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1. INTRODUCTION  

1.1. My full name is Andrew Peter Hewland Willis. I am the Managing Director of 

Planning Matters Limited in Christchurch.  I have held this position for over two 

years.  I have been engaged by the Canterbury District Health Board (the “CDHB”), 

to provide planning evidence relating to the Specific Purpose (Hospital) Zone 

(Proposal 21.5) ("the Revised Proposal").  

1.2. This is the seventh statement of evidence I have prepared on the Christchurch 

Replacement District Plan ("Replacement Plan").  My first statement of evidence 

was provided in respect of the Stage 1 hearing for Proposal 5 (Natural Hazards) for 

the Crown.  My second statement of evidence was provided in respect of the Stage 

2 hearing for Proposal 14 (Residential) for the Crown. My third statement was in 

relation to the Memorial Business Park hearing (Stage 2) for the Crown. My fourth 

statement of evidence was in respect of Proposal 21 (Specific Purpose Hospital 

Zone) for the Canterbury District Health Board ("CDHB").1  My fifth statement of 

evidence was in respect of Proposal 4 (Papakāinga).2   My sixth statement of 

evidence was in respect of Proposal 13 (Central City) for the Crown regarding the 

proposed re-zoning of 332 Oxford Terrace.  

1.3. A summary of my qualifications, relevant past experience and involvement in the 

Replacement Plan process is set out at paragraphs 1.2 to 1.6 and Attachment A of 

my first statement of evidence.3 

1.4. My experience with regard to this Proposal has been formed advising the CDHB on 

various early drafts of this Proposal, as well as preparing submission points on the 

notified Proposal.  I have also advised the CDHB on planning matters in relation to 

the Central City Health Precinct, on a proposed mini-health precinct at Burwood 

Hospital, and on a number of other hospital development projects.   

1.5. My experience with regard to the Central City Proposal has been formed through 

working in various planning roles.  As a Christchurch City Council ("Council") staff 

member I led the team that prepared the regulatory framework for the draft Central 

City Recovery Plan.  I was then seconded to CERA to help prepare the 

                                                           
1 Statement of evidence of Andrew Willis for the CDHB dated 15 October 2015.  Available for download at 
http://www.chchplan.ihp.govt.nz/hearing/chapter-21-specific-purpose-zones-stage-2/ under the headings "Hearing Documents", 
"Submitter evidence". 
2 Statement of evidence of Andrew Willis for the Crown dated 5 November 2015.  Available for download at 
http://www.chchplan.ihp.govt.nz/hearing/chapter-4-papakainga-zone-stage-2/ under the headings "Hearing Documents", "Submitter 
evidence". 
3
 Statement of evidence of Andrew Willis for the Crown dated 20 February 2015.  

http://www.chchplan.ihp.govt.nz/hearing/chapter-5-natural-hazards/ under the headings "Hearing Documents", "Submitter 
evidence".   

http://www.chchplan.ihp.govt.nz/hearing/chapter-21-specific-purpose-zones-stage-2/
http://www.chchplan.ihp.govt.nz/hearing/chapter-4-papakainga-zone-stage-2/


  Page 3 of 17 

Christchurch Central Recovery Plan, Te Mahere ‘Maraka Ōtautahi’ and Blueprint 

(“CCRP”).   

2. CODE OF CONDUCT 

2.1. I confirm that I have read the code of conduct for expert witnesses as contained in 

the Environment Court’s Practice Note 2014.  I have complied with the practice note 

when preparing my written statement of evidence, and will do so when I give oral 

evidence before the hearings panel.   

2.2. The data, information, facts and assumptions I have considered in forming my 

opinions are set out in my evidence to follow.  The reasons for the opinions 

expressed are also set out in the evidence to follow. 

2.3. Unless I state otherwise, this evidence is within my sphere of expertise and I have 

not omitted to consider material facts known to me that might alter or detract from 

the opinions that I express. 

3. SCOPE 

3.1. I have been asked to provide planning evidence in relation to the CDHB’s facilities 

at Christchurch Hospital, Montreal House (formerly Lyndhurst Hospital) and the 

former Christchurch Women’s Hospital.  My evidence assesses the key outcomes 

the CDHB is seeking on these sites against the Central City Specific Purpose 

(Hospital) Zone provisions.   

