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Image:

Finchley Memorial Hospital, North Finchley, London
Includes GP surgeries as well as inpatient wards,
replacing outdated local facilities.

© Benedict Luxmoore

01
Introduction

The NHS is celebrating its 70th birthday
and is considered to be one of the

best healthcare systems in the world.
The NHS has always attracted significant
public attention and support, especially
heightened as it faces the challenges of
significant cost pressures and intense
public scrutiny. With primary care as the
front door of the NHS, and the likely first
point of contact for patients, this service
needs to continually adapt to support the
future direction of the NHS.

Primary care is mainly provided by
general practitioners (GPs), community
pharmacists, dentists and opticians.
There are regional differences across
the UK. On behalf of NHS England,
clinical commissioning groups (CCGs)
review, plan and procure primary care
services and are responsible for delivery,
quality, financial resources and public
participation. The principle is that

this care should be delivered outside
hospitals wherever possible, with clinical
pathways designed with this in mind.

Prominent focus has been on expanding
the health offering from within the
primary care setting to reduce demand
on hospital services, with examples of
improved patient experience.

With the further incorporation of
social care, facilities must allow for
both adaptable accommodation and
technology to create an efficient
response in bringing together such
far-reaching services. These include
community health, hospital services,
mental health, social services, leisure,
education, housing, transport, voluntary
sector and other organisations

and services.

70 yrs

The NHS is celebrating its 70th
birthday and is considered to be
one of the best healthcare systems
inthe world.
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Purpose

< Then

Before the 20th century, family doctors
generally worked independently from
any other healthcare provider, serving
local, paying patients. In 1920 the
Dawson report on the provision of
medical and allied services initiated
the steps towards a national strategy
for healthcare, proposing a unified
network of primary and secondary
healthcare centresin accessible
community locations.

This strategy was reinforced in 1946
by the National Health Service Act,
giving local authorities responsibility
for constructing health centres to
accommodate their nurses, health
visitors and dentists, and to rent
space to GPs.

The 1980s and 1990s saw a number of
initiatives for enlarging and improving
primary care, together with financial
incentives and funding mechanisms.
These included the white papers
Promoting Better Health (1987) and
Primary Care: Delivering the Future
(1996), as well as the National Health
Service and Community Care Act

in 1990.

These initiatives provided a formal
commitment to provide healthcare
within the community. Co-locating
anumber of services within a single
building was seen as critical in ensuring
different healthcare professions would
provide an integrated service.

The NHS (Primary Care) Act 1997
allowed for the establishment of
additional working contracts for GPs
to allow more flexibility for practices to
work in different ways and to develop
specific services for local needs.

v Now

Current trends include the co-
location of non-NHS community and
voluntary services within healthcare
facilities. This addresses the drive to
provide more integrated and cohesive
services for the local populationina
convenient setting.

By considering all local services and
consolidating them, this provides an
opportunity to develop or dispose

of surplus land, thereby providing
additional funding to contribute to

the replacement of outdated or non-
compliant facilities. Programmes such
as One Public Estate, set up in 2013,
seek to consolidate public services

in a more efficient way. Increasing

the number of stakeholders within a
projectis not without its challenges and
itis critical that specific procurement
routes and associated contractual
agreements are established early to
enable these projects to proceed.

Primary care facilities play a key role
in the hub and spoke model for health
service delivery. The hub usually
consists of amajor acute hospital
housing specialist clinical activities
such as anaccidentand emergency
department, operating theatre suite
and a large number of inpatient beds.
The spokes include a variety of sizes
of healthcare facilities, ranging from
individual GP practices to large health
centres and community hospitals.

No building within this model can be
considered in isolation from the others
that form part of the same network, and
the briefing documentation will reflect
this. Practical considerations, such as
shared facilities management teams

or the movement of staff between the
sites, willimpact on the design and
operation of each facility.

> Future

[tis becoming ever more likely that
primary care facilities will actually
contractin size. GP triage and
consultations are increasingly being
undertaken over the telephone, and
technological developments are
leading to the ever-decreasing size
of medical equipment, which reduces
the need for large rooms and suites
to accommodate items such as
diagnostic equipment.

