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CHIEF OPERATING @
SDHB

29 March 2010

Judy Keville
EA to Deputy Regional CEQ and Southland COO

PO Box 828
Invercargill 9840

Dear Judy,

Re  Public Consultation - Hospital Capacity Review
Delivering Wakatipu Health Services in the Future

Thank you for the opportunity for the public to provide feedback to you, in relation to
the abovementioned review. [ have chosen to use a letter format to base my response
back to you, rather than the structured on-line questionnaire. I trust that this format is

acceptable to you.

By way of introduction, this submission is made on behalf of Mercy Hospital Dunedin
Limited, a private surgical hospital that considers its catchment population to be across
the greater Otago and Southland region.

In response to your initial questions, this response is based upon:

° Non Wakatipu Basin residency;

° Non direct access to healthcare services within the Wakatipu Basin region;

° An organisation (Mercy Hospital Dunedin Limited);

° We are not a staff member nor a board member associated with the Southland
District Health Board.

Having read the consultation document a number of times and discussed it widely
within our entity, our ability to respond to the specific issues have proven to have been
limited, specifically due to the lack of context information upon which the submission is
made and the request for information presented. Specifically, while the focus of the
discussion document is clearly in relation to the Wakatipu Basin and specifically that of
the Lakes District Hospital facility, the absence of an overarching context by which that
facility sits within the wider Southland and greater Otago/Southland regions, for both
primary and secondary /tertiary health services, makes the proposal difficult to respond
to. Similarly, the lack of specific reference to the funding sireams intended to support
service delivery, again creates significant vagary as to the potential of this initiative.

While it is believed that you have accurately caught the significant challenges facing the
population within the Wakatipu Basin, again the lack of direct alignment as to the likely
service profiles demanded by such a population is of concern.

Excelfence in Healthcare

Mercy Mospital Dunedin Limited, 72 Newington Ave, Private Bag 1919, Dunedin 9054,
Phone 03 4640 107 Fax 03 4640 11| Emall reception@rmercyhospitolorg.nz Web www.mercyhospitalorgnz
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Rest-home and Hospital Care

General practitioner services, acute hospital inpatient care, access to
specialist oufpaticnt clinics and services.

Where community resources are lacking. or proper assessment and rehabililation
facilities are not available or are under-resourced, the sudden breakdown of the
social situation of the elderly may result in acute hospital admission, the so-called
“social admission”. This is poor utilisation of acute hospital resources. {COP)
Many older people are over-medicated, with up to 12% of admissions o acute
hospitals caused by a reaction to medication. (COP)

Some older people are entering into residential care 100 early, without specialist
assessment, before other options have been expiored. (COP)

About 50% of admissions to residential and Jong-term care are decided during
acute hospital admissions. (COP)

While care at home is cheaper, it is also problematic. It may not be cost-effective
because of increase in services required by relatives to keep elderly at home rather
than in an institution, siphoning off resources which the less disabled might use
more efficiently. (COP)

There is seme confusion about whether palliative care for people over 65 is a
responsibility of services purchased from the HFA Personal Health budget, or the
DSS budget (HDSOP)

There is no accepiable standard of care for people who are dying. Barriers to
accessing continuing support and paliiative care include the general public’s lack
of information and knowledge of palliative care as an option, lack of skilis,
confidence and education in health care professionals over how to approach
palliative care and fragmentation of purchasing frameworks for care of people who
are dying (NAC)

Failure to integrate palliative care into the health and disability services sector has
created preblems such as inequitzable access, and the significant rise in acute
medical hospital admissions of dying people who are repeatedly re-admitted in the
last six months of their lives without their treatment objectives being reviewed.
(NAC)

Only geriatricians have the authority to approve subsidies for residential or long
term hospital care (COP)

In a recent study almost half the patients admitted to long term care by GPs or
acute physicians were deemed able to be discharged back to the community after
being assessed by a geriatric service, and almost half were still there six months
later. Need for experience in geriatric medicine in training of general physicians.
(COP)

Decisions on transfer of patients between specialities, and timing of discharge. are
often not easy. They require a detailed knowledge of the patient’s needs and the
availability and quality of resources in the community. Good communication
between general medical and geriatric services is therefore essential.

Poor discharge planning for older people, particularly those in general hospital
beds. is a problem. Carers and voluntary agencies complain they are not consulted,
and are unsupported, untrained and unprepared for what is expected of them when
looking after a discharged older person. Because of the communication difficulties
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experienced between hospital and community services, there is a need to question
the reasons for their separation. (COP)

The closure of public long-stay beds and their devolution to the private sector has
resulted in the further decentralisation of care. It has also tended 1o isolate older
people in long term residential care from the geriatricians, and placed greater
responstbility on general practitioners, many of whom have no special training in
the care of older people. (COP)

Residential care for older people is seen as an accommodation option for
retirement. (HDSOP)

Ideally various ‘levels” of sheltered care should be available in the community. A
first-level model is warden-controlled flats; these are uncommon in NZ. Al a
slightly higher level is the Abbeyfield House concept, offering boarding facilities
for fit, older people. with a cook/housekeeper providing all meals. At a still
higher level are cottage-type units on the campuses of larger residential care
institutions, with access to the facilities of the latter, Rest homes and long term
hospital beds, the predominant forms of sheltered care, but are expensive to
operate well. (COP)

The degree of patient dependency in rest homes and long-term hospital care is
rising due to trend towards ageing at home and greater insistence on assessment
before entry.  This has led to rest homes finding it increasingly difficult to cope
with higher ratios of more dependant people, given the staffing possible with the
funding levels offered. Subsequent discord arises over people being categorised
as Support Needs Level (SNL) 4 or 5 (highest-dependency levels). (COP)

It 1s suggested there is too much funding support for rest-home hospital services,
where private hospitals believe they could do more in the area of respite care, day
care/night care and also convalescent or rehabilitation type care following acute
incidences such as hip replacements.  There may be a need for additional
categories at the interface to recognise variability in the dependency of these high-
dependency people. An alternative would be encouraging development of multi-
level homes and hospitals so residents do not have to change institution. (COP)
Despite the removal of perverse incentives favouring institutional care, the number
of people going into subsidised residential care is increasing to the extent that it is
a significant financial risk to the HFA, (HDSOP}

Between July 1995 and June 1998, there was a 3.8% increase in people in
subsidised rest home care and 7% in subsidised long stay hospital care. The rise in
the actual elderly population was less than half this. This trend may not be
accounted for in present allocations for the HFA, so the difference must be funded
from reductions or savings made in other DSS services. (HDSOP)

Desire for care can follow loss of confidence as a result of a fail, loneliness, the
increasing challenge of everyday tasks such as meal preparation, and the
debilitating effects of alcohol abuse or drug addictions (sleeping pills and
tranquillisers). (COP)

Care may also be required if medical conditions go untreated because people feel
they cannot afford to see a doctor. or because of waiting lists or gaps in available
health services. (COP)

The risk of requiring care may be increased if suitable rehabilitation facilities arc
unavailable e.g. distance or inadequately resourced assessment facilities. (COP)



~ GPs frequently express concern about delays in obtaining information from
hospitals about the care of patients they have referred. In turn, hospital doctors
express concern about the poor referral information they receive from GPs. (COP)

In the Wakatipu

Lack of affordable, staged and seamless rest-home care is the overwhelming reason
given for elderly fecling they are forced to leave the district.

