requires aseptic products that need compounding
onsite on an acute or planned basis. These short turnaround products include neonatal
total parenteral nutrition (TPN), intravitreal injections (such as treatments for macular
degeneration — Avastin®, or urgent time critical antibiotics for penetrating eye injury),
chemotherapy and pharmaceuticals used for clinical trials. The APU needs to be nimble
enough to meet the needs of the acute (often time pressured) requests (for both
chémotherapy and sterile products).

Product Turnaround time* Comment
Neonatal TPN Dispensed daily to the ward 3-4pm
Intravitreal 7 ) | 1 hour Dispensed to theatre. Longer turn around after hours

(24hour shelf life)

Avastin Standing order — stock made daily

Chemotherapy 1 hour If dose needs changed quickly — patients are typically in
the inpatient ward not SBC.

Intrathecal required to be collected by Authorised Medical
Staff.

Paediatric chemotherapy required to be collected by
paédiatric oncology nurse

Out of town medicine | 30 minutes from Oftenut of town medicines arrive and need same day

for delivery receipt to dispatch delivery*around the region. The current connecting
courier service only provides for 30-minute turnaround
time within phapmagy. These are complex medicines not
available for patients'to get via community networks.

Clinical Trial Product shelf life once<Compounded can be minutes to
hours. Transportation betweegn the compounding site
(APU) and the clinical area‘heeds to ensure product can
arrive with enough time remaining/forthe infusion to be
completed.

*Turnaround time is from time prescription received to product being dispensed from p_harr_nacy.

Based on discussions with our Pharmacy Manager and his Australasian colleagues, the
following risks of dislocating the APU from the main pharmacy have been raised:

e Likely to double staffing requirements for APU (currently 1.2 Pharmacist FTE and(2.0
pharmacy technician FTE).

e Experience in Dunedin suggests it takes at least 6 months full time training to get a
pharmacy technician upskilled. Similarly, upskilling pharmacists requires at least 3
months (not to be able to compound but undertake the pharmacist checking
processes). All staff working in a production unit need to be annually validated upon
completion of this training. A production unit cannot be staffed by staff who are not
trained.
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o |f safe staffing levels are not achieved:

o increased risk of errors if staff work beyond safe capacity and
o increased risk of service failure due to the inability to staff the unit on a day-to-
day basis and recruit and retain appropriately trained staff.

e Less incidental training of staff in this highly specialised area

¢ Less team cohesion

¢ ) Service duplication (double goods receipt and outwards goods area)

e¢(Some infusions of intrathecal and paediatric chemotherapy need to be collected by
authorised personnel (Oncology SMO or Registrars and Oncology nurses respectively)
from_the APU and delivered to the ward or child day unit. An offsite APU will lead to
inefficient use of clinical staff time.

e A disjointed clinical trials unit would run the risk of not meeting the clinical trials
requirements’of'the sponsor and could jeopardise the ability to be involved in clinical
trials. Dedicated and specially trained pharmacy staff are only able to prepare
pharmaceuticals for €linical trials, this includes those made within the APU. Short
expiry dates on clinical trial products would cause challenges once compounded. It is
likely Clinical Trials will éxpand and the new and novel therapies are likely to have
short expiry dates.

e New logistics flows will need to beg”established and manged to ensure products get to
the right place at the right time assany;delays could result in delayed patient care.

Further information or investigation recomniended

e The current APU needs a full mechanical and plahtseview to determine its longevity
and whether it is more financially viable to build a new/APU or continue to operate the
current APU until the SBCS building is no longer fit for ‘purpose. The current unit was
commissioned in 1991.

¢ Any construction within the existing APU would be extremely complex and result in the
unit being decommissioned for that period of time (or a fully enclesed aseptic
compounding unit being installed at over $200K).

e Pharmacy licencing would need to be investigated as this dual site model will
potentially require two pharmacy licences.

e |If the APU remains in its current location an operational procedure regarding ¢ytetoxic
spill will need to be created. Given the separation from pharmacy it will need to\be
investigated whether SBC oncology staff could be upskilled to attend in an emergency:

e The NDH pandemic planning on the interstitial plant floor will need to be reviewed to
enable logistics flows to continue between the red lift core and pharmacy on the
western facade.
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Summary impact statement

a specialist building services review of the current facility is completed and deemed
/ appropriate to use for the next 20 years.
@ A split site model is possible but will lead to staff and flow inefficiencies with increased
&)erating costs, yet to be fully defined.

/9 e Te Whatu Ora Southern could support the removal of the APU from NDH scope when
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Chapter 10: Reduced Resilience and Redundancy in backup systems

Summary of changes

Part of the design response to VM option 4.2 was to review whether any savings could be
achieved from the NDH's building services component. Wherever possible, Te Whatu Ora
Southern has reviewed and considered proposed effects on building services from
operational and futureproofing perspectives.