The health marketis of sucha
considerable size that technological
companies will continue to

invest heavily.

A patient gaining digital access to
health records is just a first step and

is linked with arise in a proactive
approach to health among consumers.
Technological growth will support
better accuracy in the collection and
accessibility of health data, taking it
beyond the current model of fitness
tracker to record body movement,
heart rate, blood pressure, quality of
sleep and calories burned. GPs are
likely in the future to have direct access
to such personalised data, supporting
preventive measures against ill health.
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Funding

Funding from public health
organisations requires the approval
of a business case, which needs

to be robust and sustainable, allow
measurable benefits and demonstrate
value for money. This is irrespective

of the type of work —whether to
resolve compliance issues, supporting
reduction in operational costs or
implementing wider healthcare
strategic objectives.

The NHS has backed the
implementation of an increased
level of primary care service through
application to capital funds, such

as the Prime Minister GP Access
Fund and Estates and Technology
Transformation Fund (Primary Care),
with the aims of addressing:

- Backlog maintenance/fitness
for purpose

- Increasing utilisation
(refurbishment/extension and
new developments)

- Upgrading infrastructure,
information technology
and equipment

- Agrowing workforce and initiatives
such as changes in the model
of care.

Publication of the General Practice
Forward View added further direction
to recognise the importance of
“convenient access to care, a stronger
focus on population health and
prevention, more GPs and a wider
range of practice staff, operating

in more modern buildings, and

better integrated with community

and preventive services, hospital
specialists and mental health care”.
With continued public support, an NHS
tax may come into being.

Other funding options include an NHS
local initiative finance trust (LIFT) or

a private-public partnership (PPP).
Community Health Partnerships
(CHP), owned by the Department for
Health, typically has a 40 per cent
shareholding — though in some cases
sharing this with a local authority —
and the private sector 60 per cent. It
has assisted in the creation of number
of facilities supporting primary and
community services. CHP's upcoming
Project Phoenix willadd further
opportunity for the private sector

to support the wider NHS estate
transformation programme, with
anew PPP model supporting NHS
infrastructure, planning and investment
that seeks to complement LIFT.
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Design principles

@ Guidance

Design and technical standards
compliance is set outin Department
of Health publications such as
health building notes (HBNs) and
health technical memoranda
(HTMs). While they do not dictate
overall building design, they include
information on space standards,
accommodation requirements and
environmental targets.

Primary care design guidance (in

the form of HBN 11-01) outlines

the requirement to provide flexible
and adaptable accommodation.

This usually manifests itself in the
provision of generic rooms sized

to accommodate a wide range of
activities. This allows a degree of
short-term flexibility whereby different
services can be provided in a single
room over the course of a week,
where a particular service does not
require a permanent space — for
example, visiting physiotherapists at a
GP practice.

Stakeholder
7 engagement

There are likely to be separate
organisations that own, run and use the
building. All but the smallest primary
care buildings house several different
providers delivering various services
to patients. This can complicate the
process of providing efficient and
cost-effective facilities. Meeting with
representatives of each service at any
early stage of the design can smooth
this process, although it ultimately
relies on ongoing building management
of the space.

Build
area

During the processes that precede
building design — such as initial
costing and site selection—an overall
building area needs to be estimated.
Generally this is generated from a
schedule of accommodation of the
required rooms, with a variety of
percentage allowances for circulation,
engineering and other spaces.

The Department of Health guidance
provides these percentages based on
the nature of the healthcare facility.
The design team must ensure this
efficiency is incorporated within the
emerging design proposals.

E;oan Transport

The past decade has seenan
increasing trend in the numbers of
patients travelling to and from health
facilities. A balance needs to be found
between ensuring the site provides
sufficient levels of parking — taking into
accountany measures to encourage
alternative modes of transport — while
avoiding unmitigated adverse impacts
on the local highway network.

Parking provision should complement
rather than be an alternative to
improvements to non-car accessibility.

