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MIHI
Te Waonui te pūweru o te whenua
Ko te wai te oranga, ko te whenua te oranga
Te whenua he herenga tangata
Te taiao he herenga Whānau
The land is clothed by the Great Forest
Water and land are the sustenance
Land has human obligations
Environment has people obligations
Kōkī hāpara e taku manu kō ko Korimako e
Kawea ake te reo kōrihi ki ngā topito o Te Waonui a Tāne
I te ata, i te ata, I te awatea. Tihe Mauri Ora.
Sing your tune oh Bellbird
Spread your chorus to the corners of the Great Forest
At the dawn of the morning light. I breathe life
Tangihia ngā mate kua ngaro ki te pō e
Haere atu koutou ki te okiokinga o te tangata
He āwhina, he aroha, ngā miro tuitui i ngā haehaetanga o te mate
Mourn the loss of those departed to the darkness
Depart to the final resting place of man
Love and support knit together the lacerations of anguish
Tiwhatiwha te pō, koutou ko te hunga mate
Tiwhatiwha te ao, tātou ko te hunga ora
gloom and sorrow prevail day and night
Ko ahau te taiao, ko te taiao ko ahau
Me kore e tātou e manaakitia ana te taiao
he iwi pahemo tātou katoa.
Pērā i te Moa, pērā i te Huia
I am the environment the environment is I
If more care is not given in protecting the environment
Mankind is destined to a memory
Like the Moa and the Huia
Mā te manaaki I te taiao, ka manaaki I te tangata
By caring for the environment, we are caring for the people
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1 Executive Summary
1.1 Introduction
The proposed investment includes an initial capital cost of approximately $35 million and an operating
cost benefit of approximately $0.3. million to $0.4 million per annum, over the 10-year modelled period.
Crown funding is sought for $32 million, with a further $3 million contingency to be funded by MidCentral
DHB. All operating costs would be met by the DHB.
This business case builds on the Strategic Assessment document which was considered by the Board’s
committees in July/August 2019 and endorsed by the Capital Investment Committee in November 2019.
This proposal recognises the DHB’s obligations and commitments to Te Tiriti o Waitangi and the United
Nations Convention on the Rights of Indigenous peoples. It would provide the facility to enable the DHB to
deliver services to improve outcomes for Māori health.

1.2 Strategic Context
Background
Currently there are 24 inpatient mental health beds at Palmerston North Hospital, made up of six High
Needs beds, ten acute female beds, and eight acute male beds. A combination of capacity and facility
constraints means there is a lack of access to appropriate accommodation and spaces which provide a
therapeutic environment in the current facility. Furthermore, the configuration and design features of the
Unit do not support contemporary expectations of therapeutic engagement between staff and service
users. The inpatient cohort requires numerous flexible spaces to house vulnerable cohorts in an
appropriate adaptable environment that is recovery focused, along with safe environments for staff,
service users and visitors.
The current physical environment and design of the inpatient mental health facility has been identified
as being detrimental to healthcare and the safety of mental health service users. Whilst there has been
progress remedying minor shortcomings, there is continued concern about the ward design.
The need to upgrade or replace this building was identified in the MidCentral DHB Long Term Investment
Plan 2016-2026. The proposed investment is to address the facility and service issues through a new build
on site. The investment would be supported by a revised model of care and would include investment in
service change as well as in facilities.

Need for Investment
The need for investment has been broken down into three main problem areas:


The unsuitable built environment is impacting quality of care: The current facility is not
appropriately configured and insufficient space to meet the needs of service users, creating safety
risks as well as reducing the quality of care that can be offered. The unit does not comply with all New
Zealand/Australasian facility and service standards. Safety and security are compromised by poor
visibility, limited options for providing separate and safe spaces when required, a lack of
family/whānau or cultural appropriate spaces, and inadequate space and design in the high needs
unit. The facility is not culturally appropriate and is considered to be cold, stark and unwelcoming; it
does not support service users to remain engaged with the family/whānau and restricts their ability to
MidCentral DHB Inpatient Mental Health Unit Business Case | 6

entertain and care for themselves (for example, to make their own food). Overall, the facility design
and presentation is non-therapeutic. There is no facility for family/whānau to care for loved ones due
to poor design/lack of space.


A lack of alternatives to inpatient care is driving unnecessarily high utilisation and impacting quality
of care: The lack of appropriate alternatives to inpatient care is resulting in avoidable admissions and
readmissions and increased lengths of stay, as service users are unable to be discharged to more
suitable step-down services. Due to current Non Government Organisation (NGO) configurations,
there is a lack of, or limited access to, step down and respite care within the community and
challenges with finding suitable accommodation for long-term and/or complex service users in the
community. This is resulting in almost 1000 avoidable inpatient bed days per annum.



The outdated and inappropriate model of care no longer meets the needs of mental health service
users and their whānau: Changes are required to service user pathways to improve the focus on
cultural appropriateness and making services people-centred; however the ability to implement
change to some elements of the model of care is constrained by the current facility design. The use of
alternatives to restraint and seclusion are limited within the current design and could potentially be
reduced in a differently configured unit. As Māori make up around 30 per cent of all admissions, the
environment must better reflect a Te Ao Māori worldview. This would see appropriate facility for
welcome and whakawhānaungatanga, spaces for whānau hui, use of Māori design, ready access to
natural features such as water/wai, earth/papatūānuku and Rongoā to facilitate healing. The current
facility constrains the ability of staff to work in a holistic way, which gives due recognition to the
importance of each component of te whare tapa whā.

Investment Objectives
The investment in facilities and services would give effect to the recommendations and direction
contained in He Ara Oranga, with a focus on inpatient care and support. The investment would be based
on the MidCentral DHB Mental Health and Addiction Services (MHAS) Te Uru Rauhī, Mental Health &
Addictions Cluster Relational Model of Care 2019-2023. This has a strong focus on meeting the needs of
Māori and Pacific peoples and migrant refugees, and the concepts underpinning the model of care are
embedded in both the service and facility design.
“Te Uru Rauhī”, describes Te Wao nui a Tāne – “The Great Domain of Tāne” representing unity, as all
trees, vegetation, bird and insect life originated from the atua (god) Tāne, all are inter-related and often
inter-dependent. People were not created until after all these living life forms and thus are seen as junior
to them. The domain of Tāne provided nourishment for the mind, body and soul through the provision of
kai, rongoā and ancestral knowledge, protocols and practice of Kaitiakitanga maintaining the balance for a
sustainable ecosystem. “He taonga rongonui te aroha ki te tangata” (Goodwill to others is a precious
treasure). This whakataukī, specific to Rangitāne, encapsulates giving respect and sincere assistance to
others. The Kōwhai, the service’s symbol, signifies durability, strength and heralds change, renewal,
recovery and new beginnings. Te Wao nui a Tāne provides the design principles and values that underpin
this development as part of the ecology of wellbeing for whānau.
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The project investment objectives are to:


Ensure sufficient appropriate inpatient mental health and addiction capacity to meet projected
demand to 20311.



Create an adaptable, multi-functional mental health and addiction inpatient facility which can be
flexed up or down to meet changing needs over time as well as the requirements of particular client
groups, e.g. youth, biometric, disabilities and older people.



Promote service user recovery and wellness through functional design and layout.



Prioritise cultural needs in both the mental health inpatient facility and service design.



Support the effective functioning of staff and teams, through fit for purpose mental health inpatient
facility spaces which reflect the revised service delivery model.

Benefits of Investment
The key benefits of investing in an intensive inpatient care facility for mental health service users are
significant. The investment would result in:


A safer environment: Facility redesign combined with revisions to the model of care would reduce
the risk of sentinel events, achieve compliance with facility and mental health standards, and increase
staff and user satisfaction with the unit design and condition as well as with modern psychiatric
intensive care services.



A more therapeutic environment: Emphasis on co-design of services and facilities reflects the focus
on cultural appropriateness, ensuring that psychiatric intensive care services meet both cultural and
clinical needs.



Improved health outcomes: New facility and service design would contribute to a reduction in harm
and increase options for service users to get the care they need in the most appropriate setting.



More cost-effective mental health service: Facility redesign offers the potential for more costeffective staffing arrangements. Increasing alternatives to inpatient care would support a reduction in
avoidable admissions by providing potentially lower-cost, appropriate options.

Scope
The scope of the investment includes:


28-bed (24 commissioned, four expansion), plus two de-escalation rooms, inpatient mental health
unit with the potential for growth if required at a later date, supported by a new service delivery
model.



Increase in stepdown capacity and respite care services.

1

Expansion of capacity to meet demand increase (if required) beyond 2031 is factored into the design.
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Stakeholder Engagement and Support
Extensive engagement has been undertaken with stakeholders over the past three years, to broaden the
DHB’s understanding of concerns and views on potential solutions. There is strong support within
MidCentral DHB for the proposed investment, which is identified as a key priority in its recent Annual
Plans. Services users and their whānau have been vocal in their support for changes to the unit, in
response to the serious adverse events as well as ongoing concerns with the design and functionality of
the unit. There is an understanding from key external stakeholders that there is a compelling need to
invest in this facility. On 14 November 2019, Prime Minister Jacinda Ardern and Minister of Health Dr
David Clarke confirmed their support for the investment, subject to the approval of the full business case.
Service users strongly support the need for a new building which would help them on their recovery
journey. The following poem, put forward at a consumer forum to discuss this investment proposal,
reflects service users’ passion for the project and their challenge for MidCentral DHB to get it right.
To build a bridge, to begin, you must start,
Pull together and straight from the heart.
The foundation must be firm and strong,
Eradicating no one, all people belong.
Each structure has design and finesse,
The best materials, no more no less.
It’s essential to set aside our differences.
To step to the future,
We must become one,
For a bridge with a gap in the middle is no good to anyone.

Investment Alignment
The proposed investment would create a new, fit for purpose facility and enable the implementation of a
new service delivery model. This would make a significant contribution to the wellbeing of mental health
services users and their whānau, by providing the best care in a culturally appropriate setting for all
service users.
The investment is strongly aligned with the Government focus on wellbeing, He Ara Oranga, and in
particular on the priorities of health and mental health and delivering a sustainable and equitable public
health and disability system, reconfirmed in the Letter of Expectations for DHBs and subsidiary entities
for 2020/21. The initiative would contribute to the Government’s priorities of improving physical and
mental wellbeing and delivering a sustainable and equitable public health and disability system. In
focusing on Māori health and wellbeing, the investment has the potential to improve equity for Māori.
Improving mental health for all service users and focusing on the needs of Māori to ensure services are
well-designed to meet their needs supports the Health domain within Current Wellbeing as set out in the
Living Standards Framework. In the longer term, the investment would support improvements in the
Indicators of Future Wellbeing by improving the mental health of MidCentral DHB people.
The investment is aligned with local, regional and national strategies. It has been identified as a priority in
the 2019/20 Annual Plan, Long Term Investment Plan 2016-2026 and Strategic Property Plan 2017/18. It
supports the Central Region Regional Service Programme and is aligned with WAIORA a community
response to He Ara Oranga which provides an overarching community-driven approach to mental health
and addictions across the district.
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The investment aligns with the New Zealand Health Strategy as it would contribute to a high- performing
system in which people have confidence; the Statement of Strategic Intentions 2017-2021 strategic
priority by enhancing mental health service delivery; Health and Disability Commissioner (Code of Health
and Disability Services Consumers' Rights) Regulations 1996 by better protecting the rights of mental
health service users; and the He Ara Oranga Report of the Government Inquiry into Mental Health and
Addiction by designing and implementing more people-centred and integrated services. The focus on
ensuring appropriate facility and service design for Māori and Pacific peoples service users aligns with the
direction in the Second Māori Mental Health and Addiction National Strategy and the (draft) Māori
Health Action Plan 2020-2025. The investment would support priority actions of the Mental Health and
Addiction Service Development Plan 2012–2017 aimed at achieving improvements in ward environments
to cease the use of seclusion and restraint in line with the Health Quality & Safety Commission (HQSC)
directive.

1.3 Economic Analysis
Three potential options were considered:
1) Do nothing: No investment in the unit beyond standard maintenance as part of business as usual
activities. Refurbishment would continue on the existing cycle.
2) Refurbish and expand existing facility: Substantial remodelling and extension of the existing facility,
to remediate significant design issues, create additional capacity and allow for some future flexibility
in facility utilisation. Single stage build, DHB and Crown funding, services delivered by DHB and
partners as at present.
3) New facility: Build of a new, purpose-designed facility, adjacent to the existing unit. The facility would
be designed to meet current standards and requirements, using technology to enhance the service
user’s journey, including cultural requirements. Single stage build, DHB and Crown funding, services
delivered by DHB and partners as at present.
Options 2 and 3 both include service redesign to align with the facility redesign. Te Uru Rauhī, the Mental
Health and Addictions Cluster Relational Model of Care, emphasises out-of-hospital prevention,
promotion and primary/community approaches consistent with contemporary models. The DHB has
engagement and partnerships underway via the “Unison” network and the NGO collective, particularly
with iwi and Māori providers utilising the service user advisory group, to create additional capacity and
alternatives to admission.
The three options were assessed against the project investment objectives and critical success factors.
This analysis determined that Option 3: New Facility was the recommended preferred way forward.
Whilst this option had higher costs than option 2, it better met the project objectives and would be
significantly less complex and disruptive to build. The flexibility inherent in Option 3 would enable the
staged activation of inpatient bed capacity, progressing from 24 beds (plus two de-escalation rooms) to 28
beds (plus two de-escalation rooms) with long-term options for further expansion if required. These longterm options would realise between four and eight additional beds. By planning the unit with inbuilt
flexibility, the design is considered to be reasonably future-proofed and able to meet changing demand
over the next thirty years, when coupled with the planned community-based response.
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1.4 Commercial Approach
MidCentral DHB would carry out procurement activities in accordance with DHB procurement policy,
which complies with Principles of Government Procurement and the Government Procurement Rules. The
procurement approach would take into account the expectations of the Minister for Economic
Development and the Minister for Building and Construction, regarding the procurement of construction
projects.
Whilst there are significant building works underway regionally and nationally, the DHB is confident that
there are suppliers in the market with the capacity and capability to deliver the required solution by 2022.
The procurement process is expected to be two-stage, i.e. Request for Information and Request for
Proposal. Detailed planning for the project has begun and procurement activities would commence once
the business case is approved. This planning would clarify the details of the planned contracts. The form
of contract, payment mechanisms, contract length and key contractual clauses (including scope of works,
contract delivery dates, security, health and safety, indemnity and insurances, variations, payments and
dispute resolution, risk allocation etc.) would be agreed with the partner(s), as part of the contract
negotiations.