3.2. My evidence also addresses the topic of health facilities in active frontages in the 

Commercial Central City Business Zone and cycle parking in the Central City.  

3.3. I have relied on the following key documents in my evidence:  

a) The CDHB’s Stage 3 submission; 

b) The Replacement Plan and related section 32 RMA documentation; 

c) Decision 1 of the Independent Hearings Panel on Strategic Directions and 

Strategic Outcomes (“Strategic Directions Decision”); 

d) The Canterbury Earthquake (Christchurch Replacement District Plan) Order 

2014, specifically the Statement of Expectations. 

e) The Land Use Recovery Plan (the “LURP”) 



  Page 4 of 17 

f) The Canterbury Regional Policy Statement (the “CRPS”) 

g) The Mediation Report: Central City (Stage 3) – Monday 7 December 2015. 

h) The Expert Conferencing Statement: Central City Proposal Chapter 13: Topic 

2 Transport – 26 November 2015  

3.4. I also rely on the evidence of: 

a) Mr Brad Cabell for the CDHB; 

b) Ms Claire Kelly for the Crown 

c) Mr Scott Blair for the Christchurch City Council (the “CCC”); 

d) Mr Edward Jolly for CCC. 

e) Mr Mark Stevenson for CCC 

f) Mr David Falconer for CCC 

3.5. In relation to the Specific Purpose (Hospital) Zone, I attended formal mediation on 

7th December 2015 and informal mediation with the Council and MOH on 9th 

December 2015 where verbal agreement was reached with the Council on a 

number of matters, with resulting changes being reflected in the Council's tracked 

change version of the Specific Purpose (Hospital) Zone filed on 17th December 

2015 ("Revised Proposal"). 4  

3.6. My evidence focuses on those matters of most importance to the CDHB and those 

areas where I understand there is still disagreement in respect of the Specific 

Purpose (Hospital) Zone and Commercial Central City Business Zone.  This is 

arranged as follows: 

a) Key CDHB outcomes 

b) Objective and policy framework 

c) Urban design activity standards 

d) Notification provisions 

e) Built form standards 

                                                           
4 Attachment A to the evidence of Adam Scott Blair dated 17 December 2015. 
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f) Matters of discretion 

g) Definition of hospital 

h) Active frontages and health facilities 

i) Minimum numbers of cycle parks required 

 

4. EXECUTIVE SUMMARY 

4.1. The CDHB made submissions on the Specific Purpose (Hospital) Zone provisions 

in order to achieve a planning framework that enabled the continued redevelopment 

and intensification of hospital and supporting activities at Christchurch Hospital, 

Montreal House and the former Women’s Hospital, together with flexibility to 

achieve functional and locational requirements of developments at these sites. 

4.2. I consider that the objective and policies in the Revised Proposal generally support 

intensification within the Central City hospital sites and provide flexibility of 

development given their support for efficient development with a focus on site 

interfaces.  Appropriately they also provide for the comprehensive development of 

sites no longer required for hospital purposes.  

4.3. In my opinion the activity standards provide for the types of activities that occur on 

hospital sites, and appropriately focus urban design provisions on site interfaces.   

4.4. Regarding the built form standards, I generally support the height limits and 

recession planes proposed. Relative to the Operative Plan the height limit on 

Christchurch Hospital provides a greater opportunity for intensification.   

4.5. I understand that the 10m building setback requirement for Christchurch Hospital 

from Riccarton Avenue and Oxford Terrace could restrict development, however 

given the potential impacts from dominating buildings in this location and that the 

CDHB is unlikely to build in this setback for the foreseeable future I accept this 

standard.  However I do not support a 4m minimum depth planting or landscape 

strip in this location given the impact it will have on existing hospital activities.   I 

have therefore suggested alternative requirements which I consider are more 

appropriate. 

4.6. In my opinion 3m (rather than the 4m in the Revised Proposal), is a more 

appropriate internal boundary building setback and minimum landscape depth for 
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Montreal House.  This will better provide intensification opportunities yet still 

maintain residential amenity.  

4.7. I consider that the fencing requirements set out in the Revised Proposal are 

acceptable.   