Future
proofing

There are a number of key strategies
and innovative approaches to ensure
the longevity of healthcare facilities.
Traditionally this has been through
the identification of physical space
for horizontal or vertical expansion of
the building. This was based on the
assumption that buildings would need
to grow and that this could be both
affordable and acceptable to the local
planning authority.

Providing initial infrastructure to
enable future expansion, such as
using a structural strategy that would
allow addition of a further building
storey, or ventilation systems that can
support additional treatment spaces,
bring additional cost that may be
difficult to justify in respect of current
clinical needs.
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Form

A concrete frame structure with flat
slabs, free of down-stand beams,

is often preferred to allow the
unrestricted routing of services.

The mass of the slabs helps to control
vibrations and also assists in achieving
the required acoustic separation
between floors. Reinforced concrete
also has inherent fire resistance.

A steel frame building will typically have
down-stand beams, which need careful
coordination with service routes and a
deeper overall floor depth compared
with a concrete flat slab. This increases
overall building height, sometimes

with planning impact. Steelwork needs
separate fire protection through the
application of intumescent paint or by
boxing out with a fire-resistant board.

The time required on site for steel-
framed constructionis generally less
than concrete, because the steel
elements are prefabricated. The slab
elements supported on the steelwork
are also often prefabricated and simply
grouted together on site.

06

Services

Building services have an increased
complexity as a result of the differing
functional areas and the associated
HBN and HTM design guidelines,
Building Regulations (particularly
PartL)and local government
improvement measures. The facility
will require extensive sanitary outlets,
disposal and water distribution.

Creating long, column-free areas
atentrances and around atriums is
more straightforward in steelwork,
as is making future alterations to the
structure. Steel frames are lighter
and this can be an advantage when
considering constructing additional
floors on top of existing buildings.

Modern methods of construction
(MMC) will seek to maximise the
amount of offsite assembly through
the use of a volumetric system. This
approach offers shorter construction
periods, fewer defects and a reduction
in energy and waste and is considered
safer. The housing sector particularly
has seen huge advances using MMC.

Considering the relatively small

scale of a single primary care facility,
MMC design considerations must be
integrated and obtain stakeholder buy-
in from the outsetin seeking to achieve
quality and time benefits.

The typical low-rise design and the
number of individual rooms requiring
public health services often resultsin

a high level of underground drainage
connections and extensive water
distribution across individual floors.
Any specialist treatment areas are likely
to have their own dedicated public
health and water treatment systems.

These design considerations include
standardising modular bays within the
floor plan while acknowledging site
logistics, a high proportion of drainage
points to plan early, and an alternative
foundation design with increased
pointloads.

On urban sites with past development,
ground conditions may be poor and
substantial foundations such as

piles may be required even for low-
rise buildings. Understanding the

site constraints is key to developing
an appropriate foundation solution
and minimising construction risk. A
detailed ground geology investigation
will establish the presence of any
contamination and confirm the extent
of below-ground obstructions.

Surveys are also likely to be needed to
cover aspects such as the location and
condition of existing drainage runs, the
position of existing utilities pipes and
cables and the risk of encountering
unexploded bombs, archaeological
remains or rare species of animals

or plants.

Natural ventilation, a first consideration
within HTM 03-01, cannot be
guaranteed to provide a minimum

air change rate at alltimes asitis
inherently variable. Certain health
services require a heightened room

air change rate, but restrictions
associated with noise infiltration and
security will limit openable areas. >
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Fresh air mechanical systems can

be provided in part for mixed-mode
ventilation or a fully supported system
(a sealed building). Designers should
be aware that the current HTM 03-01 is
now 10 years old and an update to the
editionis being planned.

The design temperature criterion

for patient areas is that it should be
above 28°C for no more than 50
hours. In many towns and cities, the
outside temperature used in the
CIBSE design weather file exceeds
this design temperature criterionin
the firstinstance, meaning that natural
ventilation on its own is unlikely to be
possible without supplemental cooling
or derogation —room planning and
building orientation should be an

early design consideration. Cooling
will generally be provided via locally
controlled heat pump systems with
either ducted FCUs or ceiling mounted
cassette units. Where there are areas
of natural ventilation or where thereis a
mixed-mode system then any cooling
can be interlocked with the windows or
facade vents.