1.5 Financial Case
The proposed investment includes an initial capital cost of approximately $35 million and an operating
cost benefit of approximately $0.3 million to $0.4 million per annum, over the 10-year modelled period.
Crown funding is sought for $32 million, with a further $3 million contingency to be funded by MidCentral
DHB. All operating costs would be met by the DHB.
Financial analysis is based on incremental revenue and costs and excludes overheads and capital charge.
The costs include demolition of site building, new build, technology, furnishing, security, local Iwi carvings
and architecture.

1.6 Management Approach
Governance: Project governance would be through the Mental Health Unit Steering Committee, which
would report via the Senior Responsible Officer (the General Manager, Finance and Corporate Services) to
the Board through the DHB existing governance structure. Manawhenua Hauora would be kept informed
of progress.
Project Management: The project would be managed in line with standard programme and project
methodologies. The key principles from PRINCE2 would be used. Four workstreams would lead the
planning and implementation of the proposed change: Facility and Procurement; Service Design
(incorporating workforce planning); Communications and Engagement; and Commissioning. These
workstreams would be assisted by support functions, including Pae Ora Paiaka Whaiora, finance,
monitoring and assurance, probity, procurement and Health and Safety.
Change and Benefits Management: Effective change management is critical for the successful
implementation of the project. The change management process would ensure that the service is fully
ready for go-live. Proactive change management would ensure that any potential or actual issues are
identified and effectively managed, to minimise any negative impacts on service delivery. The
identification, measurement and tracking of benefits would be undertaken to ensure that the expected
outcomes are realised. The Senior Responsible Owner would have overall responsibility for the
monitoring, reporting and realisation of benefits.
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2 Introduction
2.1 Purpose of this Business Case
Proposed Investment
The proposed investment includes an initial capital cost of approximately $35 million and an operating
cost benefit of approximately $0.3 million to $0.4 million per annum, over the 10-year modelled period.
Crown funding is sought for $32 million, with a further $3 million contingency to be funded by MidCentral
DHB. All operating costs would be met by the DHB.
This proposal recognises the DHB’s obligations and commitments to Te Tiriti o Waitangi and the United
Nations Convention on the Rights of Indigenous peoples. It would provide the facility to enable the DHB to
deliver services to improve outcomes for Māori health.

Business Case Approach
The business case approach agreed with Central Agencies is a single stage business case, with a Strategic
Case summary provided to the Central Agencies and the Ministry of Health Capital Investment Committee
prior to the submission of the full business case. The Strategic Assessment document was considered by
the Board’s committees in July/August 2019 and endorsed by the Capital Investment Committee in
November 2019.
On 14 November 2019, Prime Minister Jacinda Ardern and Minister of Health Dr David Clarke confirmed
their support for the investment, subject to the approval of the full business case2.
The Central Agencies (Ministry of Health, New Zealand Treasury and New Zealand Government
Procurement and Property (NZGPP)) have been engaged through the development of this business case.
The format and approach are as agreed with the Central Agencies and meet the requirements of the New
Zealand Treasury Better Business Case process.
Approval for the business case would be sought from Joint Ministers, with support from the Central
Agencies.

2.2 Background to this Business Case
There are currently 24 beds in the acute mental health inpatient unit at Palmerston North Hospital (Ward
21):


Ten acute female beds.



Eight acute male beds.



Six High Needs Unit (HNU) beds (of which two are used for seclusion). These high needs beds are not
interchangeable with the “open” side of the ward.

2

https://www.beehive.govt.nz/release/better-mental-health-facilities-palmerston-north
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A combination of capacity and facility constraints means there is a lack of access to appropriate
accommodation and spaces which provide a therapeutic environment in the current facility. Furthermore,
the configuration and design features of the Unit do not support contemporary expectations of
therapeutic engagement between staff and service users. The inpatient cohort requires numerous flexible
spaces to house vulnerable cohorts in an appropriate adaptable environment that is recovery focused,
along with safe environments for staff, service users and visitors.
Two serious adverse events occurred within a short period of time in April/May 2014 in Ward 21. The
events were the apparent self-inflicted deaths of two service users, three weeks apart. Two further
serious adverse events occurred in 2017 (relating to the service rather than the facility). It is
acknowledged that the issues that have arisen regarding the care provided and the functioning of the
mental health service have had a profound and distressing impact on families, other service users, staff
and the wider community.
At the request of the Board, and in consultation with the Ministry of Health’s Director of Mental Health,
the DHB commissioned an external clinical review3 of the Mental Health and Addiction Services at
MidCentral DHB, and a detailed assessment4 of the physical environment at the acute mental health
inpatient unit (Ward 21) at Palmerston North Hospital. The reports concluded that the ward design is not
conducive to providing safe and effective mental health care.
Recommendations arising from these reviews include: changes to governance processes and
management structures; a number of short- and longer-term improvements to the existing fixtures and
fittings to improve the safety and functionality of the Ward; and a full review of the design of the unit to
be undertaken. Remedial work has been undertaken to address the short-term recommendations and
improve facility safety. However, whilst there have been several positives in the ward’s progress since the
incidents, there is continued concern about the ward layout and environment.
These 2014 reviews were followed by a Convention Against Torture (COTA) review in December 20155
which reiterated that the ward, in particular the High Needs Unit (HNU), should be upgraded/redesigned,
with any upgrade including greater communal space and enhanced areas for activities and programmes,
sensory modulation, ability to make service users and staff refreshments and a staff toilet.
In 2017, a Needs Assessment6 was undertaken to determine the extent of the problems and to
substantiate the need to redesign the existing or build a new facility, and a review of possible site options
was undertaken. This review considered the design and capacity of the existing facility and what would be
required in the future to meet expected demand and changes to the service delivery model. The review
quantified the existing provisions (the measured area of the existing facility is approximately 1,700 square
metres) and forecast the space requirements to enable safe delivery of a more contemporary model of
care.

3

External Clinical Review, 2014, carried out by: Heather Casey, Mental Health, Addictions and Intellectual Disability
Nursing Director, Southern DHB; Gloria Johnson, Chief Medical Officer, Counties Manukau DHB; Gary Sutcliffe,
Peer Support Specialist, East Tamaki Healthcare; Helen Wood, General Manager, Mental Health and Addiction
Service, Waitemata DHB.

4

Review of Ward 21, Palmerston North Hospital 2014 by Helen Wood (General Manager), Kirsten Norris (Clinical
Specialist Acute Service Redevelopment) and Don MacKinven (Operations Manager Adult Mental Health Services)
of Waitemata DHB.

5

COTA Report: Report on an unannounced visit to Ward 21 – Acute Inpatient Unit Under the Crimes of Torture Act
1989, 16 December 2015.

6

MDHB, Mental Health Unit – Ward 21 Needs Assessment & Options. Ruth Whitehead, The Health Planner Ltd, 28
August 2017.
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The variance between the forecast area requirement and the existing facility was in the order of 1,000
square metres, noting a level of inefficiency in the replanning of the existing, and that not all aspects of
the proposed model of care were able to be incorporated in the refurbishment/expansion option7.
The proposed schedule of accommodation (2,682 square metres plus uncovered areas and courtyards) is
based on the MHAS model of care, operational and workforce requirements and the Australasian Health
Facility Guidelines8.
The DHB has responded to some of the physical and service challenges identified, where this has been
possible within the constraints of the current physical environment. For example, immediate safety issues
(e.g. removal of ligature points such as handles on doors) have been addressed. However, whilst
important to maintain safe services, these actions have not been able to remediate the underlying
fundamental issue of an inappropriately designed facility which cannot meet the needs of service users,
their whānau, and those who are caring for them.
The proposed investment is to fully address the facility and service issues identified and to create a
physical environment that contributes to the recommendations of He Ara Oranga, Iwi, service users and
the community of MidCentral DHB.

7

Palmerston North Hospital MidCentral DHB: Strategic Property Plan Report. Destravis, December 2017.

8

https://www.healthfacilityguidelines.com.au/hpu/adult-acute-mental-health-inpatient-unit-1
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3 Strategic Case
3.1 Organisational Overview
About MidCentral District Health Board
MidCentral DHB, based in Palmerston North, provides health and disability services to approximately
180,000 people living in Palmerston North, Manawatu, Tararua, Horowhenua and the Otāki ward of the
Kāpiti district. The DHB boundaries are shown in Figure 1.

Figure 1: MidCentral DHB

The DHB population is similar to the national average but has a slightly higher proportion of older people,
Māori and people in the more deprived sections of the population9. Just over 12 per cent of the
population is aged 70 years or older, compared with around 10 per cent nationally. Māori constitute just
under 20 per cent of MidCentral DHB's population, compared with 16 per cent nationally. Based on the
2013 census, the gender split of the MidCentral population was 52 per cent female and 48 per cent male.
Four Iwi have Manawhenua status within the district: Muaupoko; Ngati Raukawa; Ngati Kahungunu and
Rangitaane (Manawhenua status means that the Iwi is recognised as having tribal authority within a
region). Muaupoko and Ngati Raukawa Iwi are located on the western side of the mountain ranges, and
Ngati Kahungunu Iwi is located on the eastern side. Rangitaane Iwi covers both sides of the ranges for the
Manawatu district (including Palmerston North) across to Pahiatua and Dannevirke areas.
The groups of people who experience health status disadvantage in MidCentral are Māori, Pacific peoples,
migrants and refugees and people experiencing socio-economic disadvantage. Horowhenua residents are
highly representative of people who experience health status disadvantage. The Horowhenua area is also
experiencing an influx of refugees, as part of the national resettlement programme and this may place
additional demand on resources.

9

https://www.health.govt.nz/new-zealand-health-system/my-dhb/midcentral-dhb/population-midcentral-dhb
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Mental Health and Addiction Services
MidCentral DHB Mental Health and Addiction Services (MHAS) provide secondary care for general adult
mental health and addictions in the community, inpatient services, child, adolescent and families services
(under 18 years), early intervention in psychosis, a by Māori for Māori service (Oranga Hinegaro) eating
disorders, perinatal mental health, older adult mental health, mobile assertive follow up, and co-existing
disorder and community rehabilitation.
General adult mental health services are delivered mainly to people aged 18 to 65 and incorporate
community mental health services in Palmerston North and the Manawatu, Feilding, Tararua and
Horowhenua and Kāpiti areas, as well as the inpatient services at Palmerston North Hospital (Ward 21) for
service users aged 18 and over. For service users under 18 years, the DHB has an arrangement with the
Rangatahi Unit in Porirua. There is no forensic facility in Manawatu and there are no residential addiction
detoxification facilities.
The goal of mental health services is to provide continuity of care and a seamless transition for service
users and their families/whānau between services and on their journey to recovery.10 The MHAS strategic
objectives are:





People needing specialist mental health and/or addiction services receive them on time.
Fewer people have acute readmissions to specialist mental health services.
More young people can access primary and specialist mental health and addiction services.
Service users are treated and cared for in a safe acute inpatient environment and protected from
harm.

In 2018/19, MidCentral DHB annual expenditure for MHAS is expected to be almost $50 million, of which
around 25 per cent is spent with Non Governmental Organisations (NGOs) and the remainder on
MidCentral DHB provided services. The DHB is seeing sustained relative growth in the proportion of the
DHB’s population accessing specialist mental health and addiction services across all ages, with almost
7,000 people (48 per cent female and 52 per cent male) seen between January and December 201811. This
growth reflects the national trend, which has seen an increase from around three per cent of the
population nationally accessing specialist mental health services in 2008/09 to around four per cent in
2016/1712.

10

Unison Mental Health & Addiction Service Mapping Document, 2019

11

MidCentral DHB Mental Health and Addiction Services Information, April 2019.