Key risks

Reducing potable water storage capacity from 48 to 24 hours introduces operational
and clinical'risk’in the event of a major seismic (or other relevant) event.
Vulnerability if‘oroader South Island is faced with water supply issues, coupled with
Dunedin’s roadingdnfrastructure constraining our ability to address supply
requirements.

We expect that the redugtion in floor space for infrastructure assets will have a
commensurate, direct effect’‘on,the reduction of the service level provided. The effect
will be increased risk of both'miore frequent and increased outage durations to services
and higher overall asset life costs being incurred.

Risk of cross contamination underBusiness as Usual (BAU) functioning due to
proposed changes in air handling unit‘cenfiguration.

Explanatory notes

Potable water storage

The DBC states improved seismic resilience as a critical.benefit of the NDH. It
specifically describes the NDH to function for at least 48 hours following a major
seismic event.

It is noted that the South Island has experienced severe weather.and disasters in the
last 10 years. Reducing the potable water storage below that desc¢ribed, in the DBC
makes NDH vulnerable to water supply issues. In addition, NDH’s location between two
state highways has a knock-on effect whereby Dunedin’s roading infrastrdcture will
constrain our ability to address supply requirements in a timely manner.

This proposal is not commensurate with the generator capacity that is sized to provide
a minimum of 48-hour supply.

Reduction in plant floor space

Reduction in floor space can also result in the combining of areas serviced from an
asset. In turn, this will mean less flexibility, greater disruption and costs for future
changes to areas as their requirements change with time.

As is well-evidenced by the current Dunedin Hospital, as the NDH ages, all assets
located within it will require increased maintenance and eventual replacement. If the
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redundancy or the space surrounding the asset is lost, they will have to be replaced in

the same location meaning the function they provide will not be available for a much
longer duration as the old asset must first be removed before new can be installed.

Reduction in air handling unit numbers and sharing of return air

Proposed combining air handling unit (AHU) systems to gain efficiency of scale.

1 his development would require careful work through to understand compatible and
incampatible departmental relationships where combined AHUs could be considered
functionally safe.

Air Handling units should be configured so that risk of cross contamination is
minimiséd, especially when in pandemic mode.

Increased relianceson_boilers

There will be an overallincreased energy cost over the life of the building.

Further reliance on Boilersfand a non-renewable fuel which will increase in cost over
the life of the building may‘also be a consequence.

Reliance on non-renewablé fuels will also be misaligned with the Government’s stated
Carbon Zero reporting targets and“our desire to deliver Five Star, Green Star buildings.

Further information or investigation recommended

Full risk assessment to be undertaken.

Confirmation of the Code requirements for an IL4 building for potable water storage.
The proposal to reduce the resilience by 50% would need to be tested with a full risk
assessment by Te Whatu Ora Southern’s emergency planning team with input from
district leadership.

Plant floor space levels were established during the functional brief stages of planning
and as changes are presented will need to be re-evaluated for their increased risk and
the acceptance of it.

Summary impact statement

Te Whatu Ora Southern are unable to make an informed decision on the reduction’of
water storage below that designated in the DBC until a risk assessment to be completed.
Reduction in plant floor space, air handling unit numbers and increased reliance on boilers
also requires a detailed risk assessment.
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Chapter 11: Impacts on Functional Relationships

Summary of changes

The changes proposed by VM Option 4.3 option will impact on some of the functional
relationships, including but not limited to:

ntegrated Operations Centre (IOC)* relocated as a soft fit out on LO6

Clinical Engineering Technology and Equipment store (CETES) relocated as a soft fit
out©n)LO6

Public/(blde) bridge link between Inpatients and Outpatients deleted

Heat pumps relocated to Bow Lane

Back of House<BoH) dock movement and remodelling has removed service carparks
Mortuary pick dp”and BoH have been collocated

Kitchen relocation t6'L01 - the same level as mortuary.

The Spiritual Centre remains on LO1 and is reorientated to accommodate surrounding
planning changes; its connection to staff/patient circulation is modestly reduced.

* l0OC includes the following areas: operations centre, telephony, security, orderlies, and information services

Key risks

Location of heat-pumps on the Bow Lane-site.severely inhibits future development
opportunities to the east as detailed in Te Whakaari — the former Southern DHB’s
Health and Education Precinct Site Masterplan.

Colocation of mortuary garage and back of house services is not considered
compatible.

- Maintenance of culturally appropriate flows, with se€paration for tpapaku flows
and relevant logistics flows, introduces significant operational inefficiencies.

- A high risk of operational breach of proposed flows due to.inherent
inefficiencies.

Significant reduction in car parking.