Heating is generally provided by low-
nox gas-fired condensing boiler plant
and distributed to either radiant panels
or underfloor heating, depending on
the functional area and whether the
space is naturally or mechanically
ventilated. Alternatively, an area may
be heated via a heat pump system if
installed. Strategic consideration of
reducing carbon emissions beyond
building regulations will need to be
considered in the design. It has been
forecast that by 2020 the carbon
emissions from using grid electricity
will be lower than using natural gas.
This will bring forward further design
discussions around electrical heating,
such as the inclusion of photovoltaics
with either air source or ground
source heating.

Figure 1: Grid carbon factor (gCO.e/kWh)

DEFRA data for 2014-16 nd BEIS projections to 2035 made in 2016 and 2017

® 2017 data/projection @ 2016 data/projection
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The incoming electrical supply will

be delivered at LV with each clinical
department often metered and energy
monitored individually. Permanent
standby generation is not usually
provided other than via local UPS units
serving IT systems. Any specialist
treatment areas will be served by
dedicated IPS and UPS systems.
However, as primary health continues
to integrate with secondary services,
agreeing clinical risk grades of the
accommodation is important to avoid
over- or under-provision.

CCTV coverage will be provided to the
perimeter and external access points
along with key circulation/waiting
areas. Access control will be installed
at all external access points and the
interfaces between public and staff
areas. Anurse call/panic alarm system
will be distributed to all consulting and
treatment areas with twin call points
often specified.

Extensive IT distribution will be
provided throughout the building from

a central server and supplemented with

local communications cupboards.

2034

2024 2029

BMS controls are not complex

but will offer sufficient control and
monitoring facilities to allow the
building to functionin an energy-
efficient manner without permanent
onsite FM supervision. Any occupancy
monitoring systems can be included
within the BMS or via a standalone

wifi system to support user

utilisation assessment.



07
Sustainability

Primary care developments can be
assessed under the sustainability
assessment method BREEAM.

This evaluates schemes against
environmental performance
benchmarks —and has a section

on health and wellbeing that covers
daylight levels, overheating, air quality
and acoustics, all of great benefit to
users of healthcare facilities. Evaluation
culminates in a certificate rating from
Pass to Outstanding.

To ensure that securing good ratings
does not get easier, and therefore
devalued, over time as standard
construction practices and technology
improve, the BRE periodically updates
the methodology. The newest, March
2018 iteration also marks the closure of
the 2014 scheme to new registrations.

08
Lifecycle

Operators across all health and

care facilities continue to make
difficult decisions on where to spend
their budgets. In terms of lifecycle
expenditure, such decisions are
focused on ensuring the ability to
continue delivering services and
patient care.

The requirement for flexibility,
recognising the greater breadth of
services to be provided, means the
design process needs to pay special
attention to how spaces can be
transformed with limited impact on
operating costs and future capital
replacement costs.

The BRE's Green Book Live database
shows that since 2008 about 680
healthcare developments —a
category covering all healthcare

uses — have undertaken assessment
under BREEAM, with about 290
completing the process and achieving
final certification.

BREEAM 2018 introduces new credits
for predictive operational energy
consumption (whichis unregulated
energy, whereas earlier schemes
mainly covered regulated energy) and
use of lifecycle assessment software
to assess the full lifecycle impacts
(such as embodied carbon). These
additions, which specifically focus on
operational issues and performance,
will be well received by occupiers of
all developments, especially primary
care facilities.

More convenient patient appointment
times will result in longer operating
periods, with systems needing to be
designed to allow servicing through
centralised points that do notimpede
day-today activities. To ensure
maximum flexibility, building design will
need to incorporate sufficient spare
capacity of core systems.

Rising utility costs bring the need
to consider more energy-efficient
systems, such as different types
of lighting systems and different
approaches to heat and power for
the facilities.