12

Ministry of Health, He Ara Oranga Report of the Government Inquiry into Mental Health and Addictions p.216
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Figure 2: People using MidCentral MHAS: October 2018 - September 2019
Source: MidCentral DHB Mental Health and Addiction Services Information, March 2020

Māori are over-represented in MHAS (see Figure 2 and Figure 3). Although Māori make up approximately
20 per cent of the MidCentral population, almost a third of service users identified as Māori. This reflects
the national picture: between 2008/09 to 2016/17, the number of Māori accessing MHAS nationally
increased from around 21 per cent to 27 per cent of the total. For Pacific peoples over the same period
there was an increase from five per cent to six per cent of the total population accessing MHAS13.
The unmet needs of Māori with poor mental health are well-documented in literature. Statistics indicate
that Māori experience the highest prevalence of serious mental disorders among all ethnic groups in New
Zealand (Baxter, Kokaua, Wells, McGee & Oakley Browne, 2006a). According to the Ministry of Health
(2014), Māori carry a disproportionately large burden of psychological distress, mood disorders, anxiety
disorders, bipolar disorder, schizophrenia, trauma and abuse, and depression. Durie (2001) suggests that
the establishment of new public health measures and interventions specifically targeting Māori mental
health is necessary to improve the current outlook.

Figure 3: Percentage of population seen by MHAS, March 2013- February 2019

13

MidCentral DHB Mental Health and Addiction Services Information, April 2019..
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Crisis Response Service activity reflects increasing pressures on mental health services, with a 55 per cent
increase in demand between December 2017 (143 referrals) and February 2019 (222 referrals). This
increase in demand is based on a consistent service model and does not reflect any change in threshold
for accessing the service.
Whilst MidCentral DHB is experiencing increasing pressures on MHAS services, it strives to meet waiting
times targets for new service users (defined as those who have not used MHAS services in the last 12
months), see Figure 4. In 2018, the DHB achieved 83 per cent of people seen by MHAS within three weeks
(target 80 per cent, national performance 77 per cent). Performance was lower for Alcohol and Other
Drug (AOD) services, but at 69 per cent was still better than the national average of 64 per cent (target 80
per cent). Mental health and AOD targets for NGOs were not achieved for MidCentral District, or
nationally.
DHB

NGO

Figure 4: Waiting Times - percentage people seen within 3 weeks: January to December 2018
Source: MidCentral DHB Mental Health and Addiction Services Information, April 2019

Acute Mental Health Inpatient Services
Ward 21 is the current MidCentral DHB acute adult inpatient unit for MHAS. It was established in 2000 as
a purpose-built facility at Palmerston North and was designed to fit in with other MidCentral DHB wards.
The design has not proved successful.
There are two separate areas of care within Ward 21, the High Needs Unit (HNU) and the Open Ward. The
HNU is a secure, six-bed unit for service users under the Mental Health (Compulsory Assessment and
Treatment) Act 1992 who are exhibiting severe symptoms of mental illness, particularly where this
involves risk to themselves or others. The 18-bed Open Ward is provided to people who are suffering
acute psychiatric distress who require specialist treatment not available in a community setting.
Admissions are intended to be as short as possible.
The facility provides 24x7 inpatient care and, in addition to inpatient beds, has a small, windowless
family/whānau room, a courtroom facility and administration facilities. Service users have their own
rooms and the bedroom wings of the Open Ward are separated based on gender, except for two rooms
that can be assigned to either male or females according to demand. The ward is staffed by a multidisciplinary team of 74 full time equivalent (FTE) staff.
Bed occupancy is high. Possibly as a result of peaks in demand, discharges from the unit in 2017/18,
2018/19 and 2019/20 (to date) have been higher than in previous years, which may have impacted on
higher than expected readmissions within 28 days of discharge (see Figure 5, excludes zero length of stay).
Readmissions are trending up, and since 2015, the unit has exceeded the national average and is still
increasing.
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The unit has a lower average length of stay compared to the national average (15.3 days compared with
17.7 days nationally), partly due to pressure to discharge as a result of demand exceeding capacity. The
average length of stay is also being reduced by effective management of very long stay service users. The
Unit is working actively with NGOs to assist people to move to more appropriate accommodation once
their intensive phase of care has been completed, with a community wrap-around support which
champions the MHAS new model of care.

Figure 5: Ward 21 Service Users Readmitted within 28 Days of Discharge, 2011/12-2019/2014

3.2 Strategic Alignment
The proposed investment in the inpatient mental health facility is aligned with national, local and regional
strategies, as summarised below and detailed in Appendix 1.

Alignment with Local Strategies and Plans
The MidCentral DHB Strategy approach to achieve its four strategic imperatives includes the upgrade of
facilities to ensure they are ‘fit-for-purpose’ to deliver service user- and whānau-centred care.
The need to upgrade or replace this facility was identified in the MidCentral DHB Long Term Investment
Plan 2016-2026. Ensuring facilities infrastructure is ‘fit-for-purpose’ is one of the Plan’s Investment Focus
Areas and part of the DHB’s person centred approach to ensure people are cared for in a safe
environment and protected from harm, are comfortable and confident in the healthcare setting, and to
contribute to a high performing health system. The MidCentral DHB 2019/20 Annual Plan identified the
Mental Health inpatient unit as a priority capital project. The investment is driven by the Mental Health
and Addiction Services (MHAS) Te Uru Rauhī, Mental Health & Addictions Cluster Relational Model of
Care 2019-2023. This has a strong focus on meeting the needs of Māori people, and the concepts
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2019/20 data is to March 2020 (discharges) and February 2020 (readmissions). Projected discharges for 2019/20
assumes the same percentage of discharges by month as 2018/19, no amendment made for Covid-19.
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underpinning the model of care are embedded in both the service and facility design. WAIORA a
community response to He Ara Oranga provides an overarching community-driven approach to mental
health and addictions across the district.
The Palmerston North Hospital Strategic Property Plan 2017/18 outlines areas for future investment and
identified the reconfiguration of the Ward 21 inpatient mental health unit as a priority. It identifies
options for long term delivery of inpatient mental health services.

Alignment with National Strategies
The initiative would contribute to the Government’s priorities of improving physical and mental wellbeing
and delivering a sustainable and equitable public health and disability system, reconfirmed in the Letter of
Expectations for DHBs and subsidiary entities for 2020/21. This explicitly requires action to achieve
equity of outcomes, collaborate with NGOs, and ensure access to sustainable, quality mental health and
addiction services. In focusing on Māori health and wellbeing, the investment has the potential to
improve equity for Māori. It would remediate an ageing, poor condition and poorly designed facility,
would contribute to minimising waiting times and would improve the overall quality of mental health and
addictions services provided.
The investment aligns with the Living Standards Framework which identifies 12 domains for current
wellbeing, including Health – our mental and physical health. This investment is expected to contribute to
current wellbeing and in the longer term, support improvements in the indicators of future wellbeing by
investing in improving the mental health of MidCentral DHB people.
The investment aligns with the New Zealand Health Strategy, as it would contribute to a high-performing
system in which people have confidence; the Statement of Strategic Intentions 2017-2021 strategic
priority by enhancing mental health service delivery; Health and Disability Commissioner (Code of Health
and Disability Services Consumers' Rights) Regulations 1996 by better protecting the rights of mental
health service users; and the He Ara Oranga Report of the Government Inquiry into Mental Health and
Addiction by designing and implementing more people-centred and integrated services. The focus on
ensuring appropriate facility and service design for Māori service users aligns with the direction in the
Second Māori Mental Health and Addiction National Strategy and the (draft) Māori Health Action Plan
2020-2025. The investment would support priority actions of the Mental Health and Addiction Service
Development Plan 2012–2017 aimed at achieving improvements in ward environments to reducing the
use of seclusion and restraint. The investment in facilities, services redesign and workforce aligns with the
Mental Health and Addiction Workforce Action Plan 2017-2021 priority actions for developing a highquality workforce focused on improving health and wellbeing.
The facility would be designed to meet current standards and best practice guidelines including
addressing through building design lines of vision, more green spaces, and environmental issues.

Alignment with Regional Strategies
The proposed investment in the inpatient Mental Health facility is aligned with the Central Region
Regional Service Programme to provide high quality services, improve choice for Māori, support
independence, and system integration. A key priority for the Central Region is ensuring that connections
and links exist between DHBs and other health and social services in the community. MidCentral DHB is
engaging with other DHBs and service providers within the region on service design and delivery, and with
other mental health services nationally on both facility and service design.
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3.3 External Environment
Political Environment
Mental Health is one of the Government’s health priorities, along with achieving equity, child wellbeing,
and primary health care. Joint Ministry and sector co-leadership and governance arrangements have been
established to advance the Government’s priorities and to help to address other immediate issues facing
the health system.
It is expected that the Government’s health priorities will change over time as the health sector is
continually facing new and shifting challenges. In the long term, new and sustainable ways to deliver
services are required and investment in resources needs to be in a way that provides the best outcomes
possible for people’s health and wider wellbeing.
The government is seeking a coordinated response to mental health and addictions across the health,
education, justice (police and corrections) and wider social sectors to achieve equitable health outcomes.
A number of cross-agency initiatives have been implemented to support good clinical practice and
person-centred services for people with mental health and addiction problems. The report of the
Government’s Inquiry into Mental Health and Addiction in New Zealand (released in December 2018)
proposes a new approach to mental health and addiction in New Zealand and makes a number of
recommendations, some of which will require detailed reviews, the establishment of new bodies,
consultation with interested parties, or substantive legislative change. The health sector as a whole will be
expected to make changes as the Ministry of Health works to implement the recommendations over time.

Economic Environment
More than $1.4 billion15 is spent nationally on mental health and addiction services. This funding is
ringfenced, must be used for specialist services for people with the most severe mental health and
addiction needs, and must fund at least three per cent of the population. As noted earlier, the proportion
of the population accessing MHAS is now averaging four per cent and therefore funding constraints are an
increasing challenge for these services.
Nationally, all DHBs are operating in a financially challenged health sector. Funding increases have not
met increases in costs meaning that most DHBs have faced a shortfall between spending requirements
and approved funding. MidCentral DHB did not achieve its budget for the 2018/19 year and is forecasting
an operating deficit again for 2019/20. MidCentral DHB is expected to take several years to return to
breakeven via efficiency improvements and increased regional and national collaboration. Most DHBs are
experiencing similar pressures and funding constraints are expected to be an increasing issue as
competing demands are made on finite resources.

Social/Demographic Environment
Demand for health care services nationally continues to grow and MidCentral DHB is no exception.
Demand within the DHB reflects its growing and aging population and increasing levels of socio-economic
deprivation across sub-population groups in the district. There are increasing numbers of people with
chronic health conditions, disability and more complex health requirements, which also translate into
increased need for acute and elective services.

15

2016/17 figure.
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Whilst the average life expectancy in the MidCentral district at birth is steadily increasing, it remains
slightly lower than the national average for life expectancy (80.2 years16 compared with 81.8 years
respectively17). This is not unexpected, as the DHB population has comparatively higher proportions of
people in the higher needs groups, i.e. Māori and Pacific peoples, people with disabilities, older, and
socio-economically disadvantaged people, particularly in the more rural areas in the Tararua and
Horowhenua districts. The demographic profile has significant implications for MidCentral DHB health and
clinical services planning, service delivery models, capital investments and affordability.
Nationwide, more people are seeking specialist mental health care, and mental health services are
coming under pressure, as shown in Figure 6. Between 2008/09 and 2018/19, there was a 61 per cent
increase in the total number of people accessing mental health and addictions services nationally.

Figure 6: Number of people accessing specialist mental health services nationally, 2008/9 to 2018/19
Source: Ministry of Health, March 2020

Technology Environment
The government expects technology to assist the health sector, to support working as one health and
wellness system, and to realise the benefits of IT investment. Where development in technology and
information technology present opportunities to enhance health care (for example, in the capturing and
management of data, or the sharing of (appropriate) data within the DHB and between the DHB and other
health providers) these are expected to be integrated into planning and design. Learning from other
mental health facilities nationally and internationally should be incorporated, where possible, where this
would enhance the service user experience or better support the delivery of effective health care.

16

MidCentral DHB 2017 mortality figure, Ministry of Health
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NZ abridged period life table: 2017-19, 50 (median), Statistics NZ

th

MidCentral DHB Inpatient Mental Health Unit Business Case | 23

3.4 The Need for Investment
The reviews undertaken in recent years to evaluate the acute mental health service and inpatient facility
have engaged a wide range of stakeholders and recorded their issues and concerns, which are highly
correlated. As such, there was negligible insight to be added by a formal Investment Logic Mapping
(ILM)18 exercise and this has therefore not been undertaken. The articulation of the current problems has
been drawn from the reviews and audits, and engagement with key stakeholders.

The unsuitable built environment is impacting quality of care
The layout and functionality of the existing inpatient mental health facility Ward 21 facility is
compromising the delivery of safe and effective therapeutic mental health services. The facility, which
was opened in 2000, was purpose built as an adult acute admission unit. The layout and design of the unit
reflected the requirements of the period in which it was built. There have been no material alterations to
the ward since that time.
However, usage has changed, and design standards have progressed over the last 20 years, to the extent
that the layout, configuration and utilisation problems are now compromising clinical care and working
conditions. As new models of care are developed and new ways of delivering services are planned, the
design and lack of flexibility of the current environment would become an increasing hindrance.
The 2017 Needs Assessment and Options Review19 for Ward 21 concluded: “Overwhelmingly the evidence
suggests that the current environment is not fit for its intended purpose. The architectural design of the
existing Open Ward does not facilitate observation of consumers, nor foster an environment of recovery
and wellbeing. The impression of the unit is cold, hard, sterile, institutional and lacking in any homelike
aspects. The High Needs Unit uses bedrooms as seclusion rooms, has poor soundproofing and lighting, the
courtyard is too small and in all areas the consumers are divided by corridor access to other spaces.”
The environment plays a key role in encouraging service users to participate in life on the ward and
actively engage with staff and in treatment. Service users are particularly vulnerable to stress from noise,
lack of privacy, poor lighting and inadequate ventilation and (as highlighted in the External Clinical
Review) it impacts on the number of incidents involving service user and staff that can result in harm,
stressed interpersonal/therapeutic relationships and experience of an adversely ‘charged’ environment.
The harmful effects of these environmental factors are well-known and documented. There is abundant
evidence of the impact of environment factors on the experiences and outcomes for service users and
staff in mental health and clinical settings20. Service user feedback on the facility and services is
incorporated into the summary of issues below, and a summary of service user feedback is provided at
Appendix 2.