- Doesn’'t meet the requirements of the DBC, including provision of sepvice vehicle
carparking to support the Facilities and Property service requirement (four
carparks in the FDB). These carparks are viewed as necessary as a mitigation
for the previous removal of Building and Property workshops from NDH'’s scopes
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Explanatory notes
Integrated Operations Centre (IOC) ‘the heart of the hospital’

The initial location of the IOC was on L02 where adjacency to staff circulation routes, key
clinical areas and neighbouring collaborative workspace was optimal.

e The proposed location maintains good links to public and staff zones. Especially
important for the Duty Manager, Security and Orderlies.

o It is critical for the IOC to retain co-location with a portion of collaborative workspace
to_enable collaboration with relevant staffing groups (such as the RMO Unit staff),
and to support the standing-up of an Emergency Operations Centre (EOC) as and
when'required.

Spiritual Centre

Retains its location on/.01 with connection the public front of house circulation and a
(somewhat deemphasised)*connection to the staff/patient circulation.

e Connection to the courtyard (light-well) is retained, however, the positioning of the
Spiritual Centre and its €annection to the courtyard is compromised due to partial
in-filling of the courtyard on LO4~te LO3 yielding a less-private orientation.

e The introduction of the Staff Cafeteria, amenity areas and workspace to LO1
introduction of busyness and noise_in the vicinity of the Spiritual Centre which
detracts from the space’s function andoffering.

e The required orientation minimises available natural light into the Spiritual Centre
due to the building overhang above.

CETES

e No concerns with proposed new position. Offers good/connection with blue and red
lift cores and proximity to the inpatient wards. Full spatialbrief met.

Food service

e New LO1 location poses logistical challenges with food deliverieSgo the wards
passing by the mortuary. Tapapaku flows will need to be reviewed by mana
whenua.

CSSD

e The new CSSD floorplate may offer opportunities for a better layout, however the
floorplate is slightly smaller which may compromise the ability to provide for a worst-
case equipment scenario.

e The reduction in theatre numbers may reduce the daily throughput but if resilience
is added to accommodate any future theatres this may be negated as there is no
clear expansion space.
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Separation of CIS and theatre floors

e The separation of these two floors introduces potential for inefficiencies where staff and
logistics have a longer journey when moving between the two. The significance of this
is to be determined as fast and efficient lifts may be a mitigating factor.

Deletion of public bridge between Outpatients and Inpatients

e <[ he bridge link was intended to serve two purposes — to emphasise the connectedness
between the two buildings as part of one coherent interactive facility, and to provide a
safeg'weatherproof accessway for the public between the buildings. Its removal may
impactonsmovements across the red bridge and red core.

e We supportfuture proofing the design to allow for the bridge to be built in the future.

Co-design with mana whenua

e Te Whatu Ora Southern values the relationship with mana whenua and supports
ongoing dialogue to ensure the impacts of any changes are understood and negotiated
with our co-design partnerss

Further information or investigation recommended
e Further options for location of the\Spiritual Centre should be explored, considering:

- Access and privacy/sensitivity

- Connection to nature and natural light

- Expansion into neighbouring space‘(courtyard, meeting room or similar) for
larger events

e Tapapaku flows need to be reviewed to ensure they ecanbe managed in a culturally
appropriate manner (collocation of food and mortuary on'L01)

Summary impact statement

Integrated Operations Centre (IOC) and Clinical Engineering (and equipment store)
located on LO6 as a relatively soft fit-out to enable a future expansion planfor, inpatient
beds creates a complex move with many steps when, operationally, these bgds would be
required for clinical use. Both I0C and Clinical Engineering (with its associated-€guipment
store) are permanent and critical elements of the NDH. Location of heat-pumps onsthe
Bow Lane site severely inhibits future development opportunities to the east as partof the
Health and Education Precinct Site Masterplan. Colocation of mortuary garage and back of
house services is not considered compatible, especially the crossing of tipapaku and food
logistic flows. Significant reduction in car parking as detailed in the DBC. Further options
for location of the Spiritual Centre should be explored, considering access and
privacy/sensitivity, connection to nature and natural light, and expansion into neighbouring
space (courtyard, meeting room or similar) for larger events.
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Chapter 12: Reputational Risk and impact on User Engagement

Design of the New Design Hospital (NDH) is advanced, and users have been involved in
consultation on the design for some years. Clinical users have a detailed understanding of
the design and the data and modelling on which it is based. The proposed design, size
and scope of the hospital have been well publicised (1, 2). The Detailed Business Case (3)
has-been proactively released to the public. Significant changes to the design, and
particularly any reductions in size and / or scope, will therefore have a negative impact on
the reputation of the project and the NDH among both the public and Te Whatu Ora
Southern staff.

Key risks

e Public loss of faithithat the people of Southern will get a well-functioning, adequately
sized hospital

e Public perception that the btirden of providing health services is being pushed onto
primary and community providers without adequate planning or resourcing

e Public perception of unfairness and.inequitable distribution of access to health services

e Staff loss of confidence in — and/or fatigue with — the design engagement process,
leading to poorer design outcomes andypetential downstream operational inefficiencies
in the NDH

e Staff approaching the media to air concerns/and grievances about the process and
possible outcome

e Staff losing confidence in the project and the PMOleading to unwillingness to engage
with transition planning and a consequently poorérAdransition process and outcome in
the new facility

e Overstretched workforce being asked to repeat work they have not been resourced to
do.