They want more of what we have --- from self-contained units to more beds at the
P.S.5. Home (without waiting lists), including double units and toilets in each unit.
There is an expressed need for facilities in Arrowtown, an Abbeyfield (resident carer)
type complex inn the district, and a fully serviced retirement village complex, with
Stage 3 and dementia care on site.

The stress having to quit the district, or move relatives away for care, is a repeated
response. People do want to stay here --- but they want help. from grocery delivery
home maintenance and gardening to GP home visits, fransport to appoiniments,
activities and outings.

They want minor surgery and a wide range of outpaticnt services available here. A and
[ al the hospital ---- in short, “access to a fully serviced hospital without the threat of
being sent to Invercargill.”

A high proportion of respondents would prefer links to Central Otago, Dunedin or
Christchurch rather than Invercargill.

Health professionals are more direct. They worry about the lack of checks on the
elderly living on their own, suggesting warden-controlled flats {perhaps on the
Abbeytield concept).

Some say the long-term care here is “just OK;” others say waiting lists are too long for
both full-time and respite care.

Long-term beds are claimed not to be a public hospital responsibility, “Care
inadequate at Lakes District Hospital, as elderly patients are being combined with
acute cases.” But people are hesitant to go to main centres for hospice care (expense,
cutting family ties). Palliative and hospice beds are needed.

“We've got the land at Frankton for a proper hospital and a really good aged-care
complex based on the P.8.S. Home; why can’t we have it.”

Mental health is a giant gap for the elderly --- “lacking evervthing.” What is called for
ranges from dedicated day-care and psychiatric long-term and respite beds with a
securc unit, Dementia care is urgent (the closest units are Cromwell or Southiand).

9
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Assessment, Treatment and Rehabilitation

Itis unclear how effectively and consistently needs assessment tools and processes
are being developed and used across the country.  There is no single needs
assessment tool, apart from the Support Needs Assessment Form, and various
tools are used in various ways in all areas of disability support, There is no
censistent separation between needs assessment and service co-ordination as
intcnded.  The process of prioritising access to service is not transparent. (NAC)
It is likely many AT&R units are below maximum efficiency because of staff
shortages. There is a need te determine optimal ratios of various therapies and
disciplines for maximum efficiencies. No guidelines at present.  Efficiency also
dependent on adequate facilities in community for ongoing rehabilitation. (COP)
Access to rehabilitation services the HFA purchases in different parts of NZ seems
to depend on how these services have historically been provided. (NAC)

There is no formal mechanism for follow-up monitoring and reassessment.  This
is lefl to the older person or their caregiver to re-initiate, (COP)

Reductions in specialist AT&R services for older people have denied this group
access 10 appropriate assessment services in some regions, (HDSOP)

There are three fevels of AT&R needs assessment: Initial = simple needs such as
home help services; Comprehensive = mobility, personal care and domestic
support; Specialist = medical input.  Assessment facilitators are expected to use
their professional judgement in consultation with clients and their families to
decide whether a client needs further assessment, (HDSOP)

Results of assessments are passed te service co-ordinators to develop service
plans. (HDSOP)

HFA is working to develop national specifications and contracting arrangements
for services it provides, including identifying an ideal AT&R service (due for
completion Dec, 1999). (HDSOP)

A trained multi-disciplinary team should undertake the assessment of eligibility
for a service. Care is required so the assessment process does not become a
bureaucratic nightmare either for the agency performing it or the person
undergoing it, and it 1s not too rigid in its application. Flexible service provision
based on assessment is highly desirable.(COP)

10



In the Wakatipu

The community knows little about the process of A T and R. It is a rather like
underiakers; by the time people are faced with using the service, they are under such
mental and emotional pressure they simply bow to the system.

Health professionals. though, do have considerable to say about its local
shortcomings.

They have [ittle to do with social-needs assessment (see Home Care section), but have
real misgivings about acute (following geriatric crises) assessment.

There has been no focal co-ordination of the service. It has long been based in
Invercargill.

“We don’t have a good geriatrician available.”

“There is no specialised geriatrician available on site, and little input from
Invercargill.”

“We simply need a geriatric service.”

“Inadequate feedback from Invercargil! geriatrician to GPs.”

“We lack specch therapist, social worker and occupational therapist; many patients
require much more intensive treatment than is available.”

“There is a need for a local client case manager.” {identified three years ago by HFA)
“Assessment from Invercargill unnecessarily dislocates the patient from his honie
environment”

There 1s no inpatient A and R service at LDH, nor any local rehab programme
combining physio, speech therapist, OT etc --- neither inpatient nor outpatient.
“Absolutely shocking public clinics; lack of investigative procedures (contrast
Dunstan).”

Rehab services inadequate; need more physio ctc.

11



3. Home Care and Carer Support

o Carer respite services: ‘flexibeds’ including overnight and weekend only
stays, day care centres, attendant care

o Support provided by voluntary organisations, companionship

e Counselling service/grief support, advocacy and complaints services

¢ Informal or formal assistance with washing/bathing/dressing/toileting ete

e Meals on Wheels, help with shopping

e Home help schemes/cooking/cleaning/laundering/gardening/maintenance

Homecare Workers, A case study of a female occupation;
Ministry of Women’s Aftairs, March 1999

Homecare = Personal care (showering etc), and household management,

¢ Small difference between hourly rates between housework and personal care but
significant skill difference between the two roles. This is not adequately
recognised.

e Service provider agencies are dependent on contracts with HFA and ACC for their
survival. As such, these funders are able effectively to set prices --- which in turn
have an impact on the pay and conditions of homecare workers.

e (lient’s value — and even expect — a positive, caring relationship with their
worker, and prefer not to have visits from multiple caregivers.

e In most of the agencies in the study, training was unpaid, and only half the
workers interviewed had taken part in any training sessions. There are no
industry training standards or external review procedures.

e Most homecare workers have very little personal contact with a supervisor and
only limited contact with their peers. In some agencies this means regular quality
supervision of performance assessment is practically impossible.

e The research identified the foilowing issues:
1. The need lor comprehensive data on the homecare industry
2. The importance of accurately describing homecare work to allow evaluation
and benchmarking relative to other comparable work, and to acknowledge the

value of its ‘caring’ component

3. The need to improve employment contracts for workers
4. The importance for introducing standards for training
5. Enhancement of quality and effectiveness of homecarc services e.p.

contracting the provider agencies to make professional judgements about
changes to the quantity and type of care provided; and ensuring that all
12



workers get adequate training. support and performance-appraisal to enable
them to carry out the client monitoring role effectively, a role that is currently
not formally acknowledged.

Unpaid family members are estimated to undertake 75% of homecare.

Clients receiving personal care were Jess inclined to be part of the study than those

receiving household management.

Funding and policies of homecare to disability, acute and accident clients differ.

1. Disability: Access through needs assessment process for Disability Support
Services (DSS).  DSS services intended to complenient role of family, friends,
and local community services - subsidised for those with income tested
Community Services card. Those without can choose to organise their own
homecare,

. Acute: Short term service if no family care available, not incame tested.

3. Accident related: ACC assessed. Individuals directly contract their homecare.
fully funded. compensatory rather than complementary of family care.

HFA has contracts with 26 agencies and aims to ensure a choice of at least two

agencies in mos! areas,

No comprehensive analysis of the NZ homecare industry has been undertaken.