18

The ILM process is part of the Treasury Better Business Case development and is usually required for significant
investments which will require government funding. The purpose of the ILM is to bring together key stakeholders
to ensure a joint understanding of the problems and potential benefits of the proposed investment.

19

MDHB, Mental Health Unit – Ward 21 Needs Assessment & Options by Ruth Whitehead, The Health Planner Ltd,
28 August 2017

20

Environmental factors and outcomes in mental health and addiction clinical settings, 2012, Summary review of the
literature, Te Pou, The National Centre of Mental Health Research, Information and Workforce Development
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Users recovery is enhanced by this area.” Whilst this has been addressed to an extent, with the
purchase of some colourful furniture and sensory rockers, these are superficial cosmetic changes
which do not address the fundamental underlying issues with the facility design.
The report of the Office of the Ombudsman, published as part of the 2015/16 Optional Protocol to
the Convention against Torture (OPCAT) Annual report24, and following a formal inspection of the
Ward 21 Adult Mental Health facility in December 2015, “found that the ward design, in particular,
the HNU, was not conducive with providing safe and effective mental health care”25.
There is no separation of the seclusion rooms, which open directly on to the communal area of the
HNU. Service users in seclusion can exhibit aggressive behaviours and create noise, exposing
vulnerable service users to a higher risk of trauma from the experience. The absence of a deescalation area makes it difficult to manage service users requiring a higher level of nursing care (in a
locked area) with those having a period of seclusion. Breaches occur throughout all aspects of service
user care in the HNU. “Staff interviewed state that the High Needs Unit in the mental health facility
can be hazardous when people are admitted into the unit with police. The admission access for
people in disturbed states is through an entrance opening on the day room which houses all other
service users, thus creating potential for conflict and a breach of privacy as all in the unit can witness
the admission”26.


Dispersed and inadequate service user activity areas: The space available for service users is quite
limited. Activity areas are dispersed and inadequate, and do not support service users to maintain
their independence and stay connected to family, whānau and friends. The unit lacks a social ‘hub’
and the communal spaces are adjacent to or part of a corridor, and most are too small. For example,
the dining area cannot accommodate all service users at one time (even with the recent addition of a
breakfast bar) and is a thoroughfare to the courtyard; the seating areas in each of the bedroom wings
are small and difficult to observe, and there is no central area designated as a sitting room except for
a seating alcove in a corridor; and with only one small windowless whānau room there is insufficient
space for service users to meet privately with their family. Consequently, the corridors function as de
facto lounges.
Service users have commented27 that many doors within the unit are locked unless they can be
supervised by a staff member, including the sensory room and the laundry which is designated for
service users. The courtyard access is locked at 8pm because the courtyard design facilitates access on
to the roof and it is not possible for staff to see that this is happening, unless they are outside in the
courtyard, once it is dark. Service users have commented that “it’s impossible to even get a slice of
toast after 8pm”27. The occupational therapy area includes a kitchen and general activities area, but
the rooms are small, isolated and only open when in use. With the occupational therapy area locked
the rest of the time, there is little for service users to do on the weekends or in the evenings. This
issue has been lessened to an extent by out of hours activities undertaken by dedicated staff, but for
most service users the impact is limited and there will continue to be substantial periods of time with
no distractions available.
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2015/16 Monitoring Places of Detention, Annual report of activities under the Optional Protocol to the
Convention against Torture (OPCAT), 1 July 2015 to 30 June 2016 – Office of the Ombudsman, pages 14 to 21.
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COTA Report: Report on an unannounced visit to Ward 21 – Acute Inpatient Unit Under the Crimes of Torture Act
1989, 16 December 2015
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2015 MidCentral District Health Board Surveillance Audit Report, page 48.
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Needs Assessment Report, p. 32
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The facility is oppressive: Perceptions of the unit by service users and staff is that it is “unfriendly,
cold, sterile, institutional, and not welcoming”27. Staff have been quoted saying, “it is like working in a
bunker with limited windows”. It can be daunting to be admitted to or visit an acute unit, especially
for the first time. The long corridor to enter the unit is intimidating and visitors do not feel welcomed
and reassured by the surroundings. The lighting and the colour scheme give an overall impression of
the ward being dark and dull. Whilst repainting and replacement of the carpet could improve the
facility superficially, the flow and available space mean that overall, the design is not therapeutic.
There is a lack of natural light and ventilation. The air-conditioning system appears to be difficult to
control and staff report that it is often too hot or too cold. Although the unit does have some
restricted opening windows, the amount of fresh air in the unit is limited. There are few areas with
flexible lighting levels, acoustics are poor and heightened levels of noise and echo can be distressing
to some service users. There is limited visibility to the outside and the natural environment.
There are few spaces for service users to sit in comfort to relax or spend time with family/whānau or
read a book indoors in natural light. The unit does not provide a comfortable and relaxed
environment where services users can engage with staff, meet visitors, socialise with other service
users, participate in leisure activities (e.g. watching television, listening to music, and indoor games)
and develop a sense of community.



Lack of Privacy: Whilst the nature of MHAS requires a level of visibility of service users to ensure their
safety and that of other services users, staff and visitors, the facility design does not enable or support
privacy. Examples of privacy challenges within the current facility include:
o Inadequate privacy in some bedrooms: The design and layout of the wings, as well as alterations
to the grounds outside ward 21, have resulted in privacy issues with views into some bedrooms
from the adjacent carpark and other bedrooms. This has been partially but not completely
resolved through shading on windows as well as landscaping and fencing/screening.
o Inability for service users to lock their rooms: Service users are not able to lock their own rooms in
order to create a sense of privacy and security.
o Lack of privacy from the public: The entrance way directly into the high care area is observable
from a public carpark and turnaround, with no gate or ‘airlock’ in place to provide privacy from
the outside. The entrance to the interview room also lacks privacy.
o Limited separate areas: The lack of separate spaces and constrained communal areas limits
opportunities for service users to have privacy or a space to reflect quietly when then wish to be
away from other service users. The creation of a new ‘chill-out room’ has been welcomed but the
space and design constraints limit opportunities to create more similar areas. The lack of ensuites
limits privacy when using the toilets.



Non-compliance with standards: Acute Inpatient mental health facilities are expected to be safe
environments for service users, staff and visitors. Facilities are required to meet both legislative
requirements and safety and design standards, covering all aspects of service provision.
Ward 21 is not compliant with current standards expected of an acute admission unit. Areas where
the unit does not meet the Health and Disability Sector Standards already articulated above include
the provision of an environment that supports independence and personal privacy; availability of
appropriate areas for entertainment, recreation and dining; and provision of natural light, ventilation
and effective heating.
Audits undertaken in 2014 and 2015 identified areas where the inpatient mental health unit does not
meet the expected Health and Disability Sector standards. These are summarised in Appendix 4.
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The outdated and inappropriate model of care no longer meets the needs of mental
health service users and their Whānau
Current services do not reflect current best practice and are not appropriately meeting the needs of
service users and the wider community of MidCentral DHB.
Models of care have progressed hugely in Mental Health, emphasising that care is no longer custodial but
is therapeutic, that care should not be restrictive and should not be medically driven. The environment
needs to reflect a move away from a hospital ward like environment. At present, the physical
environment at MidCentral DHB constrains the service’s ability to implement new ways of working and
new models of care.


Services are not service user focused: Some elements of the service could be more focused on
service users. There are opportunities to increase service user autonomy, which is restricted at
present due to physical and staffing constraints. Examples include the inability for service users in the
HNU to make their own drinks (these are offered by staff at two hourly intervals), and restricted
access to areas such as the sensory room, laundry, courtyard (which is locked at 8pm) and activity
areas. The lack of access to kitchen facilities means that service users are unable to prepare food for
themselves when they want, which can be an issue as medication can cause increased appetite for
some service users.



Changes in culture and clinical practice are needed: The current model of care does not align with
developing service requirements. The overarching philosophy is for “an environment based on
concepts of recovery, the least possible restrictive care and connectedness with other parts of the
service continuum. In the recovery-orientated treatment culture emphasis is placed on autonomy,
hope, culture, and individual potential and reintegration into the community”. However, in many
instances the services do not align with this philosophy. Concerns with the current model of care
include:
o The ward environment perpetuates the medical model of care at the expense of other validated
models, including Māori models of care and recovery-oriented models. It also hinders integration
into the community.
o The lack of acute alternatives means that there is no community-based choice for people in
distress to have time out or to provide early intervention respite, to avoid a hospital admission.
o The lack of multi-functional space in the current inpatient unit hinders recovery-oriented activities
and peer facilitated groups.
o The lack of family/whānau areas means that key support people cannot stay with their loved ones
while in care, nor is there facility for them to have meaningful or relaxed engagement on site.
o Due to a lack of alternatives, there is no capacity or ability to use spaces flexibly to be responsive
to specific needs, including having suitable detoxification spaces or support for youth in acute
distress.



Services are not all culturally appropriate: Whilst approximately 20 per cent of the catchment
population for the unit is Māori, and over 30 per cent of inpatient admissions at MidCentral DHB
identify as Māori and Pacific peoples. There are opportunities to develop a more Māoriled/appropriate service that reflects this population and the high admission rate of Māori. The
environment must better reflect a Te Ao Māori worldview. Some efforts have been made to better
reflect Māori needs by working in partnership with Pae Ora (the Māori Health Directorate) to support

MidCentral DHB Inpatient Mental Health Unit Business Case | 30

regular waiata (singing) sessions and the recent appointment of a designated Māori Mental Health
Workforce Development Lead role who is also the DAMHS (2018/19)28. This would see appropriate
facility for welcome and whakawhānaungatanga, spaces for whānau hui, use of Māori design, ready
access to natural features such as water/wai, earth/papatūānuku and Rongoā to facilitate healing. The
current facility constrains the ability of staff to work in a holistic way which gives due recognition to
the importance of each component of te whare tapa whā.


Restraint and Seclusion: The 2014 External Clinical Review29 highlighted that the focus on security
and containment needs to be balanced with care, compassion and recovery. Restrictive practices such
as seclusion and restraint can be traumatic for service users and staff, and can be re-traumatising for
people who have experienced violence and victimisation30. The use of restraint and seclusion is driven
by multiple factors, including the condition of individual service users, the balance of services users in
the facility at that time, as well as staffing levels and competencies.
Monthly seclusion events vary considerably (for example, between July 2016 and February 2020 the
number of events per month varied between 3 and 25). In many cases, multiple events may be
attributed to the same individual. The percentage of service users experiencing seclusion events
increased between 2014 and 2018 (see Figure 7), even though the number of events has been slowly
reducing. The percentage of referrals with seclusion showed a clear reduction in 2019. Note that the
actual number of service users secluded, and number of seclusion events, is very small due to the
small population size.

Figure 7: Percentage of Referrals with Seclusion, 18-64 years, Non Forensic
Source: MidCentral DHB Mental Health and Addiction Services Information, March 2020

Māori are over-represented in seclusion, again with a significant increase since 2014 (see Figure 8).
However, it is noted that Māori make up approximately a third of Ward 21 service users, and
therefore small swings in the number of events have a disproportionate impact on the percentage of
events.

28

The Māori Mental Health Workforce Development Lead is not based on Ward 21. Ward 21 relies on Pae Ora
services to attend.

29

External Clinical Review, p.26

30

The monitoring and advocacy report of the Mental Health Commissioner, February 2018
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Figure 8: Percentage of MidCentral DHB Referrals with Seclusion: 18-64 years, Non Forensic
Source: MidCentral DHB Mental Health and Addiction Services Information, March 2020

Whilst seclusion impacts a relatively small number of service users (often the same person
repeatedly), there is a strong desire to use facility design to create alternatives to seclusion as per the
HQSC directive.
The DHB is committed to the application of the Zero Seclusion: Towards Eliminating Seclusion by
2020, as a key strategy in the progression of Mental Health & Addiction Quality Improvements as
outlined by the Health Quality and Safety Commission NZ.
All seclusion episodes have intensive follow up to determine actions that could otherwise have been
taken. Ongoing training for staff in alternative methods of managing situations of risk is underway
(SPEC – Safe Practice Effective Communication) and the number of staff on night shifts has increased
to assist with improved management. The service is working closely with the Health Quality and
Safety Commission to monitor and work towards significant reduction in this practice.