Explanatory notes
Community risks:

The risk to the reputation of the project, Te Whatu Ora and Infrastructure and Inv€stment
Group amongst the Southern population across Otago and Southland is significant~The
need for a new hospital has been well interrogated, and public interest in the New Bunedin
Hospital is high. The Te Whatu Ora Southern district covers a large geographical area
with many small rural communities, and residents often travel long distances to access
health facilities and services. Therefore, NDH is seen as a district health facility supporting
the care of patients across Southern.

Social media sentiment indicates there is already scepticism that the new hospital will be
large enough to meet the needs of Southern’s growing population. Compounding this is a
lack of clarity or confidence about how services in the community will be provided. The
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perception that the service from tertiary hospital for the region is being reduced may

support the view that access to high quality health services for this district is not being
prioritised, therefore increasing inequalities, and added pressure on primary care and
community providers.

The size and scope of the New Dunedin Hospital is premised on efficiency assumptions
with, more services being delivered in community settings. Any reduction in size or services
offered within the New Dunedin Hospital therefore implies that there will be the ability and
fundingde deliver these elsewhere. In a context where health services are perceived as
stretched,,underfunded and understaffed, these assumptions may increase the risk that
the projectiS seen by the public to be contracting at the cost of increasing pressure on
primary and community services, without making corresponding resources available.

In July the local newspaper (2), the Otago Daily Times, reported that Minister of Health
Andrew Little had ruled out a reduction in the hospital’s size or scope. He said the
government had always kn@wn-there was going to be a cost risk in the project, but the
important thing was to have a hospital that met the needs of the population. Any loss of
beds or services will be seen as‘eounter, to the minster's assurances that scope or
capacity reductions were not being contemplated.

Staff risks:

The risk of clinical user disengagement in the design process is well acknowledged. There
have already been several points in the project wherg earlier design phases and steps
have been repeated. Clinical staff, always busy and undéppressure, have been
increasingly stretched by the impact of Covid-19 over the past two and a half years. They
have stretched themselves further actively engaging with the/design team, on the
understanding that this would result in the best possible facility for the staff and community
of Southern. Even prior to the value management exercise, user disengagement was
amongst Southern’s top five project risks and has been actively managed by Te Whatu
Ora Southern PMO and Clinical Leadership Group (now Clinical Transfarmation Group -
CTG).

As a result of the VM exercise the PMO, along with CTG Exec and the Design Team ave
held a series of meetings with key clinical staff from the most affected areas. While these
were useful discussions, the impact of learning of the VM exercise at this point in the
planning has been evident. There is a sense that information has been withheld from
clinical users. Users expressed frustration with the process, particularly the need to unpick
and redo design work that has already absorbed a lot of their time. It is worth noting that
some users have engaged in research, simulation exercises, writing papers and visiting
sites, often in their own time, to inform issues of clinical relevance to the design. Users
have said they are concerned that decisions are being made against clinical advice and
data and this will lead to poorer clinical and operational outcomes.

56



Te Whatu Ora

Health New Zealand
Document 1

Staff have also expressed anxiety around excluding services or facilities from the scope of
the project and assuming that alternative funding will be found to provide these elsewhere.
The health workforce is well aware of the pressure on health dollars and the historical
difficulty in achieving budgets for health projects, however well-supported or needed.
Therefore, staff feel there is significant risk that sufficient funding will not eventuate to offer
these services in suitable facilities, and the community will suffer as a consequence.

There is\a risk that staff will feel they can gain leverage by taking concerns to the media,
which will'fuel public perception that the facility will not meet the needs of the Southern
community.

The VM exercise coingides with the time that Te Whatu Ora Southern needs to start
planning for the transitiopte the new Outpatients Building. Although this building will be
largely unaffected by VM, if staff disengage or lose confidence in the project or the PMO
they may also withdraw commitment from transition planning. A successful move to the
new hospital requires all staff and\services to change the way they work and learn new
processes. If staff perceive the NDHgproject as having reduced value following VM it will
be harder to motivate change, and likely have negative impacts on the planning, transition
and outcomes for the NDH.

Key partner risks:

At the start of the VM exercise in November 2021, for/a short period, the $17 million NDH
contribution to the Interprofessional Learning Centre (ILG) was proposed as a savings
opportunity. The opportunity soon became unavailable and-the-background to this is
detailed in a memo from Pete Hodgson, August 2022 (appendix 2). Te Whatu Ora
Southern has repeatedly reiterated that we consider the NDH capitakcontribution to the
Professional Development Unit in the ILC in scope of the NDH project and fundamental to
the opening and operation of NDH from a staff training and credentialling-perspective.
Consequently, the PDU component of the ILC is not being considered in‘this"VM exercise.
The importance of highlighting this is to ensure we have a consistent message externally,
to preserve the ongoing local working relationships with our key partners in the"ILC
development, namely University of Otago and Otago Polytechnic (soon to transition to, fe
Pdkenga).