4.8. I generally support the matters of discretion but have suggested an amendment to 

provide for operational, accessibility and security requirements of the CDHB. 

4.9. I support the Stage 2 definition of ‘hospital’ as I consider this more accurately 

describes the activities undertaken on hospital sites.   

4.10. In my opinion it is appropriate to add a matter of discretion to allow the consent 

authority to consider proposed health facilities with mobility impaired patrons and 

poor upper floor access locating within active frontage areas.  I have suggested an 

additional matter of discretion.  

4.11. I support retaining the notified cycle parking requirements for the Central City. 

 

5. KEY CDHB OUTCOMES  

Intensification and Redevelopment 

5.1. In his evidence for the CDHB and MOH Mr Cabell explains that whilst many health 

services will be situated at suburban hospitals and residential care facilities, there 

will be more demand for the specialised units at Christchurch Hospital.5  Mr Cabell 

states that this is necessary due to increasing health needs (for example from an 

ageing population) and also because of the increasing medical specialisation and 

technological advances.6  According to Mr Cabell, this will add further pressure to 

concentrate more specialist services in the larger centres such as Christchurch.7 

5.2. It is therefore important for the CDHB that the planning framework provides 

sufficient opportunity and recognition of the need for the CDHB to efficiently 

manage its hospital sites, including the necessary intensification and redevelopment 

of hospital activities, in a way that best meets its programme for delivering health 

services to meet changing health needs.  Mr Cabell notes that planning provisions 

                                                           
5 Evidence of Brad Cabell, paragraph 5.2 
6 Evidence of Brad Cabell, paragraphs 5.1 and 5.3 
7 Evidence of Brad Cabell, paragraph 5.3 
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such as setback and landscape requirements can impact on the CDHB’s ability to 

deliver health services.8  

Functional and Locational Requirements  

5.3. In his evidence Mr Cabell explains functional and locational requirements around 

the siting and design of health services and how some services such as Medical 

Illustrations are self-contained and can be located anywhere on a site, whereas 

other facilities such as the Emergency Department need to be strategically located 

to ensure efficient models of care and easy access for specialist emergency staff 

and the public.9  Mr Cabell notes that planning provisions such as building setbacks 

can impact on the location of any proposed building and reduce flexibility in 

design.10  It is therefore important for the CDHB that the planning framework 

provides sufficient flexibility to provide for these requirements.   

 

6. Objective and Policy Framework  

6.1. I support Objective 21.5.1.1. and Policy 21.5.1.1.1 which are generally consistent 

with the intensification aims of the CDHB. 

6.2. I support Policy 21.5.1.1.2 in the Revised Proposal as, in my opinion, this more 

appropriately provides for the anticipated form and scale of development on the 

identified hospital sites than the notified policy.   I note however that clause (i) 

appears to have some words missing and that this has been addressed in the 

evidence of Ms Kelly for the Crown.11  I assume that this error will be resolved 

through supplementary Council evidence.  

6.3. In her evidence Ms Kelly proposes an addition to clause iii to refer to Montreal 

House.  I am comfortable with her suggested amendment as it aligns with the 

approach for former Women’s Hospital.12    

6.4. Consistent with the CDHB’s Stage 2 submission Policy 21.5.1.1.3 seeks to provide 

for the comprehensive residential redevelopment of sites no longer required for 

hospital purposes.13  This Policy has been amended in the Revised Proposal to also 

cover the former Women’s Hospital site and Montreal House.  I support this policy 

                                                           
8 Evidence of Brad Cabell, see for example paragraphs 7.3 and 7.5  
9 Evidence of Brad Cabell, paragraphs 7.2  
10 Evidence of Brad Cabell, paragraph 7.3 
11 Evidence of Claire Kelly, paragraph 6.1 
12 Evidence of Claire Kelly , paragraph 6.3 
13 CDHB Stage 2 Submission, submission point 2360.61 
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because for large hospital sites which are no longer required there is an opportunity 

to comprehensively develop the sites, providing for higher density brown-field type 

development consistent with RPS Policy 6.3.7(5), the housing outcomes in the 

LURP and as required under LURP Action 2(iii).     