Lack of alternatives to inpatient care is driving unnecessarily high utilisation and
impacting quality of care
The lack of appropriate alternatives to inpatient care is resulting in avoidable admissions and
readmissions and increased lengths of stay, as service users are unable to be discharged to more suitable
step-down services. High demand for inpatient stays is driven by the lack of, or limited, step down and
respite care within the community across the region and the inability to find suitable accommodation for
long-term and/or complex service users in the community. The lack of alternatives is constraining service
user flow to the most appropriate level of care.
Over time, and partly because of these constraints, the focus of the unit has moved away from being an
intensive care unit (i.e. short term, with intensive input for a small number of people with specific, intense
care needs) to being the default place of care where no other suitable facility or service can be identified.
This is increasing the cost of delivering mental health services overall, as inpatient care at this level of
intensity and staffing is a significantly higher cost than community-based, step down alternatives.
However, it is recognised that whilst there is potential for changes to how and where some services are
delivered, the core inpatient (intensive care) mental health services will remain on site at Palmerston
North hospital as it is important to be able to provide medical support to service users.
The lack of alternatives to inpatient admission is exacerbated by instances of the inpatient and
community mental health teams not always working effectively together to transition service users from
the inpatient unit to the community, as well as keeping the service user, family/whānau, other carers and
all other services appropriately informed and involved.
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An audit of service users was undertaken in February 2019. The purpose of this audit was to identify any
service users making contact with DHB mental health services during this time who would otherwise have
been assessed as suitable for referral to a crisis respite service, or inpatients who would have been
discharged earlier if a step down service (respite) was available.
The audit found that there was consistent demand for respite (particularly in Levin). However, the impact
of potential admissions to inpatient care was moderate, with only four people admitted during February
who could have been referred to a respite service, had this been available. This brief study showed that
whilst people are being appropriately admitted for inpatient level care, approximately six people who
would have benefitted from a respite level intervention were either referred to services that provide the
supported house only, or back to their home for outpatient follow up. Although modest, this does impact
on quality/appropriateness of care for service users and increases pressure on inpatient capacity and
costs.
MidCentral DHB data shows that in 2019 there were 135 discharges (for 94 consumers) from Ward 21 to
the Horowhenua district. Of these, 16 per cent (21) were readmitted within 28 days of discharge and a
further five per cent (7) readmitted after 28 days. Given the nearly 50km distance between Levin and
Palmerston North Hospital, support for consumers from whānau may be costly, disrupted and difficult to
sustain. The service estimates that around 90 per cent of these consumers could be admitted for acute
residential care in a home-like, small and nurturing environment, within the Horowhenua district.

Governance, Management and Culture
In addition to the issues described above, the reviews have identified challenges with governance and
management arrangements. Whilst these are important issues, they have been determined to be out of
scope for this investment proposal as they are being addressed separately.
In particular, the reviews highlighted a lack of clarity in governance processes and responsibilities,
compounded by a confusing service structure, a paucity of clinical leadership roles and skills, limited
partnership between clinicians and managers, persistent vacancies and a lack of professional leadership.
The reviews also noted a lack of transparency and service user engagement in quality and safety
processes, and a passive culture which impedes learning, innovation, quality improvement and active
service user engagement. The DHB recognised that these were valid concerns and has addressed these,
with the implementation of a new management and governance structure and recruitment to key roles.
Whilst there is some further progress required, particularly with recruitment, significant progress has
been made and this is recognised by both the DHB and Ministry of Health.

3.5 Key Benefits and Disbenefits
The main benefits of the proposed investment were confirmed by key stakeholders at a series of
workshops and engagement events in February 2019. The benefits and key performance indicators (KPIs)
for each benefit are shown in Figure 9.
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Figure 9: Expected benefits of investment

Living Standards Framework
The main benefits of the proposed investment were detailed in the Strategic Assessment. The expected
benefits arising from the investment have been mapped against the Government Wellbeing priorities and
the Living Standards Framework (LSF).
In the Wellbeing Budget (2019), the Government indicated its commitment to supporting mental
wellbeing for all New Zealanders. This is reflected in an allocation of more than $200 million, over the
next four years, for mental health and addiction treatment services. The Budget 2020 priorities build on
the Budget 2019 priorities, in order to make long-term and sustainable progress towards the priority
objectives.
The LSF has been developed by the NZ Treasury to enhance the quality of its advice about lifting broad
living standards. This is through improved analysis and measurement of intergenerational wellbeing and
the support the LSF provides to the Treasury's core economic and fiscal advice processes.
The LSF is a framework on intergenerational wellbeing spanning a broad range of economic, social and
environmental outcome domains at a high-level. To support the implementation of the LSF, the Treasury
has developed the LSF Dashboard, a structured database of indicators that provide an integrated system
for measuring wellbeing outcomes. Together, the LSF and its Dashboard aim to provide a balanced and
comprehensive view of wellbeing outcomes suitable for use in the Treasury’s policy advice processes.
There are three core elements of the LSF: the current wellbeing domains; the future wellbeing capitals;
and risk and resilience31. Current wellbeing is divided into 12 domains (civic engagement and governance,
cultural identity, environment, health, housing, income and consumption, jobs and earnings, knowledge
and skills, safety, social connections, subjective wellbeing and time use). The domains of current wellbeing
reflect wellbeing at a “point in time” and are based on research about what is important for people and
their wellbeing.

31

Budget 2020 does not require analysis of the initiative’s contribution to the Capitals or Risk and Resilience.
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Service and facility issues to gain a more informed and broader perspective on the impacting
consumers and their whānau, and staff. This engagement included community fora with local Iwi
providers and peer support providers; working groups with service users and their families; email and
telephone conversations; targeted contact with service users who have visited the ward more than
three times in the past 12 months38; face to face interviews with regular service users at St Dominic’s;
communication with migrants and refugees; and contact via the Unison Network39 for feedback.
Feedback has been sought from Police, Social Services, Rural Support, migrant and refugee
community, MASH Trust and Community Corrections.
Internally, staff have been asked to provide feedback from themselves and on behalf of service users.
Staff feedback was obtained via email invitation either on behalf of their clients or themselves and a
number of open staff (DHB and NGO) hui were held in 2019 to workshop what a fit-for-purpose
facility would comprise. Marama Real Time feedback was also used by service users to provide
feedback on the ward environment.
Fora were held at peer support providers, Mana o te Tangata Trust and Manawatu Supporting
Families, which 12 people attended. One family has given extensive feedback throughout this process.
As part of the working group, two family members and four service users attended regularly to ensure
the perspectives of those who use the service were prioritised. Other media used to obtain feedback
have included email invitations to peer forums and youth services as well as phone calls for those who
did not wish to write in a response.



Facility design to seek input into the initial concept design. Between July and September 2019, the
inpatient mental health unit Concept Design project team conducted a number of consultations with
the DHB executive, undertook six rounds of user group meetings, and participated in a Hui and
engagement with service users, staff, NGOs and other agencies to inform and progress the Concept
Design. The project was a standing item in the weekly consumer and whānau meetings held on Ward
21, reaching almost 200 people.
Pacific peoples and Refugee populations have been contacted for feedback, with low response rates
to date. Presentations to the wider community, via the locality planning meetings in Feilding and
Horowhenua, were held to gain feedback.

Further to the announcement in late November 2019 of the budget approval for the investment (subject
to approval of the business case), the Steering Committee continues to meet regularly to progress the
next stages of design, decisions and final consultation with the community and networks.
Throughout the development of this business case, there has been engagement with a range of agencies,
including Ministry of Health, Treasury and NZGPP. Representatives of key stakeholder agencies would
receive regular reporting and opportunities to engage throughout the life of the project.

38

The 50 service users who visited the ward more than three times the previous year were contacted for their
feedback. The response rate was 50% and themes were collated from their responses.

39

A multi-agency leadership group which includes iwi, NGO providers, PHO and Police, Kiainga Ora, Rural Support
and Corrections.

MidCentral DHB Inpatient Mental Health Unit Business Case | 45

The key stakeholders have been identified and a high-level communications and engagement approach
has been developed as part of the wider “Our Place” Communication Plan which aims to provide a clear,
consistent and cohesive communications approach across the range of confirmed and proposed
infrastructural upgrades. The key messages and engagement approaches for the proposed mental health
unit and included in this Plan. The DHB has used a co-design approach from the outset, with service users,
whānau and Iwi. A summary of the high-level plan is attached as Appendix 6.

Stakeholder Support
There is strong support within MidCentral DHB for the proposed investment to improve the inpatient
mental health facility as there is significant concern about the safety of the current facility for both service
users and staff, and the ability to deliver high quality, safe and effective care to service users. The Board
has identified the need for investment in the unit as a key priority in its recent Annual Plans.
Service users and their representatives have been vocal in their support for changes to the unit, in
response to the two serious adverse events as well as ongoing concerns with the design and functionality
of the unit.
There is support from key external stakeholders, including the Prime Minister, Minister of Health and
Ministry of Health, for the compelling need to invest in this facility. During her visit to the DHB in
November 2019, the Prime Minister noted that:
“the current mental health facility at Palmerston North Hospital was opened almost 20 years ago. The way
we care for people has come a long way since then, and we need facilities that reflect modern best
practice. The upgraded facility would address the existing lack of space and privacy that compromises the
safety and security of staff and patients. It would create a far more supportive environment which would
better support people to return home sooner. There would be more shared spaces for family members, an
increase in the number of beds and flexibility for further growth in future.”
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The shortlist options have a consistent approach to timing, delivery and funding, and therefore the
decision is purely between new build or refurbish and expand.

Economic Analysis of Shortlisted Options
For the purpose of the benefit-cost analysis, the following assumptions have been made for both
shortlisted options 2 and 3:
1. No financial value has been assigned to the benefits with the exception of reduction in avoidable bed
days, a reduction in security and specialling costs, and a different skills mix in line with the new model
of care.
2. Depreciation, capital charges, interest and other financing costs are excluded from the analysis.
3. The Public Sector Discount Rate specified by the Treasury for projects of this type is 6% per annum. All
costs and benefits are expressed in today's dollar terms.
4. All dollar figures are expressed in GST exclusive terms.

4.2 Risk and Uncertainty
As agreed with the Central Agencies, no Quantitative Risk Assessment (QRA) has been undertaken.

4.3 Recommended Preferred Way Forward
Recommended Way Forward
On the basis of the analysis outlined above, the recommended preferred way forward is Option 3: New
Facility, alongside associated changes to the model of care.

Facility Design
Concept design has been undertaken to provide an indicative design and cost to inform the economic and
financial analysis presented in this business case. This initial design would be further refined, following
approval of the business case, and some changes can be expected in the design and costs as this detail is
developed. The costs presented therefore include contingency to allow for these expected variations.
The following summary and the information attached as Appendix 8 is summarised from the MidCentral
District Health Board – Palmerston North Hospital Mental Health Unit – Concept Design Report v4
December 201940.
The siting of the facility to the South West corner of the site allows some existing public car parking to
remain. This strategy allows future growth to occur to the right-hand side of the site into the remaining
car parking, if required. The site and proposed layout/functional zoning are shown in Figure 11.
The design would enable the staged activation of inpatient bed capacity, progressing from 24 beds (plus
two de-escalation rooms) to 28 beds (plus two de-escalation rooms) with long-term options for further
expansion if required. These long-term options would realise between four and eight additional beds. By
planning the unit with inbuilt flexibility, the design is considered to be reasonably future-proofed and able

40

Jacobs Group (Australia) Pty Limited.
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to meet changing demand over the next thirty years, when coupled with the planned community-based
response.
The Concept Design provides therapeutic environment which would support a more contemporaneous
model of care. This would enable de-escalation and self-regulation, without the use of seclusion and other
restrictive practices. To support the model of care, the concept design incorporates spaces which provide
for sensory modulation or low stimulus environment.

Figure 11: Functional Zoning

Service Design
The MHAS model of care41 outlines the approach for the Mental Health and Addictions System. It
emphasises out-of-hospital prevention, promotion, and primary/community approaches, consistent with
contemporary models. The model of care promotes the establishment of a relationships and assumes that
any feature of the system is co-designed with service users, family and whānau at the centre. This
principle is not limited to service delivery, but also applies in the continuing development of the design for
the new mental health inpatient facility.

41

Te Uru Rauhī, Mental Health & Addictions Cluster Relational Model of Care 2019-2023
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It is critical that an easy to access and seamless service is available for those who experience a mental
health crisis. This may not result in a traditional mental health diagnosis but does need to have a clear
response that assists both the person and their family and whānau at that time. This will involve increased
attention to collaborative working across teams and services, access points and increased awareness of
where to go for help. To shift the pathway for those in acute distress to align to an integrated system and
relational model of care that is people centred, family focused and designed to be responsive to their
needs, the following programme of actions are being undertaken.


Acute Alternatives: Community based 24-hour supported living environments to facilitate both
planned and unplanned respite in priority locations, including Horowhenua and Tararua. Supported
environments enable people to reset and reconnect with their recovery plans, culture and supports.
These services can provide step down for those discharged from inpatient care to enable slower reintegration for those who may need extra time, but not hospital level care. Acute alternatives would
be operated primarily by peers, kaupapa Māori and those focused on young people. The DHB has
engagement and partnerships underway via the Unison network and the NGO collective, particularly
with iwi and Māori providers, to create additional capacity and alternatives to admission. A Request
for Proposal (RFP) will be issued in May 2020 for an acute alternative service in Horowhenua, to
provide a service for up to five adult residents in a home-like, family/whānau friendly facility. It is
anticipated that this service would be operational by November 2020. A summary of the service
requirements is attached as Appendix 9.