The industry is deminated by DSS contracts and HFA spends approx $100 million

nationwide a year. No robust statistics are available on the number of people

working in the industry.

Fewer homecare services are now being provided directly by the public health

system.

Growth in homecare due to:

4. Increased numbers of elderly.

5. Technological change allowing treatments at home rather than hospital.

6. [Earlier discharge from hospital.

7. Substitution of homecare for institutional care for people with disabilities or a

degenerative condition.

8. Substitution of nursing care with care by semiskilled workers e.g. move of
district nurses away from direct care of aged.

9. Reduced supply of family carers available to carry out unpaid care.

Individual needs. except ACC, are determined as supplements to care from
family, though formal homecare is important in maintaining the quality of family
care.

Homecare wages lag behind similar jobs (especially overnight care); some
agencies do not pay travel costs / time.

Work essentially casual; no security of hours, overtime or penalties.

The dominant position of the HFA and ACC as funders, and the importance of
their business to the survival of the service providers, means they are effectively
able to set prices and develop contracts in a way that limits the ability of agencics
to provide secure employment. The ACC fixed fec is commonly lower than HFA.
HFA dominant source of funds for the service providers (50-90% total income).
This has led to difficulties in affording more competitive remuneration. Low
contracting prices result in very narrow margins above labour costs.

ACC fixed fee commonly lower than HFA. Some jobs not paying their way, but
taken simply to diversify agencies’ funding base.



o lunding: HFA Central office and ACC contract agencies on a fee for service
basis, to provide clients with the specific number of hours of care determined in
the assessment process (measuring need and funciional disability not an exact
process, however).

e HFA North office has mixed system; allocates budget to agencies as generalised
payment for a specified total guantity of care, but leaves decision on mix of care
to meet assessed needs of individual clients up to the agencies. This ENCourages
innovation and efficient use of resources, and more control for workers, Also
allows the ability for agencies (o make independent decisions about
10. Changing the number of hours a client receives (client does not own hours),

and juggling hours of homecare workers between clients,
I'T. What service 1o provide (pairs of workers can spend short time with client
showering, putting to bed eic)

Clients using DSS subsidised homecare services rarely regarded the service as an
entitlement. They often see themselves as being powerless to influence decisions
on services, but were grateful for what they got and ‘not being one to complain’.

o Homecare workers frequently extend themselves beyond the formal boundaries of
their paid jobs into more informal ties and activities. A high incidence of extra
work is being performed, sometimes in the workers’ own time.,

Several homecare managers see it as their role to tell workers to refuse extra work
for clients, and discourage workers from giving out their home phone numbers.
Most do so for easc of notification of changes, however.

e The pay is so poor the place really runs on heart, say workers.

e The added value of stable and personalised relationships workers build with
clients is not part of funding contract.

o Cure-plan tasks often take more time than allocated (e.g. taking an Alzheimer's
client shopping).

e Focus of the job description is based on concrete tasks, while skills such as
¢motional support. communication, and companionship are rendered invisibie.

»  Min ol Health standards require that clients have the right to choose and change
their caregiver and that providers have training and career development programs
and supervision, support and stress management,

e Assessment tools. There appear 1o be few mechanisms by which assessors would
know the extent or quality of services provided.

e Household management skills imply other skills:

12. Using initiative e.g. encouraging a client to see a doctor, moving dangerous
objects,

3. Being observant of health status of the client.

4. Problem solving e.g. budgeting.

5. Facilitating communication with client’s family,

6. Basic nursing or first aid skills (need for workers to be given basic nursing
training and {irst aid). Often homeworker is only person to visit the client that
day. or weck, and workers are aware of this implicit responsibility,

# Personal care skills can be complex:



17. Lifting
18. Bathing weak or disabled people
19, Hygiene, incontinence ete
e Homecare workers should be involved in the reassessment of clients, as they have
perhaps the most intimate knowledge of them.

Who Cares for the Carers?

National Health Committee 1998 discussion paper, and responses
(April, 1999)

Little data on number of people caring for elderly at home, or how much unpaid time
they spend on care. Suggestion is well over half a million living at home report
disability, and about half those get some sort of help --- about 65 percent from family
members.

North Island disability rate only 66 per cent of South.

Disabled have considerably lower median incomes --- but only 20 per cent get any
special benefit.

Nearly a third report unmet needs,

Most comprehensive recent study (Koopman-Boyden, 1994) reports 26% care {or
someone outside their home; carers on average been giving carc for six years; 42% do
it on their own: 60% say rest home only other option; most carers over 035, and spouse
or offspring of cared-for.

Care need rising --- more elderly, living longer: earlier hospital discharges and official
policy to keep people at home longer,

Carer numbers dropping --- more women 1n workforee; fewer see care as natural
“women’s role;” families splitting up; later childbearing means children-care and
elderly-care sometimes simultaneous.

Carer-support networks small or non-existent; ofien big financial, physical and
emotional costs for carers. Friendships and support networks drop off, less freedom
and leisure, job chances reduced: fear of what will happen in crisis --- either for them
or cared-for; no privacy; no let-up; financial security lessens.

Carers battie to find information on services and financial help. Australia offers much
better tevel of both information and carer-support.

What information avatlabie often confuscd, not concise and inconsistent across
country; simple, and written, information important.

[ess recognition for emotional, rather than physical, problems.

Health professionals failing to recognise and acknowledge carers roles and expertise
over clients. They get little training for this; likewise neither do carers (often only
person able to give overall view of the elderly being cared for).

The presence of a live-in carer is vital in determining whether an older person can
remain at home. Family members provide a high level of care, however often this is
not possible due to geographical distance, no family, unwilling families or families no
longer able to cope.  Women are often the caregivers but with a higher proportion of
women in the workforce there is the expectation that this formal eare giving will
simply not be met.  Statistical data on care provided by family members is not



collected (even though it is estimated they provide 75% of all homecare), and this
potentially valuable indicator of necds is therefore unmeasured.  Undervalued and
under-rated is the role of the *good neighbour.” (COP)

Nationally

» Present contracting arrangements appear to have reduced the availability of district
nurses as part of home support services. (HDSOP)

» New safety legislation which focuses on provision of safe services in rest homes
and hospital settings does not cover home support services and day care (HDSOP)

» Already some elderly cut food. heating and health care costs to meet real or
supposed housing costs. (COP)

» Llder abuse. Pilot studies done in Invercargill and Christchurch, Complex and
growing problem.

» Urgent need for efficiency; RHA study estimates it is cost-effective 10 keep
someone at home up to level of 34 hours home-based care a week. (SS)

In the Wakatipu

Services very fragmented, largely controlled from outside district, and often
unknown to those needing help.

Urgent need for local co-odinator, with local knowledge, in touch with widest
possihle range of Jocal elderly, knows what they might need and what they are
entitled to, and how to access it. Ideally needs to be independent of all existing
agencies, and combine both health and social service oversight. Position would
involve with form-filling (I need gardening help, but it’s too much trouble all the
forms you have to fill out. And you have to see your doctor as well.”) It would
also ensure all possible appropriate services accessed, and then satisfactorily
provided.

At present the onus is on agencies such as GPs, WINZ and Disability Support to
advertise services, but this information is often not getting out to those who need
it. Il the elderly don’t have immediate local family. they can be doubly
disadvantaged.