7. Urban Design Activity Standards 

7.1. The CDHB sought the deletion of Rule 13.8.5.2.2.2 RD3 which required consent for 

elevations over 20m in length where visible from a site boundary where adjoining 

public or publicly accessible space or a residential zone.14  The CDHB also sought 

to increase the threshold under 13.8.5.2.2.2 RD4 from 1000m2 GGFA to 2000m2 

GGFA and to limit the application of this rule to only development visible from a site 

boundary adjoining publicly accessible space or a residential zone.15   

7.2. In making these submission points the CDHB acknowledged the value of urban 

design but also considered that design constraints can potentially undermine 

building operational requirements and result in the inefficient use of public funds 

which could be spent on health services.16  It also considered that design rules 

should focus on site interfaces rather than internal areas of a site which, for large 

sites can be distant or not even visible from adjacent sites.    

7.3. I support good design and siting of buildings and acknowledge that this is often 

achieved through a resource consent pathway.  However, I consider that requiring 

resource consents for design will create uncertainty for the CDHB and may increase 

building costs, and that therefore any requirement for a design assessment needs 

to be justified.   

7.4. I note that the Christchurch and former Women’s Hospital sites are very large and 

consider that design and siting considerations are less of an issue internally within 

these sites than at the site interfaces.   I note that Policy 21.5.1.1.1(c) refers to the 

amenity, safety, character and coherence of the surrounding area at the site 

boundary environment and street interfaces.    I have examined the identified 

assessment matters and note that the majority of these relate to managing site 

interfaces.  As such it is my opinion that while design is important, for Central City 

hospital sites (as for suburban hospital sites) it is more so when it has an impact at 

                                                           
14 Submission point 3696.49 
15 Submission point 3696.50 
16 Building siting and design issues are addressed in the evidence of Mr Cabell and covered earlier in my evidence. 
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the site interfaces.  I note that Mr Jolly also considers that controls should be 

focussed on the edge interface where the sensitivity to effects is more significant.17  

7.5. This matter was discussed at mediation and subsequent to mediation, with revised 

urban design provisions proposed and generally agreed between the Council and 

the CDHB.18  I generally support the amendments to these rules and note that in his 

evidence Mr Jolly also supports these.19   

8. Notification Provisions 

8.1. The CDHB sought that for Christchurch Hospital, given the nature of the 

surrounding environment that any breach of the minimum road and internal 

boundary building setbacks should not require written approvals, nor be limited or 

publicly notified.20  

8.2. I note that in the Revised Proposal a breach of the road boundary setback standard 

at Christchurch Hospital is now not subject to written approvals or notification.21  I 

agree with this change. The road is owned by the Council and as the consent 

authority it is well placed to consider the impacts of this built form breach without 

any further notification.  ` 

9. Built Form Standards 

Christchurch Hospital Boundary Setbacks  

9.1. The CDHB sought to reduce the building setback along Riccarton Avenue and 

Oxford Terrace from 10m to the Operative Plan’s 4.5m setback and to exclude 

retaining walls from this setback.22 23  The CDHB considered that a 10m setback did 

not enable the efficient development of this site and would be more consistent with 

the nearby Central City (South Frame) Mixed Use Zone which requires buildings to 

be built up to the boundary or set back a maximum of 4m.  Retaining walls exist on 

site now and are considered necessary to maintain the functioning of the site.     

9.2. I note that the Revised Proposal excludes retaining walls as requested but 

maintains the 10m building setback.   Mr Jolly’s evidence discusses the importance 

                                                           
17 Evidence of Edward Jolly, paragraph 6.3 
18 21.6.2.2.2 C3 and C4; and 21.6.2.2.3 RD 11 and RD 12 
19 Evidence of Edward Jolly, paragraphs 6.2 and 6.5 
20 Submission point 3696.47 
21 Revised Hospital Proposal Rules 21.5.2.2.3 RD10  
22 Submission point 3696.54 
23 Retaining walls greater than 6m2 in area are defined as buildings under the pRDP 
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of the Riccarton Avenue / Oxford Terrace corner (“Hospital Corner”) as a 

significant gateway to the Central City and states that a building setback of 10m is 

necessary to offset the potential significant adverse effects of a dominating built 

form on the surrounding public space resulting from the increased permitted 

height.24  

9.3. I accept Mr Jolly’s evidence as to the importance of hospital corner and the 

potential adverse effects from tall buildings on the site.  However, I also note the 

evidence of Mr Cabell which states that while this setback could restrict the 

development of additional clinical structures and utility buildings on this very 

constrained site there is no intention to alter the nature of the internal access road, 

which currently takes up most of the 10m building setback.25   

9.4. Given the evidence of Mr Jolly and Mr Cabell, I accept the proposed 10m setback, 

noting that should development be required within this setback at some point in the 

future this could be progressed through a resource consent application.    