Potential mitigations

e Communications plan to be agreed to ‘front foot’ comms with public and staff
e Ownership of decisions at appropriate levels

e Clear and transparent path for feedback, decisions and escalation

e PMO to manage ongoing relationships with users.
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Summary impact statement

Any change in the size or scope of the New Dunedin Hospital, and any demand for
significant redesign with accompanying consultant costs and demands on clinical staff’s
time, will have a widespread negative effect on the reputation and expectations of the New
Dunedin Hospital project and facility. It will be perceived as a ‘broken promise’ if less is
delivered than was approved in the Detailed Business Case. The knock-on effects are
likely 4o result in poorer outcomes for the design and clinical services for the people of Te
Whatu Ora Southern district.

References

1. New Dunedin HoSpital Website The New Dunedin Hospital | New Dunedin Hospital
2. Otago Daily Times«(16/7/22) Minister rules out hospital size reduction | Otago Daily
Times Online News<(odt.co.nz)
3. Detailed business case 27+
new_dunedin_hospital_final _detailed business case 0.pdf (health.govt.nz)

Appendices

1. Otago Daily Times article (15/7/22) Minister rules our hospital size reduction
2. Hodgson P (August 2022), Interprofessional Learning Centre Memo
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Appendix 1: Otago Daily Times 15 July 2022

Friday, 15 July 2022

Minister rules out hospital
size reduction

@/ By Mike Houlahan Fss=g 3

News > Dunedin > Health

ings, supplied by the

billion new Dunedin Hespital, but has ruled duction in the size of the new
facility now being built in the central city.

Health Minister Andrew Little has ordera(@ﬂir@tion of the budget for the $1.47
ut y

"Mone of this is being contemplated,” Mr Little sai
asked if he would look to reduce the size or scale o
new hospital, or change the services intended to be /

provided within it, s part of that budget review.

"Bvery infrastructure project is facing potentially major cost & iy
escalation because of supply-chain issues_ the war in .
Ukraine and global inflation pressures,” Mr Little said. N E ‘ l EDl N

"In the health sector, I've asked all project leaders to look
at appropriate steps to mitigate the risk of cost escalation.”

The Gowvernment has already upped the hospital project
budget to $1.47 billion, partly in recognition of the ever-escalating cost of building
supplies, and put aside contingency funds in this year's Budget.

In June, Mr Little told the Otago Daily Times the Government had always known that .
there was going to be a "cost risk” about the hospital budget, but that the important /

thing was to have a hospital that met the needs of Dunedin and the Otago and

Southland population.

Last month he told the newspaper that cost escalations were a fact of life, and that OO

Health New Zealand weould need to manage costs on the project

Ewver since the anncuncement that a new hospital would be built in Dunedin there have
been battles about the size of the facility and what services would be provided within it.

final concept design for the hospital settled on 91,000sq m — a figure still considerabhy
larger than the 70,000sq m existing Dunedin Hospital but well down on what some had
envisaged might be a 125,000sq m hospital in the project’s early days.

Once proposed as being 93,000sg m, it was scaled down to 89,000sq m, before the O

An attempt was made in 2020 to scale the
proposed new hospital back from the planned twe buildings to a single structure as a
cost-saving measure, which was repelled but at the cost of some sguare metreage from

the plans. ‘ ;
That attempt to trim the project’s budget was inspired by cost issues due to more :

difficult than anticipated ground conditions.

MNews that the project budget was once more under scrutiny sparked concern that the
size of the hospital might once again be threat, but Mr Little’s comments seem to have
ruled that out.

He said he was still awaiting advice on the new Dunedin hospital project.
"| expect suggestions will be forthcoming in the next two to three months.”

Hospital planners are in the middle of applying for fast-tracked rescurce consent to build
the first of the two big buildings intended to form the heart of a health precinct. Approval
has already been granted for foundations and earthworks.

The budget review may well affect what materials will be used to construct the building,
especially the exteriors. 59

mike. houlahan@odt.co.nz
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Appendix 2: Interprofessional Learning Centre [ILC]; brief history to

date. August 2022

1. This memo records a potted history of the ILC to date with a deliberate focus on
funding. Unfortunately it records and hinges on an official error or omission within the
Ministry of Health.