Figure 2: Healthcare BREAAM ratings

BREEAM
2008 2011 2014
Pass 2 1 0
Good 15 1 0
Very good 115 37 10
Excellent 86 20 2
Outstanding 1 0 0

290

Since 2008 about

290 healthcare
developments have
completed the BREEAM
assessment process

This is leading some organisations
to undertake whole-life cost analysis
of systems and products to make a
business case for "spend to save”
initiatives, which offset the initial
capital costs through reduced
operational costs.
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Fiscal incentives

Depending on the nature of the
developments, and the tax status of
the entities incurring the expenditure,
there can be opportunities to

benefit from tax reliefs in the form

of land remediation relief (LRR) and
capital allowances.

LRRisa 150 per cent first-year tax
relief that is available to reduce the
taxable profits of both developers
and investors incurring qualifying
expenditure on remediating
contaminated land and buildings.

In order to be entitled to claim LRR, the
vehicle incurring the expenditure must
be within the scope of UK corporation
tax and satisfy various conditions in
accordance with UK tax legislation.
Loss-making entities can also
potentially avail of this relief through
claiming tax credits.

150%

Land remediation reliefis
a 150% first-year tax relief
thatis available to reduce
the taxable profits of both
developers and investors.

Capital allowances are another tax
relief that can reduce the tax liability
of the profits of investors subject

to either UK corporation tax or UK
income tax. Capital allowances are
available on expenditure incurred on
qualifying plant and machinery assets
in accordance with UK tax legislation
and case law, and can often apply to
a significant proportion of the total
development cost.

Proactive early advice can optimise
the tax reliefs available on a scheme,
enabling them to be factored into

a cost model or appraisal, and
ultimately substantially mitigate

the costs involved.

Image:

Nelson Health Centre, Wimbledon, London
Located in the London borough of Mertonis,
Nelson Health Centre is a good example of
primary care estate rationalisation, replacing a
number of older buildings with a single facility
and land disposal.

© Anthony Coleman
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About the cost model

The cost model is for a three-storey new-
build primary care health centre, for GPs,
community nurses, midwifery services,
mental health services, social services and
support services; both internal and external
finishes are to a good quality.

The building in the cost study contains a
gross floor area of 2,500m? and is located in
Greater London.

A
L O o o

Costs included are based upon 2Q 2018 and
include for group 1 and fitting of group 2
furniture, fixtures and equipment, but exclude
external works, utilities, design/construction/
client contingency, professional fees, surveys
and VAT.

The rates may need to be adjusted to account
for specification, site conditions, procurement
route and programme.
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Cost model

Substructure Roof
Total (F)  £/m? % Total (F)  £/m* %
418,100 167.24 6.46 475,900 190.36 7.35
Allowance for site clearance 20,000 150mm precast concrete floor,
1,200m? @ £75 90,000

Excavate and dispose to formation level 45,000

. . . Bitumen felt roof waterproofing
Perimeter footings, 0.5m wide x 1.2m system; inclunderlay, vapour control

deep, incl excavate, disposal, sub-base, layer, insulation, flashings, edge trims,

blinding, concrete, working space, tc 1.200m2@ £12 1
115m? @ £500 57,500 ete 1.200m* @ £125 20000

Double-glazed rooflights and frames,

Padfoundations, 1.5m x 1.5m not inclironmongery, restrictors and vents,

exceeding 1.2m deep, incl excavate, 2

80 £850 68,000
disposal, sub-base, blinding, concrete, me
working space, 220m® @ £465 102,300 Rainwater goods, 1,200m? @ £20 24,000
Groundbearing slab, 150mm thick, Man safe system 20,000

incl sub-base, dpm, insulation, slab

thickening, mesh reinforcement, Parapet capping, 230m @ £95 21,900
1,150m2 @ £125 143,800 Plant screening 35,000
Concrete lift pitand walls 10,000 Main entrance canopy 25,000
Installation of new drainage Allowance for roof terrace, incl
system, 1,150m* @ £30 34,500 balustrade,40m?2 @ £300/m? 12,000
Allowance for soft spots/ Allowance for roof sundries, incl
below-ground obstructions 5,000 walkways, access hatches, plantbases 30,000
Frame and upper floors External walls, windows and doors
Total ()  E£/m? % Total (E)  £/m? %
581,250 232.50 8.97 672,500 269.00 10.38