Montreal House Boundary Setbacks  

9.5. The CDHB supported the road boundary building setbacks as these are consistent 

with the current building setbacks along these frontages.26  I also support these 

provisions for the same reason. 

9.6. The CDHB opposed the internal boundary setback, seeking to reduce these from 

4m to 1.8m given the other residential scale permitted bulk and location provisions 

(height and recession plane) and the underlying residential zoning.   

9.7. In his evidence Mr Cabell considers that the proposed road and internal building 

setbacks would result in an ‘island’ in the centre of the site for any redevelopment, 

with potentially in excess of 30% of the site being ‘lost’ in setbacks.27  In his opinion 

this would constrain the CDHB intensifying activities on this site, and therefore 

potentially constrain the provision of appropriate health services at Montreal House.  

9.8. In his evidence Mr Jolly expresses concern about the sensitive neighbouring CCR 

zone and the potential 24 hour use of Montreal House.28  He considers that 

landscaping and therefore building setbacks are required to provide sufficient 

screening to reduce nuisance effects associated with vehicle headlights at night.  

                                                           
24 Evidence of Edward Jolly, paragraphs 8.1 and 8.2  
25 Evidence of Brad Cabell, paragraph 8.3 
26 Submission point 3696.64 
27 Evidence of Brad Cabell, paragraph 8.13 
28 Evidence of Edward Jolly, paragraph 7.7 
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He considers that a 1.8 metre setback will not provide adequate depth for tree 

planting.  

9.9. In my opinion, given the ongoing use of the site and the Revised Plan’s focus on 

managing site interfaces a larger than standard residential internal boundary 

setback has merit.  However I also note Policy 21.5.1.1 which seeks to encourage 

more intensified and contained uses of hospital sites in preference to expansion 

outside of site boundaries.   In my opinion, a more appropriate setback to apply to 

Montreal House would be the Operative Plan’s 3m internal boundary setback.  In 

my opinion this strikes a better balance between protecting neighbouring amenity 

whilst still providing for intensification onsite.  It is also the applicable building 

setback that applied when the majority of the site’s residential neighbouring 

dwellings were constructed.  I note the Ms Kelly also supports a 3m internal 

boundary building setback in her evidence.29 

Height Limit and Recession Planes 

9.10. The CDHB supported the 60m building height and 30m road wall height in the 

notified Proposal for Christchurch Hospital as these would enable intensification to 

occur on the site consistent with the CDHB’s redevelopment programme.30  This is 

retained in the Revised Proposal 31 and is accepted by Mr Jolly.32    

9.11. For Christchurch Hospital the CDHB opposed the 45 degree recession plane 

applying from the maximum road wall height because of the limitations this created 

on achieving the efficient use of the site.   The CDHB sought either a 65 degree 

recession plane or a stepped approach to the height limit.33 

 

9.12. Mr Jolly has modelled 45, 55 and 65 degree recession planes (refer to Attachment 

B of his evidence) to ascertain the effects of shading on Oxford Terrace.  Mr Jolly 

concludes from his modelling that although steeper recession plane angles will 

allow greater development potential on the site, these will equate to a significant 

loss of daylight to Oxford Terrace which is not an appropriate outcome.34   Mr Jolly 

therefore does not support an increase on the recession plane from the notified 45 

degrees.  I note that Mr Blair in his evidence also does not support alternative 

                                                           
29 Evidence of Claire Kelly, paragraphs 13.6 and 13.7 
30 Submission point 3696.57 
31 Built form standard 23.5.2.3.1.6 d. 
32 Evidence of Edward Jolly, paragraph 8.8 
33 Submission point 3696.58 and 3696.59 
34 Evidence of Edward Jolly, paragraphs 8.8 and 8.9 
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recession planes.35   Based on Mr Jolly’s modelling evidence I accept that the 

effects of a 55 and 65 degree recession plane are sufficiently adverse to retain the 

45 degree recession plane as set out in the Revised Proposal.36 

 

9.13. The CDHB supported the height limit and recession plane requirements for 

Montreal House as notified and I note these are retained in the Revised Proposal. I 

also support these provisions. 