District Nurses used fill something of this role, but they have become Increasingly
hamstrung with funding cuts and changed job description. They no longer have
oversight of the elderly.

Service clubs and church organisations arc willing to help, but they lack co-
ordmation, and there are many they do not reach. Traditionally, the elderly often
do not ask for help, and are increasingly finding bureaucracy and change of
providers daunting and confusing. ‘Itansport, companionship, and accessing
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neighbour help --- for everything from shopping and outings --- is getting more
difficult.

A suceinet, easily-understood directory of quick help for the elderly is asked for,
Home visits by GPs are wanted, along with more public health clinics.

Local families do not get access to support groups such as Alzheimers Scoiety or
Age Concern. These groups are keen to be involved here, but need local members.
Various futile attempts have been made to start such groups, but the carer
catchment here is small, and generally too tied up simply caring. Some outside
umbrella group (service clubs. Council?) might need to take this support on,

Problem too with traditional links to Southland organisations --- where the rest of
Central Otago is linked to Dunedin, which tends to be much better organised.
Wakatip families tend to be more split up than other places. with fewer children
staying on locally.

Caregivers here are hard to find, tend to be transient, and not happy with low
wages.

Limited day-care and respite care available through PSS Home, but often hard tio
access (GPs know little about it). Task again for locat co-ordinator.

No tormal local help for emotional problems.

Particular problem here of friendship and support networks dropping off. Old
friends die. move away --- or simply don’t want to be reminded of their own

frailty.

Health professionals suggest day-care and respite care is utterly inadequate. GPs,
in conjunction with District Nurses could manage palliative care between home
and dedicated hospital beds.

Invercargill-controlled Support Needs Level assessment is fragmented. Need more
local GP and District Nurse (with greater hours) input. Need local assessment co-
ordinator.

Room for local elderly special-needs censultant and social worker.

Meals on Wheels now bascline service only; assessment very tough and inflexibie,
Control from Kew not working (Overly based on paper-work: little local
supervision and input on needs; health prolessionals can no longer use own
Judgement). We no longer have a local M on W supervisor.

Public OT and physio very restricted. Health professionals confused as to
availabilty, as with continence and ostomy scrvices,

Need more prosthetic limb service locally, along with information on disability
aids.

Poor and slow SNL assessment. Assessor unknown to elient, and often not
answered correctly, No feedback from assessor to clients, care-givers, District
Nurses, GPs. System too complex; causes confusion for clients and family. Care-
givers and District Nurses not adequately consulted over assessment.

Home help services inadequate. Wages too low. Little training. Little supervision
and casc follow-up. Out-of-town management. Not integrated with other systems
at all --- funding and management streams completely separate {rom other
providers such as GPs and District nurses. Potential for accidents and abuse with
under-trained and under-supervised. low-paid workers (worker feedback).
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Home-helpers sometimes only contact between elderly and outside world: need for
both better supervision and their involvement in deciding on case management.
No public mental health services available for the over-65s: local clinic sometimes
bends rules. Private services available,

No local service for Alzheimers patients, or their famnilies,

Need community psychology nurses.

Financial Support

Subsidy support for long term residential eare, carer relief, short term
convalescence in residential care, convalescence following accident and short
term contingency admissions to appropriatce facilities

Assistance in dealing with authoritics, handling of financcs cte

Information about the range of services available and methods of accessing
them, about health and social welfare benefits and subsidy entitiements,
about legal and financial affairs e.g. PPP R Act, Wills, Enduring Power of
Attorney,

Department of Secial Welfare - Disability Allowance

The Disability Allowance is paid to people who have an ongoing medical condition
which is going 1o last six months or more (0ld age or living alone is not counted).
The allowance is means-tested. If a person meets the criteria for a Community
Services Card they will usually be able to receive the Disability Allowance if
necessary. Applicant is required to fodge an Income and Assets forn, to he
completed by their doctor, verifying costs over the past 12 months.

The Disability Allowance covers:

©

Doctors® visits, prescription costs, travel if client lives appropriate distance from
GP, disability travel if client has to pay someone to take them shopping.

Extra heating, telephone line rental, if being installed due to medical condition,
medical alarms, extra clothing due to condition (artificial limbs, colostomy)
Gardening and outside window cieaning up to a maximum of $780/year
($20/week) with written guote

Personal items e.g. hearing aid batterics, incontinence pads where not supphed hy
HFA. diabetic needies and testing strips, guide dog costs, paper for computers.
hired nebulisers, reading helps for the blind, special foods e.g. diabetic,
supplements

The Disability Altowance does not cover one-off costs

Community-support services --- everything except primary health, and mostly
volunteers --- lack any national co-ordination, or Govt funding supervision. {SS5)
Older people utilise a wide variety of health services and it may be they suffer
along with the general population from gaps in the availability of general health
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services, There may also be a failure to realise that a need exists, due to lack of
community consultation. or that those involved ~- purchasers, providers and
community — are prepared to put up with the status quo. Services which Impinge
particularly on older people include ophthalmelogy and optometry, audiology,
dental services, podiatry, dermatology, urology and orthepaedics.(COP)

The organisation of services may not be particutarly efficient with frapmentation
due to poor co-ordination of a range of providers (including GPs) and lack of
integration of the public, private and voluntary sectors -—resulting in confusion
and overlap. Current public services become regarded as ‘non core’ business and
be devolved to other providers. This would considerably add to the fragmentation
of service delivery and have an adverse effect on access. (COP)

In Japan there is a scheme which allows volunteers to have credit payment for
hours worked for caring for the elderly, this goes into a special account to be used
1o pay for care for themselves or other designated people in the future. (SS)
Dependence on multiple providers for home service delivery in the absence of
case management could be a recipe for disruption and unnecessary intrusion into
the subjects’® life, (COP)

Some services appear to have been developed for the needs of the provider rather
than the recipients, and without discussion with the groups they seek to serve and
without the ability to individualise services. (COP)

Community surveys tell us that people prefer to remain at home for as long as
possible, with appropriate support. (COP)

Costs to RHA for community based services were 30% lower than residential care
(Waitemata Health). (HDSOP).

In some rural areas lack of a fee differential for rural providers is limiting the
provision of hone support options. (HDSOP),

Asset testing for the elderly suggests apparent discrimination as no other group in
NZ is expected to pay for publicly funded health care. (COP)

There are no national goals for the health of elderiy people. There is no central
support for health promotion, decisions about subsidies for long term residential
care appear to have been made on an ad hoc basis and little guidance has been
given to the long-term care sector on planning of appropriate residential care
facilities. A further complication is the division of care into Personal Health
services and Disability Support services in 1992, resulting in confusion over
which Govt agencies have responsibility for various aspects, exemplified by
rivalry between Health and Social Welfare. (COP)

Some older peopie have difficulty in meeting the cost of simple aids such as
dentures, and glasses, thus make do with cheaper versions not suitable to their
needs. (COP)

The NAC on Health and Disability commissioned five reviews to identify
effective preventative approaches for improving the health of older people
(cardiovascular care, fall related injuries in institutionalised older people, falls in
older populations: conununity perspective. osteoporosis and dental strategies),
Together, treatment costs for these areas amount to almost $1 billion of annual
health expenditure — nearly 15% of total health care costs.  Yet much of this is
preventable. (NAC)

l.ow take-up rate of additional welfare benefits, such as Disability Allowance (day
care. medical alarms. Special Benelit (living expenses)., Accom Needs Supplement
(65% housing costs. but threshold makes it hard to keep money for even funeral
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expenses, take-up rate only 15% for older homeowners) and Special Need Grants

and Loans (food, rent, repairs) status. These benefits should be maximised to keep

elderly in their homes as long as possible. (SS)

Home maintenance and rates anxiety-causing; little info passed out on grants and

rates rebates, (SS)

> Nationally, Super only income source for 20% of over-65s; another 52% get
additional income of less that $5000. (SS)

v

In the Wakatipu

High cost of living locally --- rates, power, transport cost for GP visits, homes can be
rendered unliveable by nearby development and noise.