Steel frame, incl fittings, brackets External insulated render and cavity,
and supports 310,000 1,460m° @ £220 321,200
Allowance for intumescent paint, Extra over for timber cladding,
60m fire rating 82,500 380m?@ £175 66,500
150mm precast concrete floor, Aluminium framed glazed system,
1.350m? @ £75 101,250 inclallironmongery, 220m? @ £620 136,400
Allowance for 75mm structural Double-glazed aluminium windows
screed, 1,350m? @ £50 67,500 and frames, incl allironmongery, lintels,

) ) restrictors and vents, 250m? @ £380 95,000
Blockwork to lifts and stairwell,
200mm thick 20,000 Main entrance aluminium double

doorsinclallironmongery; automatic 10,000

Aluminium external door sets, incl all

Stairs ironmongery, double, 4 nr @ £2,500 10,000

Total (F)  £/m? %

Aluminium louvre double plant room
60,000 24.00 0.93 door and frame, inclallironmongery;

Pre-cast concrete staircases, 2nr fire rated FD60, 2 nr @ £3,000 6,000

from ground to second floor, incl o .

handrails, half landings and finishes 60,000 Allowance for building signage 5,000
Insulated render soffit, 80m? @ £280 22,400



Internal walls, partitions and doors Floor finishes

Total () £/m*> % Total ()  £/m?> %
703,400 281.36 10.86 129,050 51.62 1.99
Metal stud internal walls; 2 layers Self-levelling screed, 2,500m? @ £10 25,000
lasterboard t hside, ) ' ' )
ggsrsr@%a;(soo eacnsice 250,900 Vinyl sheet flooring with 150mm high
' coved skirting, 2,125m? @ £38 80,800
Metal stud partitioning to rear of )
external wall, 1,460m? @ £85 124,100 E/O wetareas, 100m* @ £10 1.000
) Heavy duty carpet to offices, incl
Allow for boxing of columns 45,000 skirting, 150m? @ £30 4500
Allowance for single-leaf timber doors, Geramic tiling to entrance areas, incl
85nr @ £950 80.750 skirting, 150m? @ £75 11,250
Allowance for 1.5- leaf timber doors, Epoxy resin floor paint to plant rooms
45nr @ £1,650 74,250 75m @ £20 1500
Allowance for double-leaf timber doors, ) .
6nr @ £1,850 11100 Barrier matting— generally 5,000
Extra over allowance for acoustics
and fire protection to walls and doors 50,000 Ceiling finishes
Allowance for internal glazing/ Total (£) £im? %
door openings 15,000 123,600 49.44 1.91
IPS panelling 25,000 Suspended mineral fibre ceiling tiles,
) 2,275m? @ £35 79,600
Glazed balustrade to openings,
15m @ £650 9,800 Acoustic timber slatted ceiling,
» " 150m? @ £250 37,500
Sliding partition wall to group room,
5m@ £1,500 7,500 E/O for bulkheads and access
) ) panels to services 5,000
Shutter to reception, non-fire rated,
nr @ £5,000, and bases, 2nr @ £2,500 10,000 E/O for moisture resistant ceiling
tiles, 100mM? @ £15 1,500
Wall finishes
FF+E

Total () £/m? %

98,000 39.20 1.51 Total (£) £im? %
Allowance to paint all walls, emulsion 177,300 70.92 274

with mist coat and top coat, Main reception desk, at building entrance 15,000
2

7250m* @ E10 72500 Secondary welcome points, with

Allowance for coloured perspex built-in storage, 2 nr @ £6,500 13,000

by reception 10.000 General storage, worktops and room

Allowance for splashback to wet areas 2,500 cabinetry, 2,500m* @ £35 87,500

Whiterock to wet areas, 100m? @ £80 8,000 Internal statutory signage, user

) signage and wayfinding 15,000

Allowance for sundry items

(corner protection, handrails) 5,000 Built-in specimen and prescription
drop-off boxing 5,000
Window blinds, 470m? @ £25 11,800
Allowance for curtain tracks 7,500
Allowance for mirrors 5,000
Staff lockers 2,500