 

 Christchurch Hospital Landscaping 

9.14. The CDHB sought to exempt vehicle and pedestrian access and car parking from 

the 4m minimum site boundary planting requirements.37  The CDHB acknowledged 

that landscaping is useful to soften hard urban edges especially at site boundaries 

but stated that the 4m minimum planting strip did not recognise the operational 

requirements of the current hospital layout, especially adjacent to Riccarton Avenue 

and Oxford Terrace.   

9.15. The Riccarton Avenue / Oxford Terrace site interface currently comprises retaining 

walls, vehicle access, car, motorcycle and bicycle parking and areas of landscaping 

including mature trees.  While some areas of landscaping are to a depth of 4 

metres, these are not along the entire length of the road boundaries.   

9.16. In his evidence Mr Cabell explains the significance of the landscape requirements 

for the Christchurch Hospital site, particularly the likely impact on vehicle, 

motorcycle and bicycle parking which are all constrained.38    He states that a 4m 

landscaping strip will likely result in the loss of car parks that are used by disabled 

visitors, emergency services, the Department of Corrections and the New Zealand 

Police.  He also notes the likely loss of motorcycle and bicycle parks.  This parking 

loss is demonstrated in the site plan in Appendix A to Mr Cabell’s evidence.  

9.17. I note that Mr Jolly supports the exclusion of pedestrian and vehicle access onto the 

site from the landscape built form standard but not car parking.39  Somewhat 

confusingly, while the Revised Proposal excludes vehicle and pedestrian access 

areas consistent with the Mr Jolly’s evidence, it also excludes parking areas.    

                                                           
35 Evidence of Scott Blair, paragraph 5.44 
36 Standard 21.5.2.3.1.6 e. 
37 Submission point 3696.61 
38 Evidence of Brad Cabell, paragraphs 8.6 to 8.12 
39 Evidence of Edward Jolly, paragraph 8.6 
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9.18. At informal mediation it was proposed that the ‘planting strip’ requirement be 

amended to refer to a ‘landscaping strip’ requirement which provides for some 

ancillary areas of lawn or other amenity features to be included within the required 

4m strip.  I note that in his evidence Mr Jolly agrees that the planting standard 

should be amended to refer to ‘landscape strip’ rather than a ‘planting strip’ 40 

however the Revised Proposal does not show this change.  I support the proposed 

alternative ‘landscaping strip’ because of the increased flexibility it provides.  

9.19. For the Riccarton Avenue / Oxford Terrace site interface, whilst I agree that 

landscaping is important and support its use as a way to soften interfaces, I 

consider that the functional requirements of Christchurch Hospital as set out in Mr 

Cabell’s evidence make the provision of additional landscaping in this particular 

location unpractical.  I therefore do not support a requirement for a minimum 4m 

planting or landscaping strip along this interface.  

9.20. As an alternative I would support the exclusion of areas of parking from complying 

with the requirement (as currently proposed in the Revised Proposal), or a 

requirement to maintain the current amount of landscaping present on the site.  I 

note that these alternatives are also supported by Ms Kelly in her evidence.41  

Montreal House Landscaping 

9.21. In its submission the CDHB sought to reduce the width of the internal boundary 

landscaping strip from 4m to 1m.42   In his evidence Mr Cabell states that the 4m 

road (Bealey Avenue) and internal boundary minimum landscape strip requirement 

is not practical given the size of the site and should be reduced.43  He considers 

that any future development on this site will be constrained by this requirement, 

thereby reducing the potential to intensify hospital services on this site.  Mr Cabell 

also notes that the current building is already located within this landscape strip on 

the eastern boundary. 