Limited GFP and chemist services in Arrowtown,

Limited proximity to church, GP, shopping centres (driving now more problematic).
Need to travel, or move for specialist services (Cost-recovery? Co-ordinator role?).
Elderly claim GP fees to dear.

Health professionals say need all-round increase in funding —- but spent locally, not
on Invercargiil-based facilities and services.
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5.

A%

Information, Education and Training

Training for people working in domestic care and other home support
settings

Little direct investment has been made in health promotion for older people.
Programmes available vary between localities, and are ad hoc. Need for this to be
sorted now in preparation for increased numbers of elderly and demand on
services, (HDSOP)

In late 80s, early 90s MoH produced and distributed a variety of print and video
health cducation material and supported a weekly radio programme on health of
older people. (HDSOP)

There is no national focus for health promotion and education for older people in
NZ. (COP)

A recent stocktake suggests there is a dearth of up to date and reliable heaith
information and education material for older people. (HDSOP)

A major criticism is that doctors fail to tell their patients about the aids,
appliances, adaptations and agencies that are available to older people with
disabilities. Tt would be helpful if there were some means of sharing information
about new aids and their correct use and effectiveness. (COP)

Apparent lack of recognition by health administrators in NZ that new service
initiatives require careful scientific evaluation as to their overall impact. There is
enormous scope for contract research, (COP)

Research investigations urgently needed include: Current levels of disability
among the older population, trends in disability over time, improved ways of
delivering services to older people, improving the effectiveness of rehabilitation
methods, health service needs of older Maori and Pacific Islands people, sickness
and disability prevention (e.¢. fall prevention), effective methods of health
promotion and education of older people. {COP)

Al present there is little co-ordination in the training of people working with the
elderly.  There is clearly room for development of courses in the care of older
people; these need to be in place before further programmes for innovative care
are developed. (COP)
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~ Elderly health promolion fading. The Dept of Health (85-91) changed 1o Public
Health Commission, then focus faded. Now few specific Govt policies to keep
clderly in their homes. (8S)

In the Wakatipu

Nurses have to pay for their own health promotion and education --- no incentives at
all, say health professionals.

Health promotion fragmented. GPs and Hospital not co-ordinated.

QMC has asthma, diabetes education (HFA funded). Some not aware of this.
District Nurses no longer have time for education.

Confusion among health professionals about availability of social worker, physios,
speech therapist, OT, and support groups such as Stroke Foundation,

Referral confusion over availability of District Nurse.

Patient advocacy no longer done locally (Co-ordinator?).

No satisfactory complaints service, Even if there was, patients reluctant to complain
because reliant on small health-support network. GPs however say service adequate.
Southern Health cultural advisors not very effective.



6. Funding

= Integrated Disability Support Services budget brought together all funding for
disability services for older people and other disability groups. Funding for other
health services was placed in Perscnal Health Services and Public Health Services
budgets. all three ring-fenced. Budget aliocation determined by increases approved
by Govt for a particular purpose, e.g. mental health and demographic changes.
These national allocations are then divided among four geographic regions,
roughly based around old RHA boundaries and have continued under HFA.
Distribution via population-based formula (although funding for Southern region
takes into account higher proportion of older people living in that region). At
present allocations to services from these budgets tend t¢ be historically based.
(HDSOP}

= Now two conflicting health funding streams --- Personal Health, and Disability
Support services --- with potential for cost shifting and service delays. Big
regional variation too in assessment provisions. The retention of funding for
medical and surgical services in the Personal Health budget meant that contracts
on service volumes and waiting times in this area were made with little reference
to implications of those services funded from the DSS budget. Services required
may be subject to several contracts --- e.g. hip operation from PH budget, but may
require support services from DSS while waiting, (HDSOP),

o  HFA is discussing possibility of joint purchasing arrangements from DSS and PH
budgets to facilitate a more integrated appreach to purchase of services for older
people. (HDSOP)

o [Present funding and contracting arrangements are from two ring-fenced funding
sources (PH and DSS).  This creales barriers to integration whereby illnesses that
require medical intervention are treated in a context of ongoing rehabilitation and
support. (HDSQOP)

»  Senior Citizens™ Unit budget static for years. But 1999 “International Year of
Older Person™. Need for extra funding; SCU travel clamps mean all new advisory
committee members must come from Wellington, (SS)



Recommendations

th

There is an urgent need for a local elderly-needs co-ordinator. This person
needs to have a broad knowledge of funding sources, services available to the
elderly, potential client basc and existing and potential local resources. This
position or an associated position needs to be available for hands-on care,
assistance and counseling for the elderly.

Work towards seamless and affordable retirement care --- including
dementia care - via expansion and rationalisation of the Lakes District
Hospital, the PSS Home and associated land. Explore Arrowtown options,
perhaps for an Abbeyficld, community-supported retirement home (potential
Ngai Tahu involvement on old school site?).

Investigate purchase of public health services from outside Southland if
advantageous to the Wakatipu.

Explore options for more local input and controt of funding --- to specificd
targets,

[dentify all available services and cnsure transparent, intelligible exchange of
information between all health providers, health practitioners and clients.
Restore range of public outpaticnt clinies, minor surgery and visiting
specialists.

Remove constraints on the elderly-care role of the District Nursing service,

Lobby health authorities for mental-health and counseling services for the
over-63s,

Increase respite care options for carers. Restore local supervision of Meals on
Wheels service.
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10. Open GP clinic at Lakes District Hospital,

1. Co-ordinate District Council, Church and service organisations into a
district-wide social-service role. Increase Council role and funding,

12. Improve and give morc local control to AT and R service, with a dedicated
geriatrieian.

13. Continue exploring options for a local health trust or new regional grouping,
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Submission Lakes District Integrated Family Health Care
Proposal '

This submission is from St John - Southern Region.

This mission of St John is to prevent and relieve sickness and injury and act to
enhance the health and well-being of all races and creeds anywhere in New Zealand.

St John provides the pre-hospital care for the Wakatipu area, including ali acute
emergency road and air ambulance responses and transport. We also provide all the
ambulance transport for the 670+ inter-hospital transfers required from Lakes District

Hospital each year.

We provide qualified ambulance officer cover at numerous events in the area
throughout each year and a number of other community services.

Our work load is growing at a rate of approximately 6% per year.

We receive an ACC payment for each person who has suffered an accident and who
we treat and transport. We do not receive ACC payment for patients not transported.
We receive MOH funding on a population basis. This funding does not reflect the
geographicai isolation and/or a growing, aging, increasingly urban based community.
[t is our opinion the Wakatipu community are already subsidising the DHB's as they
are not meeting the true cost of the inter-hospital transfers occurring from the
Wakatipu area. The community continue to supply a significant proportion of the
capital equipment required for the inter-hospital transport service as the payment we
receive often does not cover the direct costs (fuel and vehicle running) let alone

capital replacement,

This proposal has the potential to significantly impact financiaily and operationally on
St John.