Home Based Treatment teams: The development of home-based treatment teams is underway.
These teams would provide active support to people on discharge from intensive inpatient services
for a finite period of time. They would work with people, from their admission to a period following
discharge, to support both the individual and family members to action care plans and ensure that
supports are in place and handovers to community-based supports occur. Over time, these teams
would also be able to support people who contact crisis services in acute distress and who would
benefit from having in home visits for a brief period to support rapid stabilisation and connection to
appropriate resources that address the issue of concern.



Inpatient services: The inpatient facility caters for those requiring the highest level of care and many
are likely to have complex conditions. Although the service is for adults, at times the facility must
accommodate adolescents awaiting transfer to a regional facility. The facility would have flexibility to
allow for vulnerable groups (including young people, transgender people, people with intellectual
disabilities and older people) to be supported safely in designated areas42. The inpatient service is
committed to Zero Seclusion: Towards Eliminating Seclusion by 2020 and would seek to provide a
therapeutic environment which would support a more contemporaneous model of care which
enables de-escalation and self-regulation without the use of seclusion and other restrictive practices.
To support the model of care, the concept design incorporates spaces which provide for sensory
modulation or low stimulus environment in both the high needs unit and the open ward area.



Low threshold services. The future model of care also introduces the concept of low threshold
services where service users can walk in and find information, get help and talk to someone. Services
which are community based in multi-functional environments (café style spaces) and are open
extended hours would provide opportunities to reduce stigma and break down barriers. These
services would be established in partnership with other allied agencies, as part of the Unison work
plan.

42

Mothers with very young babies will be supported in a facility that is set up for this purpose. A separate review of
service delivery is underway for Older Adult Mental Health, with the aim of increasing capacity in the community
and reducing inpatient bed numbers.
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Achieving an integrated system and relational model of care requires planning for multidisciplinary teams
from across the spectrum and located across the continuum of care. A high level of cultural competency,
honouring te Ao Māori models of care and traditional practices is an important characteristic of the future
workforce. Investment in the specialist workforce would be aimed at enhancing the capacity and
capability to provide talking therapies and trauma informed care. In addition, a focus on rapidly increasing
community wellbeing, whānau ora and peer support workers is critical. Inclusion of consumers and family
members as an inherent part of the workforce in their own right would be reflected through development
plans and opportunities for training.
The future model of care assumes the application of mobile technologies, smart building management
and access control systems, and information management systems that would release time to care,
provide for safety and security, and enable sharing of information and consumer driven personalised
planning. The new patient pathway for admissions is summarised in Figure 12

Figure 12: Crisis Pathway - New Acute Mental Health Programme
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5 Commercial Case
5.1 Procurement Approach
Procurement Strategy
The overarching philosophy for procurement encompasses value for money, fairness and transparency.
MidCentral DHB would carry out procurement activities in accordance with DHB procurement policy,
which complies with Principles of Government Procurement and the Government Procurement Rules.
Following completion of the planning phase (approval of the procurement plan), sourcing activities would
commence. The procurement process is expected to be two-stage, i.e. Request for Information and
Request for Proposal.
The approach would include the development of a procurement plan, incorporating the evaluation
methodology and evaluation plan to best ensure that the successful supplier is selected for the right
reasons and at a price that represents value for money on a whole of life basis. This would be assessed in
line with the project objectives and would be approved following the established governance process and
DHB delegated authorities.
Evaluation plans would be created for each procurement, providing the Evaluation Panel with definition
of the purpose of the procurement, the evaluation process, criteria and weightings, the Evaluation Panel
member’s role, and the time requirements. The evaluation methodology developed for each procurement
would ensure that the best supplier is selected and that the price represents value for money over the
whole of life.
The procurement approach would take into account the expectations of the Minister for Economic
Development and the Minister for Building and Construction, regarding the procurement of construction
projects. Four priority outcomes43 have been identified:
1. Increase New Zealand businesses’ access to government procurement.
2. Increase the size and skill level of the domestic construction sector workforce and provide
employment opportunities to targeted groups.
3. Improve conditions for workers and future-proof the ability of New Zealand business to trade.
4. Support the transition to a net zero emissions economy and assist the government to meet its goal of
significant reduction in waste by 2020.
Suppliers are expected to identify which of the above outcomes would be a natural fit within contracts
that they supply. With regards to Priority 2, the Minister of Health’s 19 December 2018 letter to DHB
Chief Executive Officers stated that the Government has the opportunity to leverage its large construction
projects to encourage businesses to develop their people and help address the current skills shortage in
New Zealand.

43

Enhancing the Effectiveness of Government Procurement Policy [CAB-18-MIN-0516.01 refers]

MidCentral DHB Inpatient Mental Health Unit Business Case | 53

The DHB would support this priority outcome by:


Including criteria in the contractor selection process which recognises contractor commitment to
supporting skills development.



Monitoring contractor performance in meeting skills development commitments.



Including reporting and compliance assurance provisions in project contracts where necessary.

Attractiveness to Market
Whilst there are significant building works underway regionally and nationally, the DHB believes that
there are suppliers in the market who would be interested in delivering the required solution.
The majority of works to deliver the inpatient mental health unit would involve sub-contractors who have
developed a strong portfolio of similar complex works in the health arena.
It is not anticipated that market conditions will vary or improve markedly in the next few years. As such,
market conditions do not justify any delay in addressing the urgent requirement for investment identified
in this business case.

5.2 Required Services
The required services are as per the minimum scope defined in Section 3.7. The works would require the
services of a range of consultants and contractors.

5.3 Contract Provisions
The form of contract, payment mechanisms, contract length and key contractual clauses would be agreed
with the partner, as part of the contract negotiations.

Forms of Contract
A standard suite of contracts would be prepared. Whilst some departures from a standard form would
inevitably be negotiated by the parties, a suite of generally consistent consultant engagement and
construction contacts would result in a uniform set of deliverables and obligations, on each party to the
contract, which would contribute to easier overall project administration.
Two key contract forms have been considered for this investment, as follows:


Head Contract; NZS: 3910 is a fundamentally sound contract form but can be improved by the
addition of special conditions. To get the best results from 3910 it is essential to invest early in the
process of compiling the contract by way of a rigorous assessment of how to best structure all of
those project elements to be reflected in Schedule 1 – Specific Conditions. Contracting on the basis of
3910 also has the significant advantage that contractors and subcontractors will be familiar with the
contract form. This should facilitate both the initial procurement (by avoiding a need for the
contractors to seek detailed legal advice) and would also mitigate risks that might otherwise arise
through contractors entering obligations with which they are not fully conversant.



Consultant Engagement: The Conditions of Contract for Consulting Services (CCCS) form of consultant
engagement is the most widely used base form. The base form is a consultant-friendly form and so
requires special conditions to create a more balanced document.
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Contract Length, Key Contractual Clauses and Payment Mechanisms
Key contractual clauses would include items such as scope of works, contract delivery dates, security,
health and safety, indemnity and insurances, variations, payments and dispute resolution.
Detailed planning for the project has begun and procurement activities would commence once the
business case is approved. This planning would clarify the details of the planned contracts (including
length, contractual clauses, risk allocation etc.). The procurement approach and progress would be
monitored by the Quantity Surveyor.
Payments for construction work would be made as per the schedule agreed in the contracts (usually
monthly). Progress payment claims made by the contractors would be valued by the Quantity Surveyor
and certified by the engineer for the contract. Payments would be made for work over a month, with an
appropriate retention. Where there are deviations from the work planned, payment for the additional
services would only be made if there is evidence of a change to the work plan having been instructed or
approved in accordance with the DHB delegation of authority.

Risk Management and Allocation
The key procurement risks include an inability to recruit the required resource; inadequate design;
incomplete or poor-quality tender documentation; contract agreements which are unfair or unreasonable
for all parties, with the balance of risk not divided appropriately; cumbersome procurement rules; poor or
low response from market; subcontractor availability; and unforeseen ground conditions.
A risk allocation table would be developed as part of the procurement process, identifying the risks within
the project and allocating these risks to the party best able to manage it, the objective being to achieve
the optimal allocation of risk rather than maximising risk transfer. With current market conditions, the
DHB may have less scope to ensure appropriate risk apportionment than would usually be expected. This
is as a result of competing demands for scarce resource, where in-demand contractors and sub-trades
may have more attractive alternatives. Notwithstanding, the DHB would make best endeavours to ensure
risk is well-managed.

5.4 Key Procurement Timeframes
The main procurement activities would commence post business case approval. Procurement of the
design team would be May-July 2020 (with contracts let post business case approval). Procurement for
main contractors is expected to be undertaken in November-December 2020 for Early Contract
Involvement for enabling, and March-April for firm price.
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6 Financial Case
6.1 Overview
The proposed investment includes an initial capital cost of approximately $35 million and an operating
cost benefit of approximately $0.3 million to $0.4 million per annum, over the 10-year modelled period.
Crown funding is sought for $32 million, with a further $3 million contingency to be funded by MidCentral
DHB. All operating costs would be met by the DHB.
The investment would address the mental health inpatient facility design issues and contribute to
improved health outcomes for people with acute mental health issues in the DHB area.
Whilst the initiative would require a moderate capital investment, it is not expected to deliver significant
financial returns. The value of this investment is in improving the quality of care for consumers with
mental health issues. It also provides a cost-effective solution which is cost neutral at the operating cost
level.

6.2 Financial Impact
Financial Costing Approach
The financial model is over a 10-year period and includes capital and operating expenditure. The financial
costings are indicative, as concept design only has been completed at this stage. To allow for continued
uncertainty, the project costs include contingency.
The cost estimates for capital have been prepared with assistance from the Quantity Surveyor in
discussion with the project team, supported by detailed planning for the Schedule of Accommodation and
Functional Brief. The cost estimates for operating expenditure have been prepared by the project team,
with clinical and operational input into defining the staffing requirements. The capital costs were
estimated in December 2019 and were updated in May 2020 to factor in market changes. Construction
and supply costs have risen because of a number of environmental factors impacting on construction
generally and most recently the COVID-19 pandemic expected to affect imported components. The capital
cost, including contingency, has risen from the previous working budget of $30 million to accommodate
this updated understanding. During design development there will be an ongoing focus on value
engineering where efficiencies can be made without detracting from the effectiveness of the facility. The
proposed funding split recognises the appropriate budgetary tension to be exercised.

Assumptions
Detailed assumptions for the financial projections are provided in Appendix 10.

Total Capital and Operating Costs
In order for MDHB to complete this project a moderate capital outlay is required, the majority of which is
construction costs. The capital costs are summarised in Table 14.
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Table 14: Capital Expenditure

The ongoing operational costs have been modelled over a 10-year period and result in an average
improvement on financial performance of approximately $0.3 million. Savings of approximately $0.7
million would be achieved through a reduction in security and specialling costs, a change in skill mix to
match the new model of care, and operational efficiencies from the new facility. This is partially offset by
increased expenditure on community providers and the impact of depreciation.
The model of care supported by this facility, together with changes in cost structure, is such that it is
operating cash flow positive over the assessed period.
As volume and demand grows it is expected that the benefits would increase by the effective utilisation of
stepdown facilities and slower growth in in-centre demand. This benefit has not been factored into the
financial modelling. The Statement of Financial Performance is shown in Table 15 and Cashflow in Table
16.
Table 15: Statement of Financial Performance
$000

FY 20/21 FY 21/22 FY 22/23 FY 23/24 FY 24/25 FY 25/26 FY 26/27 FY 27/28 FY 28/29 FY 29/30
0
1
2
3
4
5
6
7
8
9

Operating Cost
Personnel
Outsourced Personnel
Infrastructure & Non Clinical (Security)
Depreciation
Community Providers

0
0
0
0
0

0
0
0
0
0

(1,211)
(210)
(379)
950
387

(1,207)
(257)
(385)
1,265
328

(1,232)
(261)
(392)
1,265
334

(1,257)
(266)
(398)
1,265
339

(1,283)
(270)
(405)
1,265
345

(1,310)
(275)
(412)
1,266
351

(1,337)
(279)
(419)
1,266
357

(1,364)
(284)
(426)
1,266
363

Total Expenditure / (Savings)

0

0

(463)

(256)

(286)

(317)

(348)

(379)

(412)

(445)

Operating Surplus / (Deficit)

0

0

463

256

286

317

348

379

412

445
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Table 16: Statement of Cashflow
$000
Operating Surplus / (Deficit)

FY 20/21 FY 21/22 FY 22/23 FY 23/24 FY 24/25 FY 25/26 FY 26/27 FY 27/28 FY 28/29 FY 29/30
0
1
2
3
4
5
6
7
8
9
0
0
463
256
286
317
348
379
412
445

Add: Depreciation
Total Operating Cashflow

0
0

0
0

950
1,413

1,265
1,521

1,265
1,551

1,265
1,582

1,265
1,613

1,266
1,645

1,266
1,678

1,266
1,711

Less Capital Investment
Total Investment Cashflow

(3,627)
(3,627)

(27,199)
(27,199)

(3,923)
(3,923)

0

0

0

0

(207)
(207)

0

0

Net Cash Inflows / (Outflows)

(3,627)

(27,199)

(2,510)

1,521

1,551

1,582

1,613

1,438

1,678

1,711

Net Present Value (NPV) @ discount rate 6.0% (3,627)
Cumulative NPV of whole of life cost
(3,627)

25,660
(29,287)

(2,234)
(31,521)

1,277
(30,244)

1,229
(29,015)

1,182
(27,833)

1,137
(26,696)

957
(25,739)

1,053
(24,686)

1,013
(23,673)

Funding Source
As outlined in the Economic Case, the preferred option is Crown funding. The financial narrative and the
analysis relate to this preferred option.