2.The New Dunedin Hospital [NDH] has been scoped to include a professional
development/unit [PDU] from the outset. The ILC was conceived of about 5 years ago in
discussions between the Ministry of Health, Southern DHB, University of Otago [UoO] and
Otago Polytechnie{OP] The PDU became an integral part of the ILC, and has been
explicitly excludedsfrom,the inpatient building since then. For the record, the PDU provides
the required amenitieS{including simulation spaces) and staff to run the mandatory
training and credentialingactivities for registered and non-registered employees of
Southern. It therefore needs 16 be opened ahead of the inpatients building.

3.The strategic case for the ILC is stpong. Interprofessional learning is considered to be a
superior way of teaching senior undergraduate health sciences. Internationally, pedagogy
research characterises and quantifies stch gains. Some interprofessional learning already
takes place in NZ. In essence students spénd meore time learning with peers from other
professional groups. Various simulation and real*patient experiences are taught to
students in interprofessional teams, producing azmere rounded, empathetic and better
integrated graduate. The impact of ‘fiefdoms’ or ‘profeSsional tribes’ in NZ's health system
might be expected to diminish over time.

3. Thus the long term value to the health system nationally is both identifiable and
quantifiable. It comes at no additional cost to the health system nationally given that a
PDU must be built somewhere. Additionally there is value to the local health system in
having the professional development unit of the NDH housed in the ILC father than in the
new hospital. One advantage is simply the formal and informal interaction afforded by the
physical interaction of clinicians and senior undergrads. A second is that Dunedin’s two
simulation centres will become one substantive centre and its assets will be sweated
harder, to the advantage of all parties. The decision of the OP to relocate health sciences
into the ILC has driven that second advantage.

4. Dunedin has an unusual concentration of health science education, which is often
underestimated, including locally. It has a wider range of health science disciplines than
any other centre, and most clinical schools are among the largest, or are the only, in NZ.
Of the UoO'’s four divisions, the budget of the health sciences division, alone, equals or
exceeds the budget of the University of Canterbury or the University of Waikato. Thus,
interprofessional education gains for the NZ health system are larger and more readily
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secured in Dunedin than anywhere else in NZ. There are benefits to Dunedin too;?he cityes

reputation for quality health sciences education is maintained.

5.Various funding options have been explored over time. The preferred option was settled
about two years ago. Each party would pay their own way, proportionate to the space each
would occupy. [The early design work to date has been split evenly into thirds.] The MoH
had.earlier set aside $17m, being the estimated cost of the PDU, and reflected that in a
Cabinet minute.

6. About awear,ago it was becoming increasingly clear that the NDH was suffering
extraordinary(Cost.pressures. The issue of ‘more money or less hospital’ was firmly on the
table. Coincidentally, at about that time the UoO had to adjust its capital works program
considerably because'the building code adjustments pursuant to the Kaikoura earthquake
had started to take effect. The Wellington School of Medicine needed strengthening, which
was unbudgeted, and a €ascade of other capital program delays meant that the UoO
thought it ended with some éspare’ capital. It also had space constrictions on the Dunedin
campus, especially for Advancéd:Medical Learning [AML], and it had some spare project
management capacity.

7. In essence that meant that the UoO couldsif parties agreed, take over the construction
of the ILC, add additional space at its cost forAML, and pick up the MoH share of the ILC.
That would allow a saving to be made for the NDH. The details were not ever finalised,
though it was recognised that using the UoO as an alternative funding source would cost
the health system more over time as the UoO wouldface a.marginally higher cost of
capital than the Crown.

8. Towards the end of 2021, probably November, | conveyed the jdea to the MoH. There
was an urgent effort underway to identify some quick savings and ideas were being
sought. It was quickly incorporated in a paper to Ministers that was being-drafted up at the
time.

9. Regrettably the UoQ’s ‘spare’ capital soon evaporated. The UoO was facing the same
cost pressures as the NDH and the Tertiary Education Commission withheld a number of
borrowing consents across the sector. The UoO therefore withdrew its offer to help on
February 24 2022. | conveyed that to the MoH, in writing, as | knew that an adjustment to
the paper to Ministers was needed. Here is the email trail from Feb 25 2022:
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i John

It would now seem unlikely that the University of Otago [UoO] will be able to assist the MoH meet its costs of $17m
toward the ILC.

You will be aware that in recent times the UoO had indicated that, because of changes in its own capital program
occasioned by the Kaikoura earthquake and its aftermath, it might well be in a position to fund the MoH portion of the ILC
and also undertake to build it. That would have prospectively released $17m toward funding the emerging shortfall in the
NDH budget.

However the UoO yesterday advised that, because of the exigencies of Covid, TEC has deferred consideration of the
UoQ’s borrowing consent until June. Several UoO projects are affected, including the $17m in question. The UoO's own
contribution to the ILC is however not affected. Te Pukenga/Otago Polytech also remains committed to contributing
=$20m.

Ofcourse the option still exists to have a private developer build and lease. However that would cost more, take longer
and would be resisted by OP because Te Pukenga enjoys access to relatively cheap capital.