SUBMISSION LAKES DISTRICT INTEGRATED FAMILY HEALTH CARE PROPOSAL APRIL 2010.D0C Page 1cf4
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We commend the Southland District Health Board on responding to the Wakatipu
communities request for a direct input into the provision of health services in the area
and the opportunity to make a submission on the proposal.

At the heart of any proposal is the focus on achieving good patient outcomes.
Because when the patient outcomes are good the communities’ health outcomes will

be good.

We acknowledge that not every service/outpatient clinic/diagnostic tool can be
provided in every community. However by providing more diagnostic tools (e.g. CT
scanner) and the retention of the emergency consultants and medical officers in the
area, will allow management of patients within the Central Otago area, reducing
pressure on both Southland and Dunedin Hospitals.

We also acknowledge both residents and visitors of the Wakatipu will continue to
face significant travel to seek appropriate individual treatment at a tertiary facility.

It is our view the Wakatipu has two distinct community health populations:

1. An increasing, maturing permanent community on the cusp of change; moving
from a transient population (10 — 20 years residency) to a more mature
demographic with residents who will be able to remain and age in the
community, due to the economic opportunities available to their children and

grandchiidren.

2. A significant visitor and a transient short stay population (1 night — 365 nights).
This population is here for the activities, lifestyle and seasonal employment
opportunities. They are generally fit and well and do not have or have needed
a local GP. Many have limited financial resources. The proposed IFHC facility
will serve this population well — as the facility will provide initial treatment and
then they well be transferred out, often to the patient’'s home location.
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This submission relates to the following specific parts of the proposal.

1. Provisional of a triage system provided by a General Practitioner/ GP Nurse,
2. Provision of secondary hospital services for periods of surge population/work
load increases.

Provision of secondary hospital services for a growing, aging urban population.
Provision of medicat services for two distinct community health populations,

B w

St John's procedures and protocols currently provide for triaging of patients to the
most appropriate health facility: this includes referralitransport to a local General
Practitioner, transport to Lakes District Emergency Department or directly to a

Tertiary Hospital.

It is our experience, a significant number of patients do not have a local GP and/or
they require treatment outside clinic hours. A number are unwilling or unable to pay
the non-registered patient medical charges and GP consultant fees, but they still

reqguire treatment.

We transport patients in good faith for emergency department treatment. If we retain
the right of access to the emergency department our service has the potential to be
abused by patients seeking to ‘skip’ the GP. We will potentially be at the sharp end if
patients are unhappy about paying for GP treatment.

Triage Is not a system for allocating costs. By limiting access to heaith care —
patients will present more acutely il and will suffer from more complications further
straining resources. This will also add significant risks to St John as we are
responsible for transporting these patients at their most dangerous time clinically.
This will potentially result in more adverse outcomes.

Our concern is that the individual undertaking the triage will have an inherent conflict
of interest as the income of the facility will be dependant on the part charges gained
from the GP's. Patients have a right to select an alternative provider. Also there is

substantial risk to the entity of significant unpaid debts.

The reduced provision of the acute long stay beds — will impact on St John by a
increasing the amount of acute work in the community and at the same time
significantly more acute emergency inter-hospital transfers to a tertiary facility as a
chronically ill population develops. St John does not currently have a formal contract
with either the Gtago or Southland DHB for the provision of inter-hospital transfers
and as already pointed out; the funding avaiiable does not meet the costs involved.
St John would be unable to provide any additional capacity without a significant

increase in funding.
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There is an opportunity with the merging of Otago and Southland Health Boards to
look at Central Otago as a whole (Wanaka, Alexandra, Wakatipu etc) and to plan for
a fast growing community. For example more medical/geriatric services could be
based at Dunstan and more trauma facilities at Frankton.

Having two separate entities with potentially two different providers within an hour of
each other will create two small poorly resourced entities duplicating services. This
model has been tried with the small PHO's and now has been replaced.

Good resourcing with medical staff and diagnostic tools without duplication both at
Dunstan and Frankton will provide capacity in time of surge workload demand. This
has the potential to meet the health needs of the permanent community, by allowing
their conditions to be managed in the community and reducing travel and transport

times for all concerned.

Thank you for the opportunity to make this submission. We would appreciate the
opportunity to speak to this submission if this option is available.

Please contact me if you have any questions.

Doug Third
Regional Operations Manager

St John — Southern Region

Email: doug. third@stiohn.org.nz
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From:
Sent: Sunday, 25 Apri! 2010 15:31

To:
Subject: submission on sdhb intergrated Queenstown family health center proposal

Submission on SDHB intergrated family health center proposal in Queenstown

Thank you for the opportunity to make this submission.

I agree with the generai thurst of the proposal but am concerned at the lack of detail.
Also the lack of public consultation. There needs to be open and transparent disscussion with the local
community,

I belive the local hospital should be retained on the present site. This was the land that was decided to be
best site for Queenstown when a hospital was first built for Queenstown. | beiive it is still the best site
especially due to the close location to the airport.

Also there is a suitable area that is part of the hospital grounds for future development.

| feet the hospital should be run by a locally controlled board of suitable peopie.
Perhaps 50 % be appointed and 50 % be voted by the local commumity.

I dont belive that a private GP operater would be in the best intests of the local commumity.

As the locai sevices are used by lots of the tourists that pass through the area this needs to be taken into
consideration in the planning. Tourists need to be paying for the services that they use Not ACC or be burden
on the local resourses.

The idea that GP 's decide who gets treatment is not accecptabie as they may stand to gain financially from
their decsions..
Who would they be accountable to?

ft would make logical sence that the local hospital work with other hospitals and servises in the area.
No mention of this was made. We shouid be maiaining hospital services that are
at least equal to other areas.

The final decision should be with our iocal commumity as it is us that will be paying the price and enjoying the

benfits.

Thank you for you consideration of my sugguestions.

Queenstown

26/04/2010



CHIEF OPErs e OFFICER
I would like to thank Southiand District H¥GEaMFBoard for the opportunity to comment
on the proposed changes to health services within the Wakatipu District,

| CONSULTATION
| DELIVERING WAKATIP HEALTH SERVICES IN THE FUTURE

INTEGRATED FAMILY HEALTHCARE CENTRE AND GOVERNANCE:

It is proposed to develop a Integrated Family Heaithcare Centre with the proposed
Governance structure. | am not sure about these at this stage, Is there any

evidence of this working eisewhere?
EMERGENCY DEPARTMENT:
In the proposal it suggests that the single entry point to the services will be through

General Practice, | have some concerns with this idea.
I 'am concerned that this will create a barrier to healthcare / treatment.

« People may present to the hospital and not be able to afford the cost of
treaiment, or may not seek freaiment because of outstanding debt to the GP.

= There may be extra stress placed on the Ambulance Service because the
public may begin calling them to be taken to the Hospital Emergency
Department to prevent GP charges. (My understanding being the Ambulance
will have direct access to the Emergency Department)

= There may be a financial interest to the GP.

e What are the definitions of GP case vs ED case — who decides? This is a
concern to me as whomever is the onsite GP, they may be able to perform
more skilled tasks than other GP’s.