Sundry and fitting of Group 2 FF&E items 15,000
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Mechanical installations Electrical installations
Total () £/m*> % Total () £/m> %
Sanitaryware LV Distribution
WCsincl pan, concealed cistern and Incoming LV supply, main distribution
waste; WHBs and clinical WHBs incl panel, containment, sub-mains cabling,
taps, waste and trap; disabled WCs distribution boards, PV panels,
incl pan, concealed cistern, waste mechanical supplies, earthing and
and grab rails; showers incl tray, bonding, leak detection to IT hub
thermostatic valves and head; dirty rooms, 2,500m? @ £75 187,500

utility disposal units, cleaners' sinks

incl bib taps, waste and trap, tea point Allowance for photovoltaics,

2
sink unitsincl taps, waste, trap and 50m* @ £580 29.000
boiling/chilled water dispensers, Lighting
2,500m* @ £ 40 100,000 Luminaires incl emergency luminaires

with 3hr battery packs, final circuits,
lighting control, medical lighting,
12,500 enhanced lighting to reception,
2,500m? @ £95 237,500

Disposal installations
Rainwater disposal installation including
gullies and downpipes 2,500m? @ £5

Above ground SVP disposal and

condensate installation, 2,500m? @ £15 37,500 Allowance for medical lighting 35000
Small power

Water installations e
Small power distribution generally,

CWS distribution including incoming

2
MCW connection, water storage tank, 2,500m* @ £30 75,000
booster and connections to Lightning protection
sanitaryware, 2,500m? @ £26 65,000 Lightning protection system,

2
HWS distribution including incoming 2,500m* @ £2 5,000
storage calorifiers, circulating pumpset Communications, security and
and connections to sanitaryware, control systems
2,500m? @ £30 75,000 Data outlets, cabling and wireways,

2
Miscellaneous CAT 5 water supplies 4,000 2500m* @ £17 42,500

Fire detection and alarm system and
Heat source
H 2
Low-nox condensing boilers, primary disabled refuge, 2.500m* @ £32 80,000
pumpset, primary distribution and flue 25,000 Intruder detection, CCTV, access
. . trol, nurse call, disabled WC alarm
Space heating and air treatment contror n. ' 5
LTHW distribution incl heat emitters/ systems, intercoms, 2,.500m* @ £50 125,000
underfloor heating and over door BMS controls incl occupancy
heaters, 2,500m? @ £42 105,000 monitoring, 2,500m? @ £45 112,500
3nr supply and extract AHUs, DX
condenser unit to serve AHU cooling )
coils, supply and extract ductwork Lifts
distribution, grilles and diffusers, Total (£) £/m? %
2
2.350m* @ £175 411,300 120,000 48.00 1.85
DX cooling systems to serve reception/ Inr MRL stretcher evacuation lift;
waiting areas/office/IT hub rooms, 1600kg, 21 person serving 2 levels;
2,500m? @ £25 62,500 0.63m/s minimum speed; Tnr MRL
- passenger lift; 1,275kg, 13 person

Ventilation systems serving 3 levels 120,000

Combined extract systems linked to

general extract distribution serving

WC areas, dirty utility rooms, baby

change, 2,500m? @ £6 15,000

Fuel installations/systems
Gas distribution to serve boiler plant 6,000



Builders' work in connection

Total (F)  £/m? %

59,000 23.60 0.91

Builders' workin connection with
services @ 3% 59,000

Preliminaries

Total (F)  £/m? %

1,011,200 404.48 15.61

Management costs, site

establishment and site supervision;

contractor's pre-construction

services, preliminaries, overheads

and profit @ 18.5% 1,011,200

Total construction cost

Total (E)

6,477,100

£/m?

2,591
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