Accordinglyit is our intention to revert to Cabinet’s original decision to invest $17m towards the PDU facility within the
ILC.

Best wishes

Pete

Chair, SDHB

Hon Pete Hodgson

25 Stevenson Ave Sawyers Bay

Dunedin 9023 New Zealand

+64 21 340 668

pete.hodgson.nz@gmail.com

Thanks for the advice Pete.

We will make sure we incorporate that in to advice to Mifsters)
Regards

John

John Hazeldine

Acting Deputy Director-General - Infrastructure

john.hazeldine@health.govt.nz
DDI: 04 496 2396

http://www.health.govt.nz

See More from Pete Hodgson

10. Regrettably ,it seems it was not incorporated into written advice to Ministers
either in February 2022 or since. Accordingly the record shows Ministers approving
a saving that did not, and does not, exist. This persistent error is costly because it
repeatedly damages the trust and goodwill on which the ILC has been conceived. Perhaps
a little pointedly, | reflect that had the UoO never made the offer to help late last year, we
would not be in this position.

Pete Hodgson
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Te Whatu Ora Southern response to New Dunedin Hospital
Value Management Option 4.4

Date: 16 September 2022

Purpose

1.

To.provide a clinical and operational response from Te Whatu Ora Southern following the
release of New Dunedin Hospital (NDH) value management option 4.4. This refined
option arose as a consequence of the Executive Steering Group (ESG)
recommendations and direction at their 9 September 2022 meeting.

In contrast to ESG.being tasked with providing a response to Ministers that contemplates
the narrower view, of the NDH build, Te Whatu Ora must also consider the longer-term
view that includes whole of life costs.

Option 4.4 has evolved inggsponse to Southern’s Clinical and Operational
Impact Statement

3.

4.

In response to the resolution at the-ESG meeting on 9 September, the design team
produced value management option‘44. Many of these changes were in response to
issues outlined in Southern’s Clinical and’Operational Impact Statement prepared to
accompany discussion about option 4.3.

The key changes in option 4.4. from option 4.3 presented at ESG are:

a) Reinstatement of 32 bed inpatient ward on {084 which is necessary to ensure
appropriate patient capacity and flow in the NDH

b) Allowance for acute inpatient bed pod for Mental Health Services for Older
People (MHSOP) on south tower of L06, with the precise'number of beds to be
confirmed once the service’s desired model of care is agreed, Option 4.4. does
not include a solution for the balance of the capacity requirements, of this service.

c) Retail, staff amenities and workspace location in the redeveloped-Dairy Building
on the south end of the Cadbury site.

d) Soft expansion space for future PET CT scanner positioned alongside’Nuclear
Medicine.

e) Refinement to locations and key adjacencies of some departments based on-user
advice in the Te Whatu Ora Southern Clinical and Operational Impact Statement
(e.g. Integrated Operations Centre moved in to the podium rather than tower).

The risk profile has changed, but still requires active mitigation

5.

Southern would like to acknowledge ESG'’s response to the identified “red” risks in the
Clinical and Operational Impact Statement, dated 2 September 2022 (appendix 1). In
particular, the reduction of inpatient bed numbers and deletion from scope of an inpatient
unit for MHSOP and the PET CT scanner.

IN CONFIDENCE
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6. The reinstatement of the two logistics lift shafts between option 4.2 and option 4.3 has
likely reduced the identified risk of logistics inefficiencies to amber. However, we
understand that one of these lift shafts will be shelled. Updated lift modelling calculations
— and a clinical and operational interrogation of the outcome — will be required before an
update to this risk category from red to amber can be confirmed.

7. The remaining red risk category is the ~1,000m? shelled workspace.

a) We acknowledge the work the design team have undertaken to incorporate as
much workspace as possible in option 4.4 and we will await the detailed gross
floor area (GFA) comparisons to fully understand the included area in option 4.4
compared to the current scheme (as at 75% Developed Design).

b) Southern continue to advocate strongly for all scheduled workspace to be built in
or alongside the Inpatients’ Building to enable the efficient functioning of the
hospital. This is supported by detailed modelling of workspace requirements.

8. In review of option.4.4the risks outlined in the chapters of the Clinical and Operational
Impact Statement (appendix 1) have been turned “green” in chapters 2 and 6, chapters 1
and 3 in part (now bothtamber), and risks outlined in chapters 4,5,7, 8, 9, 10, 11 and 12
remain.

9. Anew risk to be considered in option4.4 is the redevelopment of the Dairy Building with
the retail, staff amenities and workspaee: The costs and risks to bring this historic
building up to an IL3 standard need t0 be_ fully explored and understood.