¢ If you are registered to another local GP who does not have after-hours
service, how will charges be determined?

MATERNITY:

There is no mention of how maternity services will be provided within this model.
With the possibility of one day needing this service, | wouid like to know whether this
service will exist within the proposed model.

SUMMARY:

i am not sure about the proposed IFHC and the proposed Governance model.

I'think further consultation is required with the staff of Lakes District Hospital and the
General Practices within the community to discuss the details of the proposa! and
explore other options of managing health care services within the Wakatipu District.

Once again, thank you for the opportunity to provide feedback to the consultation
document
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SUBMISSION ON SOUTHLAND DISTRICT HEALTH BOARD
HOSPITAL CAPACITY REVIEW
DELIVERING WAKATIPU HEALTH SERVICES IN THE FUTURE

TO: Otago Southiand District Health Board

Invercargill 9840

Name of submitter: Remarkables Park Limited
Address: PO Box 1075
Queenstown

This submission is made on behalf of Remarkables Park Limited (RPL).

Background
1. Remarkables Park Limited (RPL) is the developer of Queenstown's Remarkables

Park Zone (RPZ). This is approximately 150 hectares of land that is fully zoned to
enabie a comprehensive iarge scale, master planned, mixed use development,
Within this Zone, there are eight activities areas with their own objectives and
policies.

2. Activity Area One providing for residential house lots for mare than 100 families has
already been fully established (approximately 6 hectares).

3. Activity Area 5 provides for commercial/retail development and RPL has since 1999
been progressively expanding an attractive and cost effective shopping destination
for Queenstown at the Remarkables Park Shopping Centre. This hugely successful
shopping centre attracts more than 1.4 million vehicles and 2 million people per
annum. Past research has shown more than 80% of Queenstown's households
shop in this Centre on a regular basis.

4. Work is continuing to progress and develop the RPZ Master Plan. Currently this
includes establishing more business, residential and community amenities for
Queenstown. These include a retirement village (resource consent granted), aged

care, tertiary facilities, childcare plus more affordable shopping with additional large
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format stores and many smaller stores, plus a wide range of visitor and residential
accommodation options, including tertiary student accommodation.

Activity Area 6 within the RPZ comprises approximately 5-6 hectares of fand,
enables zoned development of a range of integrated care facilities. All of these
facilities are “controlled” activities which mean they cannot be refused and can only
be subject to limited and reasonable conditions.

Remarkables Park (RP) has a potential permanent residential population of
approximately 12,000 and is anticipated, when fully developed, including visitors to

have an average population in excess of 30,000 persons per day.

General Comments
RPL commends the District Health Board (DHB) for providing an opportunity for the

community to discuss the issue of health provision in the Wakatipu.

The Public Consultation document "Hospital Capacity Review” (“Consultation
document”), however, is only a preliminary review. Additional important detail
would assist the community in providing a more informed level of constructive
feedback.

The Consuitation document does not yet assess all health care needs in the
Wakatipu. For example, the Consultation document does not address maternity
provision in the district.

The Consultation document seeks comment on only one specific option. No
alternatives are mentioned or even outlined. In this regard the QLDC Operative
District Plan as far back as 1888 anticipated that the existing hospital location wouid
be insufficient to support the district health requirements and accordingly zoned a
large area of land at RP (Activity Area 6} for the provision of future district
healthcare amenities. Many members of the public submitting on the current
proposal will have written their submissions oblivious to the fact that there are
planned alternatives.

From a Queenstown perspective a critical issue for the local community is to ensure
that any Review that considers the delivery of health services into the Wakatipu
results in this community getting better health service provision for the future,

including access to more funding not less.
There are a number of issues that RPL wishes to further comment on which are

discussed in this submission as follows:
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* The current funding model
¢ The planned expansion of the airport

¢ The current hospital site
RPL also briefly presents in this submission a potential alternative for consideration.

The current funding model

14.

15.

16.

17.

It is our view that the current funding maodel is inadequate for Queenstown Lakes

District's {QLD) unique context.
a. The QLD is the fastest growing district in New Zealand, with the usually resident
population increasing by 34.7% from 2001 to 2006.

b. Inthe same period, the Southland district population experienced a 1%
decrease.

c. Along with its rapid resident population increase, QLD is visited by
approximately 1.2 million visitors per year.

d. Average day population figures (including visitors} are projected to double to
70,000 and peak day figures (Christmas, New Year, etc) are projected (by
QLDC) to be around 140,000 by 2026.

Based on these population figures and projections including visitor numbers we are

concerned that the current funding regime is, and will continue to be, in sufficient for

the provision of services for the needs of the QLD and its visitors. The Queenstown

Health Needs Assessment (Fraser Group Consulting Ltd) concluded that ‘People

fiving in Queenstown currently have low access rates to the health services

examined in this report, hospital inbétfent services and age related residential care”,
and further "A significant improvement in access to local hospital and age related
services will be require in Queenstown to meet the challenges of firstly providing

Queenstown people with equitable access to these services and secondly keeping

pace with the projected increase in need for them generated by population and

visitor growth” {p7}.

if the Fraser report is correct, it is of concern that the current situation is inequitable.

If Council predictions are accurate, this situation, will be further exacerbated as the

projected growth population figures used in the Consultation Document appear to

be half of the project growth projections used by the Council.

Further, the Consultation Document appears to fail to acknowledge the demands

visitors make on the community health services. In particular in the event of a
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natural disaster such as a major earthquake it is important that any new hospital
faciiities are designed to cater for both the resident and visiting population.

In terms of protecting the value of the ‘Queenstown brand’ as the leading tourist
destination in New Zealand, it is important that Queenstown's healthcare
capabilities fully include the capability to cater for the needs of its visitors. To fail tc

do so could do substantial damage to this important destination’s reputation.

The planned expansion of the airport

19.

20.

21

22.

The Queenstown Airport Corporation (QAC) has recently submitted a Plan Change
(PC35) and a Notice of Reguirement to Amend an Existing Designation (NoR).

The objective of the PC35 and NoR is to expand the Air Noise Boundaries around
the airport and to increase the airport’s hours of operation to midnight.

The projected growth (contained in the PC35 documentation) predicts an airline
fiight approximately every tweive minutes.

The amendments to the Air Noise Boundaries show the existing hospital site is not
only well within the proposed 55dBLdn and newly created Sound Insulation noise
boundaries but is immediately adjacent to the proposed 65dBLdn Noise Boundary.
The latter tocation is perplexing given firstly it is generally in the same location as
the previous noise boundaries of the airport notwithstanding significant expansion in
all other noise boundaries, this cannot be correct. Secondly if the actual Integrated
Noise Model (INM) noise boundaries were provided for this location (as opposed to
the artificially stepped boundary around the hospital title) they clearly include the
hospital within the airport’s 65dBLdn (noise boundary). More significantly with
approximately 80% of the airport’s jet aircraft take offs taking place to the west, the
hospital is located in an extrehwely hig'h ‘sin.gle event’ noise location. This high
single event noise is going to be further exacerbated by night operations (when
perceived noise levels are much higher) if the plan change is implemented. None
of these issues have been adequately explained or dealt with by the redevelopment
proposal for the existing hospital site. RPL's submission in this respect is based on
advice from its own noise engineers and we would strongly recommend that the
DHB source a full noise report from a suita'biy qualified noise engineer with aviation
experience in assessing the considerable noise impacts on the proposed
redevelopments, from jet aircraft operations. In assessing these impacts RPL is

willing to provide information prepared by its own noise engineers inciuding
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independent noise modelling reports prepared by its North American noise
consultants and peer review information from its New Zealand noise engineers who
have also undertaken assessment work in relation to other airports in New Zealand.
The above highlights that the location of the existing hospital site is extremely
exposed to any increase in jet aircraft airport activity, resulting in significant

increased noise for any redeveloped hospital and other healthcare facilities in this

focation.