Contingencies
Contingency has been applied to the overall capital total at a rate of approximately nine percent.

6.3 Financial Projections and Affordability
Capital Affordability
The total initial capital cost of $35 million is only affordable to the DHB with Crown support for equity.
As the capital costs presented in this business case are indicative, based on concept design, there is a risk
that there would be some variation between the indicative and final costs once detailed design and
tendering is complete. The main uncertainty areas for financial risk exposure include:


Design definition: As concept design only has been completed at this stage, refinement of the design
during the detailed design phase would enable costs to be produced with much greater accuracy.



Site constraints: The indicative costs take account of known site constraints, but others may be
identified during detailed design and the build.



Stakeholder impact: Whilst there is potential for scope change, this is unlikely as the facility has been
designed with input from consumers and staff, and no public scrutiny requiring change is anticipated.

The areas of uncertainty for financial risk exposure summarised above result in a risk that the indicative
costs would be under- or over-stated. In order to manage this level of risk, a project contingency has been
included. Standard project management procedures would be in place to minimise scope creep and to
ensure that project costs are contained within the budget approved. The facilities element of the project
(including procurement and execution of the construction phase) would be led and managed by the
Director, Facilities Development, and the overall project actual and anticipated spend would be actively
monitored through the governance structure as detailed in Section 7.1.
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Operating Cost Affordability
Subject to Government support of this investment proposal, Crown funding of $32 million would enable
the construction of a new mental health acute facility. The DHB would provide contingency capital
funding of $3 million. This funding is for capital costs only and it is expected that all operational costs
would be met by MidCentral DHB. Operational savings are sufficient to cover depreciation. Final costs
would be subject to detailed design and tender and, should these exceed the funding provided, would
need to be met by MidCentral DHB funds. The DHB’s capital plans have capacity to prioritise and meet
that contingency.

6.4 Sensitivity Analysis
As agreed with the Central Agencies, no Quantitative Risk Assessment (QRA) is required. Contingency,
escalation and robust QS estimates are included in the business case financials.
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7 Management Case
7.1 Governance and Management
Governance
Project governance would be through the Mental Health Unit Steering Committee, which would report via
the Senior Responsible Officer (the General Manager, Finance and Corporate Services) to the Board
through the DHB existing governance structure. Manawhenua Hauora would be kept informed of
progress. The proposed governance and delivery structure is shown in Figure 13.

Figure 13: Inpatient Mental Health Unit Proposed Project Governance and Delivery Structure

The Capital Investment Committee (CIC) has been identified as a key external group. It is a section 11
committee under the New Zealand Public Health and Disability Act 2000 that provides advice to the
Ministers of Heath and Finance on the prioritisation and allocation of funding for capital investment and
health infrastructure. The Central Agencies (Ministry of Health, Treasury and New Zealand Government
Procurement) provide an external assurance and oversight function, to monitor project progress and
provide advice to the project and Ministers as required.
The Strategic Capital Investment Group has responsibility for the execution of MidCentral DHB’s long
term investment strategies and ensuring linkages and problems between major projects are identified
and resolved.
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The MHU Steering Committee is expected to be in place for the duration of the project and would be
chaired by the project’s Senior Responsible Officer (General Manager, Finance & Corporate Services). The
Steering Committee has a guidance and advisory function. It provides guidance and recommendations to
support the project sponsors to make the best decisions for the implementation of the project, to ensure
achievement of the project objectives. It provides leadership and strategic direction to the project,
periodically reviews interim results, and identifies adjustments required to ensure achievement of the
planned outcomes. This includes new and changed business processes to ensure the successful
implementation of new arrangements. It is supported by a Project Control Group chaired by the Project’s
Sponsor (Clinical Executive, Mental Health & Addictions). The Project Control Group is responsible for
supporting the implementation.
The Project Senior Responsible Officer (SRO) has overall responsibility for the project and for ensuring
that is remains within the approved scope, timescales and budgets and would enable the realisation of
the desired benefits. They champion and provide support as required, to ensure ongoing alignment with
organisational priorities. They have responsibility for holding and authorising allocation of the project
budget, leading communications with internal and external stakeholders and ensuring that stakeholders
are kept appropriately informed on progress.
The Project Sponsor has overall responsibility for ensuring the proposed investment meets the
organisation’s business needs. They are also responsible for developing and implementing the new
models of care, clinical pathways, staffing and process changes, and for the successful commissioning of
the project.
The structure outlined would ensure that appropriate governance is maintained throughout the change
project. The use of key decision points and oversight by Central Agencies would ensure that there are
appropriate opportunities for oversight and input as the changes are implemented.

Project Management Approach
A project manager, accountable to the SRO, would be appointed. The project would be managed in line
with standard programme and project methodologies. The key principles from PRINCE2 would be used.
This structured approach would ensure effective management of scope, budget, time, human resources,
quality, communications and risk.
A temporary project management structure would be implemented to oversee project delivery; at the
end of the project phase this structure would be dismantled, and management would continue through
business as usual.
Four key workstreams have been identified to lead the planning and implementation of the proposed
change. A Māori world view is incorporated into these workstreams.


Facility and Procurement: Has responsibility for ensuring the development of the appropriate design,
to accommodate clinical needs and stakeholder requirements. The workstream would be responsible
for overseeing each stage of the design process, from high-level design through detailed design and
build. The workstream would be led by the Director, Facilities Development.



Service Design: The model of care has been developed to support initial high-level design. As the
design progresses, the Service Design workstream would be responsible for ongoing liaison to ensure
alignment between facility and service design. The workstream would be led by the Clinical Executive,
Te Uru Rauhi, Mental Health & Addiction Services.



Communications and Engagement: This workstream would be responsible for developing the
communications materials and planning engagement activities, in close collaboration with the
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Facility/Procurement and Service Design workstreams. The workstream would be led by the
Corporate Communications Manager.


Commissioning: This workstream is responsible for putting in place the new model of care, including
new clinical pathways, processes, staffing arrangements and training, and quality systems. The
commissioning workstream would be led by the Clinical Executive, Te Uru Rauhi, Mental Health &
Addiction Services.

These workstreams would be assisted by support functions, including Pae Ora Paiaka Whaiora, finance,
monitoring and assurance, probity, procurement and Health and Safety.

7.2 Change, Benefits and Risk Management
Change Management
Effective change management is critical for the successful implementation of the changes to mental
health services, to ensure readiness for go-live and monitoring in the immediate post go-live period. This
would ensure that any risks are identified and managed in advance of the changes being implemented,
and that any issues that develop are successfully resolved.
The SRO would have overall responsibility for managing the proposed changes, including ensuring
effective stakeholder communication and engagement is undertaken. The roles would work closely with
provider leads to ensure an efficient and effective transition to the new service delivery model.

Benefits Management
The benefits expected to be realised are described in Section 3.5.
A Benefits Management Plan (including a benefits register) has been developed, detailing the measures,
baselines and targets. Identification, measurement and tracking of benefits would be undertaken to
ensure that the expected outcomes are realised. The SRO would have overall responsibility for the
realisation of benefits, monitoring and reporting. The benefits register would be maintained for the
duration of the implementation phase, with responsibility for monitoring ongoing benefits reverting to
MHAS when the initiative moves from implementation to business as usual.
Realisation of benefits against the benefits plan would be reviewed annually (or at an alternative
frequency as agreed with the Ministry/Treasury). Many of the benefits of this investment would not be
observed for several years. The programme would provide reports back on benefits realised to
stakeholders, including Cabinet if required, at points as agreed with the central agencies.

Risk Management
Standard risks and issues management methodologies would be used during the implementation period.
This would assure stakeholders and monitoring agencies that the DHB implementation team is proactively
identifying and mitigating risks.
The risks and issues register, established during the business case development phase, would be a living
document and would be updated continually to reflect the current status of any risks or issues arising. The
Project Sponsor would be responsible for the tracking and reporting of risks and issues to the Steering
Committee, with further escalation where required. Issues would have a deviation plan.
The key risks and issues identified for the project are summarised in Table 8 in Section 3.6.
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8 Conclusion
The current facilities for inpatient mental health service users are inappropriate and are in urgent need of
replacement, or expansion and refurbishment. Internal and external audits and reviews have confirmed
that there are significant issues with the environment, which are impacting the quality of care and putting
service users at risk of harm.
The proposed investment would result in a substantial improvement in the quality of psychiatric intensive
care facilities and services provided in the MidCentral district. Grounded in Te Wao nui a Tāne, the
investment would provide the best environment for service users who are currently being exposed to
unnecessary and avoidable risk at a vulnerable time in their lives. Service redesign is overdue but is
currently hindered by the physical constraints imposed by the facility design. A new facility would enable
the implementation of a revised model of care which meets best clinical practice and cultural values of
wellbeing. Concurrent investment in alternatives to inpatient care would provide a wider range of
appropriate options, resulting in more choice and overall better care for all service users.
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Rising to the Challenge: The Mental Health and Addiction Service Development Plan
2012–2017
This plan sets the goal for measurable improvements in mental health and wellbeing,
physical health and social inclusion among people with low-prevalence conditions and/or
high needs. Key themes are better use of resources, improved locality and hospital service
integration, cementing and building on gains in resilience and recovery for the most
vulnerable; intervening early to improve outcomes and avert future adverse outcomes. Priority actions
include “support fit-for-purpose service configurations” and “reduce and eliminate the use of seclusion
and restraint”. The goal being to create an inpatient environment and culture that facilitates service
user choice, connections with others and collaborative relationships.
Te Puāwaiwhero The Second Māori Mental Health and Addiction National Strategic
Framework 2008-2015
The Framework provides direction to the sector in working towards achieving better
outcomes for whānau and tangata whaiora living with mental illness and addiction.
The investment would support the five Priorities: promotion and prevention;
responsiveness to Māori, early intervention and primary health care; building on the gains; and
specialist services. Maintaining a Māori focus on the development of facilities and services would
enhance the appeal of the services to a vulnerable population, enabling greater engagement for a
population which has historically underutilised these services in spite of a higher incidence and burden
of mental illness.
Mental Health and Addiction Workforce Action Plan 2017-2021
The Plan identifies the priority areas and actions required to develop a high quality
workforce focused on improving health and wellbeing.
The proposed investment aligns with the Plan by ensuring that the workforce is well
trained and capable of delivering the services that are needed, within appropriate
facilties. The current environment constraints are preventing the workforce from fully
implementing the revised models of care, hindering service quality. A redesigned facility would enable
staff to fulfil their potential to deliver the best care to service users.
New Zealand Health Strategy: Future Direction
This proposal aligns to one of the eight guiding principles of the health system defined in
the Strategy:
Principle 6 – a high performing system in which people have confidence. The investment
would deliver a redesigned facility which supports a revised service deliovery model. Both
the facility and service would be designed to better meet the needs of this population.
He Ara Oranga: Report of the Government Inquiry into Mental Health and Addiction
The Inquiry recommends specific changes to improve New Zealand’s approach to mental
health with a particular focus on equity of access, community confidence in the mental
health system and better outcomes, particularly for Māori and other groups with
disproportionately poorer outcomes. A key recommendation of the Inquiry is “Place
people at the centre” and “designing and implementing improvements to create more people-centred
and integrated services”.
Statement of Strategic Intentions 2017 to 2021 – Ministry of Health
The Ministry of Health strategic direction places emphasis on the health system needing to
prepare to serve an overall population that is increasing, older and more ethnically and
regionally diverse.
The big challenge for the health system is that in the future it will have more people to
look after. The population is expected to grow by close to 12 per cent in the next 10 years. New
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Zealand is experiencing the impact of the growing population on a daily basis with more people in
emergency departments, enrolling in general practices, being referred for surgeries, and requiring
help to live safely in their homes. The health system needs sufficient resources to manage this
increased demand.
The relevant strategic priority is:


Improve access to and the efficiency of the provision of health services.



enhance mental health service delivery, with the aim of improving people’s wellbeing and
resilience, expanding access to services and reducing waiting times.
Health and Disability Commissioner (Code of Health and Disability Services Consumers'
Rights) Regulations 1996

Knowledge of, and adherence to, all requirements of the Code of Health and Disability
Services Consumers’ Rights (Health and Disability Commissioner, 1996) is fundamental
to all health and disability service delivery in New Zealand, including mental health and
addiction services. This regulation covers Rights of consumers and duties of providers.
Those that are relevant to the design of the Mental Health Unit include:
Right 1 (1) Every consumer has the right to be treated with respect.
Right 1 (2) Every consumer has the right to have his or her privacy respected.
Right 1 (3) Every consumer has the right to be provided with services that take into account the
needs, values, and beliefs of different cultural, religious, social, and ethnic groups, including the
needs, values, and beliefs of Māori.
Right 3 Every consumer has the right to have services provided in a manner that respects the dignity
and independence of the individual.
Te Uru Rauhī, Mental Health & Addictions Cluster Relational Model of Care
2019-2023
Te Uru Rauhī emphasises out-of-hospital prevention, promotion and
primary/community approaches consistent with contemporary models,
including a strengthened focus on cultural appropriateness. The relational
model of care emphasises the service’s role in bringing people to a place of
healing, care and nourishment and reconnecting them with their community.
The investment responds to the drivers:


People centred and family whānau focused.