59(2)(g)(i)
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1 ESG memo dated 7 September 2022: Value Management and Recommendation, attachment F, RLB Memo
‘NDH Inpatient Building Optimisation Estimates’ dated 30 August 2022

IN CONFIDENCE
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Summary

59(2)(g)(i)

Recomprendations

15. It is recommeénded you:

a) note Southerr’s views concerning option 4.4.

b) endorse the “alteérnative approach” proposed by Southern to develop a hybrid option
incorporating staging’and a design lite scheme based on the current design, resulting
in less clinical and operational risk and a reduced future OPEX liability. This is
anticipated to generate ¢comparable savings to option 4.4 once all the unknown risk is

quantified.
SR awwt
Hamish Brown Bridget Dickson Sheila Barnett
Interim District Director Programme Director Clinical Transformation Group
Te Whatu Ora Southern Te Whatu Ora Southern Chair

Te‘Whatu Ora Southern

Appendix 1: Te Whatu Ora Southern Clinical and Operational Impact Stat¢ment

Attached

IN CONFIDENCE
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Memorandum
To: Monique Fouwler, Director — Delivery, Infrastructure and Investment, Te
Whatu Ora

Copy to: Te Whatu Ora Southern Executive Leadership Team;
Marcus Read - Director, RCP
Tony Lloyd - Programme Director, Infrastructure and Investment, Te Whatu

Ora

Jim Coard — Project Director, Inpatients Building, Te Whatu Ora
From: Sheila Barnett — Chair, Clinical Transformation Group, Te Whatu Ora

Southern

Bridget Dickson — Programme Director, New Dunedin Hospital, Te Whatu
Ora‘Southern
Hamish Brown — Interim District Director, Te Whatu Ora Southern

Date: 3 November 2022

Subject: Response to presentation of Value Management Option 4.5

Kia ora Monique

1. The New Dunedin Hospital (NDH) designsteam provided an update briefing to Te Whatu Ora
Southern’s Project Management Office (PMO)fand the Clinical Transformation Group (CTG)
Executive of Value Management (VM) Option 4(5'en Friday 28 October.

2. Southern attendees would like to thank the design teamfor their thoughtful responses to the
concerns raised in the Clinical and Operational Impact Statement (dated 2 September 2022)
when recrafting Option 4.3 into 4.5.

3. The Clinical and Operational Impact Statement responded beth/te the overarching risks in
undertaking this Value Management process, and a series of spécific risks associated with
Option 4.3. Southern considers that those significant overarching risksto’pregramme, cost and
functionality remain, regardless of whether we see Option 4.5 or 4.3.

4. In response to the specific risks associated with Option 4.3 and raised in the Clinical and
Operational Impact Statement, Southern welcomes the following significante¢fitigations
presented in Option 4.5:

a. The reinstatement of 12 Mental Health Services for Older People (MHSOP) beds. This
results in an overall reduction of 9 MHSOP and 3 med/surg beds from the Detailed Business
Case (DBC) on opening. There remain the risks that the predicted growth in demand for
MHSOP may not be able to be accommodated without further expenditure, and that detailed
work on a suitable model of care (including primary and community-based services) is yet to
be completed.

b. The proposed reduction in 35 med/surg beds from the DBC has now been reduced to a loss
of 3 beds on opening (associated with the MHSOP ward).

c. Shelled space for a future Positron Emission Tomography (PET) scanner provides some
mitigation, but this transfers the costs of the fit out from the NDH project to Te Whatu Ora
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Southern. Outsourcing volumes would continue past the opening of the NDH Inpatient
Building.

5. The following risks remain unchanged:

a. Incorporating logistics into the Inpatient Building brings some benefits, but also some
inefficiencies, most significantly logistic flows between the dock and Inpatient Building red
corridor. Further work is underway to address these.

b The total Gross Departmental Area (GDA) of clinical workspace is now closer to brief, at a
reduction (from 75% Developed Design) of 6.4% rather than 10% in Option 4.3. The Dairy
Building provides workspace but at some distance from clinical areas, which may mean it is
less funCtional and underutilised.

c. The propesed shelling of 1000m? of supplied workspace is not considered clinically

workable. We acknowledge this could be ‘activated’ later down the line.

Reduction in scope of two operating theatres.

Achieving the re-design in the proposed programme timeframe due to the extend of impact

of the change.

o Q

7. In considering Option 4.5, we also started to see some potential knock-on effects of, for example,
altered riser sizes and location across multiple floor levels. It is anticipated more of these
‘unknowns’ will become apparent as design progresses.
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9. We look forward to working through the design-related risks with the Design Team. We
acknowledge that several of the outlined risk mitigations would require operational solutions and

@ will continue to liaise with our Executive Leadership Team to plan a pathway forward.
@/(é mihi nui

Dr Sheila ;ar tt Bridget Dickson Hamish Brown

Chair, Clinical &% Programme Director, Interim District Director

Transformation Gro New Dunedin Hospital Te Whatu Ora Southern

Te Whatu Ora Souther @ Project (NDH PMO)
/‘ Te Whatu Ora Southern

//36)
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