The current hospital site

24,

RPL believe that in addition to jet aircraft noise impacts discussed, the existing 2.8
hectare site is further severely compromised for health service delivery into the
future in terms of the following issues:

a. Current Site
1. The site is poorly located. It is not easy to find for visitors and is isolated at

the end of a residential cul-de-sac between a State Highway and the
extremely busy arterial road, leading to RP.

2. Not only does the existing site provide limited ability to expand, there is
insufficient space available to effectively co-locate and integrate a
significantly wider range of associated healthcare services.

3. The current “Community Facility sub-zone" restricts potential expansion
through a height restriction of 10 metres and a very narrow activity use
restriction that will possibly prohibit the co-location of, for example, any retail
(pharmacy).

4. Traffic noise is also a concern for this site. Increasing traffic (particularly
heavy trucks and tour buses) on both the State Highway to the west and a
busy anterial (to RP) to the east means more traffic noise. Further, heavy
vehicles are especially noisy as a result of the hill grade of the adjoining
State Highway. This grade can cause trucks with heavy loads to apply air
brakes when travelling down towards the Kawarau Bridge and, when
travelling uphill towards the airport roundabout on the State Highway,
accelerating under load is much noisier than accelerating on a level road.

5. The current site slopes to the west with limited ability to expand. Sloping

land always provides development challenges and added development

costs.
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b. Current Building

1.

The upgrade required for the current building is extensive. Retrofitting
generaily proves to be significantly more costly than constructing new
buildings, and often uncovers risks and problems not anticipated.

Even with an upgrade, much of the building will still be an old building and
therefore more costly to maintain.

Upgrading an existing building will cause major disruption to the provision of
existing services while the construction is underway.

If the DHB proceed with the suggested plan of the construction of an
additional floor to the current building, there is little detail in the Consultation

document as to the finished level of construction.

Traffic and Parking
1.

There is significant traffic and parking concerns should the existing hospital

site be used for expansion.

. The existing site is, as previously mentioned at the end of a residential cul-

de-sac. It is not accessible off a "main” road.

. There are no bus stops on Douglas Street (and with Douglas Street being a

cul-de-sac there would be practical issues e.g. room for bus turnaround), the

facility is totally dependent on vehicle arrival to the hospital.

. The Lucas Place Access is a busy arterial road and road widening is

anticipated for this arterial — to cater for the expansion of the airport and RP.
Should a roundabout upgrade be necessary to service the expansion, this

would be extremely expensive.

. There are limited parking options and no co-location synergies at this

constrained existing location.

. QLDC reguirements for healthcare activities require considerable car parking.

It is not clear how that parking is to be catered for at this site.

Financial Implications

1. There is little detail with regard to the financial implications of the proposal

discussed in the Consultation document. With so many financial options and

variables, it is impossible for RPL or the Community to meaningfully
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comment on the financial viability of the DHB proposal without a detailed cost
analysis.

2. There is a possibility that the DHB would have to be financially responsible
for the entire cost of the upgrade of the building. This would mean that the
DHB would also be liable for any and all over-budget expenses.

3. As a further consequence of the DHB having to shoulder the entire financial
burden it is suggested that the DHB may sell some of the land holdings to
finance the expansion. This would further reduce, and therefore restrict, the

land available for future expansion. -

Alternative for Consideration
The Consuitation document appears to be supporting a public/private modef.

25,
26,

27.

28.

29.

RPL believe that all options should be considered to ensure that the best possible

mix of health services is deiivered to the Community.

The RPZ provides a fully zoned location that can provide a mix of public/community

and private healthcare developments in a location that can cater for Queenstown's

substantial projected future growth.
A new integrated healthcare facility in the RPZ could be financed by both private

sector capitat and pubiic sector capital if required by the DHB.

The advantages of an integrated health care facility at RP are numerous.

(i

An aiternative hospital site can be located within Activity Area 6 at Remarkables
Park. This Activity Area also enables a truly integrated range of healthcare
facilities. An existing fuily consented integrated hospital/healthcare
development, including pharmacy and pharmacy retail has been approved. This

focation aiso currentiy includes a fully consented 134 unit, 5 storey Seniors

Living complex.

The permitted building height in Activity Area 6 up to 18 metres (6 levels), and

as this is currently a "greenfields” location, there is flexibility for a wide range of

future site expansion options.

Activity Area 6 is flat, sunny, and north facing. The contour of the land makes
construction easier and minimal earthworks would be required. It is also a very

easy walk to the other services within the RPZ including a quality pedestrian
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network linking the Health Care precinct with the existing Remarkables Park

Town Centre.

(iii} This proposed RP site is Jocated outside the existing airport noise boundaries

and with respect to the new proposed outer control 55d BL.dn noise boundary
the location of which is in any event disputed, it is located near to the outer
region of that boundary. Certainly it is nowhere near the high single event jet
aircraft noise location at the western end of the main runway. As suchitisina

vastly superior position with regard to airport noise and road noise.

(iv) The RP site would enable the construction of a wholly new, purpose built, state

of the art hospital facility. There would the ability to build a space efficient and
energy efficient (green) building, with new infrastructure works being able to be
drawn cost effectively from the adjacent new roading currently under

construction. Greenfields development enables the most efficient use of land,

landscaping and parking.

The construction of a new facility would also enabie a seamiess transfer with no

disruption to existing hospital services during construction.

{(vi) The RP site is in a highly visible location and will be capable of being easily

accessed from the north or west on Eastern access road which is currently

under construction.

This site is also on a planned bus route with the potential for an adjacent bus
stop. Itis located in a proposed high density residential, education and resort

visitor accommodation location all adjacent to the largest regional shopping

centre in the district.

(v) As a greenfields site the site can be developed efficiently for parking and is in a

jocation close to other extensive co-location parking opportunities. The

opportunity for staff accommodation and resident housing in the vicinity will also

act to reduce parking requirements.
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(vii) Adjacent fand is available for age care and RP are prepared to provide the
community a free site as part of its reserve contributions (subject to there being

a viable proposal to develop the site for that purpose).

Development Proposal
30. RPis a successful urban land developer. We would welcome the opportunity to

offer our skilis to assist the DHB (and others) in developing an optimal healthcare
proposal for the Queenstown community. For this purpose we would be prepared
to provide a more detailed and costed proposal once a clearer understanding of the

DHB's requirements and vision for the future can be provided.

30.  As part of this proposal we attach a copy of our letter of 16 December 2009 to the
Chief Executive of the DHB. This includes a useful comparison table of the

issues/benefits of our RP Greenfields Site versus redevelopment of the Existing

DHB Site.

We thank the DHB for allowing time (required as a result of conference, international

visitor and Chamber of Commerce commitments) for us to make this delayed submission.

Yours sincerely

Alastair Porter

Director