Workforce – planning for wellbeing.



Innovation – acute care pathway, acute alternatives, home-based treatment teams, inpatient
facility redevelopment, and low threshold services.
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Appendix 3: Shortcomings of the High Needs Unit
The following list sets out the specific shortcoming of the High Needs Unit (HNU) identified in the 2014
review of Ward 21, and the 2017 Needs Assessment:


There is no dedicated Nursing office with clinic.45



The Nursing station of Ward 21 overlooks the HNU through an expansive set of windows which
compromises service user privacy and adds to stimulation of the service users who are observing the
staff traffic on the Nursing station.



The six bedrooms in the High Needs area are all constructed, decorated and furnished to be used as
seclusion rooms.



There is no separation of the seclusion rooms which are part of the main HNU.



There is no de-escalation area or sensory room access.



There is a mix of need sometimes, including elderly, adolescents and disturbed adult population
(including forensic service users with offending histories) means there is a risk of aggression from
disturbed service users to others.



There is no lounge/ communal area separate from rooms.



The unit has poor soundproofing and lighting.



The HNU courtyard is too small.



There is no dining area or suitable furniture within the High Needs area.



There is no ability in the high care area to provide tea and coffee for service users, staff need to leave
the area and go to the very end of the open ward to make these drinks.



The entrance way to the High Needs Unit is observable from the public car park and turnaround.



The treatment room is a through point from the interview area to a corridor and is too small to meet
its function.



There is no suitable storage space.

Other issues identified by staff include:


Aging infrastructure and equipment which is prone to failure and slow to fix.



The environment is intimidating, not aesthetically pleasing or homelike and offers limited privacy for
service users.



Inadequate space for service users and staff.



The TV is inside a cabinet and is very small and frequently difficult to see, with the cost of
replacement housing for a larger TV prohibitive.
There is very limited access to OT activities if the individual is unable to leave the HNU.
Visibility is poor in some areas (e.g. seclusion room doors are very difficult to see through as the
windows are small and set high).




45

This has since been resolved.
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Approach
The aim of this plan is to provide a clear, consistent and cohesive communications approach across the
range of confirmed and proposed infrastructural upgrades. The communications approach would aim to
promote confidence in stakeholders that the DHB is responding to the infrastructural needs in a timely
and effective manner.

Objectives





To provide an integrated approach to communication and engagement during the roll-out of the
infrastructure programme and each constituent project.
To develop and deliver clear, consistent messages that meet the needs of different audiences and
stakeholders.
To ensure key stakeholders receive clear, consistent and accurate information, and relationships are
well maintained.
To highlight the value and benefits of the programme and each project.

Forms of Communication
A range of communication mediums would be used to impart messaging to stakeholders, including (but
not limited to):















Newsletter
for
wider
stakeholder
distribution
Community and consumer networks,
including the Locality Network
Website
Email
Meetings, hui and fora for external
stakeholders
Reference groups
Media releases and media briefings
Permanent and temporary signage
Posters in strategic places
Brochures, leaflets and other resources as
required
Hoardings
Photos
Video
Social media















Presentations
Blessings and opening events for new clinical
areas
Clinical and Consumer Councils, and
consumer network
PHO portal
Provider email
Regular updates in MidCentral News (staff
magazine)
Intranet
Screen savers
Internal
meetings
(e.g.
department
meetings, CAG meetings)
Information sessions and staff forums for
internal stakeholders
Briefing documents
Reports
Staff
News

DHB would proactively engage key media contacts. Individual site visits and engagement would play a key
role in strengthening media relationships. Media resources, including video, still images, written copy and
infographics would be created to bring the programme to life for broadcast media, including online and
social.

Key Messages
Key messages for the overall programme, and each project within the programme, have been developed.
These focus on simple and clear statements for stakeholders to facilitate understanding of the need for
investment and what the proposed investment would achieve. The key messages would continue to be
refined and updated, as required, as the programme and projects progress.
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Appendix 8: Facility Design
Design Approach
The inpatient facility caters for those who need the highest level of care, with many likely to have complex
conditions. The inpatient facility is part of the overall system and collaboration with multiple agencies and
the increase of peer involvement in the ward is a priority. Consumers, family members, iwi, staff and
other stakeholders would be invited to contribute.
The future facility requirements would be informed by the future service demand for adult services, the
revised model of care, and national and international benchmarks and best practice. Future service
demand for acute inpatient services would be influenced by and forecast on the basis of:


Population based projections.



Continuum of Care.



Mental Health Reform process.



Regional services i.e. the capacity and capability of other DHBs.



National and international models of care.

The concept design is informed by the following documents:


Functional briefing and Schedule of Accommodation.



MidCentral DHB Long Term Investment Plan 2016-2026.



Palmerston North Hospital Strategic Property Plan 2017/18.



Service user feedback summary from mailout survey 2019: Consumer feedback summary dated 3
April 2019 as collated by the Consumer Project Lead.



Waiora Model of Care: A collective community submission by people and organisations including the
MidCentral District Health Board.



MHA Cluster draft strategy and action plan.



Model of Care for MHAS.

In line with the response by the Health Quality and Safety Commission 27 February 2018, the MidCentral
DHB Mental Health and Addictions services support the implementation of Safe wards and the Six Core
Strategies to achieve the aspirational goal of Zero Seclusion: Towards Eliminating Seclusion by 2020.

Key Components of the Redesign
These include:


Warm and welcoming environment which makes use of natural light and space as well as access to
Papatūānuku (the earth) and outside areas.



The facility is reflective of Te Ao Māori and incorporates tikanga Māori as determined by Mana
whenua.



A sense of control over ones environment as much as possible.



A place which supports and facilitates family and whānau as the primary supports for people,
including space for them to stay alongside their family member.
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The environment is conducive to wellness and recovery and is ‘in community’ as far as possible.



Access through the various pathways of entry (including the secure entry by police) are managed well,
from the perspective of the consumer.



Flexibility to allow for vulnerable groups including young people, transgender people, people with
intellectual disabilities and older people to be supported safely in designated areas.



Access options address the needs of Māori including a Whare on site following a Marae model and/or
use of te Reo and Tikanga.

The facility designs aspire to create environments which support family / Whānau, community, and
spiritual connectivity, recognising the importance of place, people and ancestry. The concept design
provides direct connectivity from external therapeutic gardens, to undercover areas on the threshold of
the Whare, through to welcoming public and private spaces activated with internal courtyards. This warm
and welcoming environment provides access to Papatuānuku (the earth) and outside areas and makes use
of natural light and space throughout the facility. The facility design shall be reflective of Te Ao Māori and
incorporate tikanga Māori as determined by Mana whenua.

Preferred Site Location
The Palmerston North Hospital Strategic Property Plan was completed in December 2017 and identified
the preferred site location for the adult inpatient mental health unit. The location provides direct access
from Heretaunga Street, with the ability to provide covered link back to main hospital and support
services. This site would result in the loss of Pullar House and the loss of adjacent carparks (which may be
replaced, with a consequential loss of green space on site). As the site of original mortuary is adjacent to
this zone, the building footprint and orientation would be required to respond appropriately.
The existing mental health ward 21 is located in the South West of the Palmerston North Hospital
campus. With the new inpatient mental health unit there is a proposed covered link connecting back to
the existing covered link walkway to enable pedestrians and service users on trolleys to move between
facilities on the campus.
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Figure 15: Proposed Site for Inpatient Mental Health Unit - Aerial View of Palmerston North Hospital
Source: Google Maps
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Proposed Site Plan

Figure 16: Proposed Site Plan, Inpatient Mental Health Unit
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Elevations, showing Whare entry inspiration

Figure 17: South (Entrance) Elevation

The concept design proposes a roof line
which reflects the architectural style of the
Whare. In the subsequent design phases
the materiality of the building would be
explored to give opportunity to further
express and represent local iwi and cultural
history, through the selection of materials
and application of art and design.
Figure 18: Other Site Elevations
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Appendix 9: Acute Alternative Services
Background
Offering alternatives to acute inpatient admission is an important step toward meeting the goals of
improved health outcomes and providing services closer to home. There is a growing body of evidence,
both from New Zealand and Australia as well as internationally, of the positive clinical outcomes, user
satisfaction and, in some instances, reduced costs related to acute residential alternatives to inpatient
admission. Some examples of models that have been evaluated include:


Tupu Ake (Te Pou, 2017), established by Counties Manakau DHB in 2008 and run by Pathways. It is a
10-bed (plus 5 day-programme slots), 7-night stay, peer-led acute alternative service based in Old
Papatoetoe, South Auckland. Peer Support Specialists (PSS) have been successful in reducing ‘guest’
stress levels, by providing individualised support through application of peer values in their practice.
Notable is that referrals to the service increased over time as clinicians witnessed the impact of peer
workers on reducing stress levels and referral pathways directly from the inpatient ward, were
opened. ‘Guest’ levels of stress were found to decrease with a median stay of 7 days and 93% did not
return, overnight, within 28 days. The value of lived experience among the peer workforce was
acknowledged by all stakeholders.



Pathways have recently opened a similar service in Christchurch and have peer-led components to
their services across the country. Anecdotal evidence (Interviews, 2019) from Christchurch suggest
that the models is working well, although impacts on reducing admissions to the inpatient ward are
not yet evident. The service commenced with two beds and has now scaled up to seven beds.



The Piri Pono peer-led model for acute residential care is a 10-day, 5-bed unit subject to ongoing
internal evaluation since inception. It was established by Waitemata DHB in 2013 and has shown
positive results on evaluation of user mental health and wellbeing indices, as well as evaluation of
consumer and staff perspectives - despite initial clinician concern about a peer-led approach to acute
care (Larsson, 2019). All immediate staff have lived experience of mental health conditions, a feature
rated highly by consumers, for therapeutic impact. All peer support staff have training in ‘Intentional
Peer Support’, a rigorous technical model for therapeutic intervention. Registered Nurses with lived
experience are also part of the team. Their financial feasibility evaluation emphasises a minimum of a
6-bed unit in order to break even, given higher staffing demands of a full-blown therapeutic
environment – if economies of scale are not planned for staffing costs across a number of facilities.

Model of Care
MidCentral DHB is seeking to procure an acute alternative service that will work collaboratively alongside
the Horowhenua Community Mental Health team, to deliver a culturally appropriate, responsive,
family/whānau supportive and clinically safe environment, in which adult consumers are supported
during or after a crisis, toward stability and wellness.
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Service Objectives
The acute alternative service will be for a maximum of five adult Horowhenua residents (aged 18-65) at
any given time in a home-like, family/whānau friendly facility. The goal of this service is to:


Provide safety and enable stabilisation during or immediately after an acute mental health crisis.



Offer a small, nurturing, closer to home environment as an alternative to inpatient admission.



Prevent deterioration in a person’s mental health which, if not managed appropriately, may lead to an
inpatient admission.



Provide a recovery-focussed environment, where length of stay and dependence on the service is
minimised, to ensure that the most vulnerable consumers can be assisted to identify personal goals
and work towards achieving wellness.

It is anticipated that a high proportion of demand for this service will be for short periods (approximately
1-5 nights) for adults in crisis. Primarily, this will be people who have tried or threatened to commit
suicide. The service will deliver a programme of structured activities during the day, either on-site or
(where appropriate) in a supervised off-site setting. Recent residents may also benefit from keeping some
short-term connection (up to four weeks post discharge) with the service and therefore capacity will be
required for recent residents to participate in these day activities alongside existing clients.

Māori Health
Consumers who identify as Māori are disproportionately represented among overall acute inpatient
admissions at the inpatient unit and this imbalance is reflected in admissions from the Horowhenua
district. Whilst around 20 per cent of the Horowhenua population identify as Māori, almost half of
admissions from the Horowhenua district identify as Māori. This indicates a high level of need in this
community for accessible, recovery-based services that may contribute to reducing inpatient admissions.
To improve Māori health outcomes, the acute alternative service aims to:


Reduce health disparities, by improving health outcomes for Māori and other population groups.



Establish and maintain processes to enable Māori to participate in and contribute to strategies for
Māori health improvement.



Continue to foster the development of Māori capacity for participating in the health and disability
sector and for providing for the needs of Māori.



Provide relevant information to Māori for the purposes above.

MidCentral DHB Inpatient Mental Health Unit Business Case | 90

Appendix 12: Senior Responsible Owner’s Letter
18 May 2020
[To whom it may concern]

MidCentral DHB Inpatient Mental Health Unit

This Business Case is a significant deliverable of MidCentral DHB to deliver a replacement mental health
inpatient unit and associated service change.

I confirm that:
i

I have been actively involved in the development of the attached investment proposal through its
various stages.

ii I accept the strategic aims and investment objectives of the investment proposal, its functional
content, size and services.
iii The indicative cost estimates of the proposal are sound and based on best available information.
iv Suitable contingency arrangements are in place to address any current or unforeseen affordability
pressures.
This letter fulfils the requirements of the current Better Business Cases guidance. Should either these
requirements or the key assumptions on which this case is based change significantly, revalidation of this
letter of support should be sought.
Yours sincerely

Neil Wanden
General Manager, Finance and Corporate Services

MidCentral DHB Inpatient Mental Health Unit Business Case | 93