9.22. As discussed earlier in my evidence at paragraphs 9.5 to 9.9, I support a 3m 

internal building setback.  Given this, a 3m planting strip is the maximum 

landscaping that could be accommodated along internal boundaries.  I consider that 

a planting strip of this depth is appropriate given the non-residential activities 

                                                           
40 Evidence of Edward Jolly, paragraph 8.6 
41 Evidence of Clair Kelly, paragraph 12.27 
42 Submission point 3696.68 
43 Revised Proposal at 21.5.2.3.1.7(b). 
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provided on the site.  I note that Mr Cabell has indicated he would support a 3m 

setback from an operational perspective.44 

Fencing 

9.23. The notified built form standards limited the height of fences in the building setback 

to 1.2m.45  In its submission the CDHB sought an exclusion to this height limit for 

fencing that was 50% transparent, noting that higher fencing was required for 

security and operational reasons on hospital sites.46      

9.24. The Revised Proposal includes amended provisions for Montreal House and the 

former Women’s Hospital to allow a fence up to 1.8m in height where that part 

between 1.2m and 1.8m is 75% visually permeable.   I support this change as this 

provides the security required by the CDHB on these sites but still provides visual 

connectivity between the street and the potential development.  I note that in his 

evidence Mr Jolly also supports this amendment, although he refers to a height of 

1.7m.47   In my opinion either 1.7m or 1.8m is appropriate.    

10. Matters of Discretion 

10.1. The CDHB made a number of submissions on the notified matters of discretion.48   I 

note that in his evidence Mr Blair agrees that the matters of discretion should be 

amended and be consistent with Stage 2 of the Specific Purpose (Hospital) Zone.49  

Accordingly, these have been significantly amended in the Revised Proposal.   In 

my opinion, the amended matters of discretion better align with the policies and 

rules and are more consistent with Stage 2.  

10.2. However, the CDHB requested an additional assessment matter for Landscaping 

and trees (Assessment Matter 13.8.5.3.5) that considered access and operational 

requirements.  This has not been included in the Revised Proposal.  This is 

surprising given that a similarly worded assessment matter in 21.5.4.5(a)(iv) applies 

to hospital sites outside of the Central City and is contained in other assessment 

matters.   

                                                           
44 Evidence of Brad Cabell, paragraph 8.13 
45 Rules 13.8.5.2.3.1(e); 13.8.5.2.3.2(g); and 13.8.5.2.3.3(f) 
46 Submission point 3696.52 
47 Evidence of Edward Jolly, paragraph 7.5 
48 Submission points 3696.72 to 3696.82 
49 Evidence of Scott Blair, paragraph 5.46 
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10.3. In my opinion, in order to provide flexibility and to assess operational, access and 

security matters the following additional assessment matter should be added to 

21.5.4.5(b): 

“(iv) Takes into account the operational, accessibility and security requirements of 

the hospital”  

11. Definition of 'hospital' 

11.1. The CDHB opposed by way of further submission a submission by Ryman 

Healthcare50 to retain the Stage 1 definition of ‘hospital’. I support the Stage 2 

definition as this more accurately describes the activities undertaken on hospital 

sites.    I note that in his evidence Mr Blair also considers that the Stage 2 definition 

of ‘hospital’ is the most appropriate.51  

12. Active Frontages and Health Facilities 

12.1. The CDHB made a submission opposing the activity specific standards (13.2.2.2.1 

P10, now rule 15.8.2.1) for the Central City Business Zone which do not permit 

healthcare facilities on the ground floor as many patients are unable to access 

above ground floor medical support.52  The CDHB considered that this was not in 

keeping with the Central City being an accessible City.  

12.2. In his evidence Mr Stevenson states that healthcare facilities may require space in 

a building to not be visible for operational reasons and privacy.53  He therefore does 

not consider it appropriate to allow health care facilities at ground floor on the street 

frontage in all circumstances and considers that an assessment on a case by case 

basis should be undertaken.  

12.3. I accept that active frontages are important to protect, and that it is appropriate for 

some activities, including health facilities, to require resource consent to locate 

within them.  However, I consider that in some instances, such as where a Central 

City core location is required and the proposed building has poor accessibility to the 

upper floors, that there should be a matter of discretion to provide the consenting 

authority with the ability to consider proposed health facilities with mobility impaired 

patrons and poor upper floor access.  

                                                           
50 Submission point 3317.52 
51 Evidence of Scott Blair, paragraph 7.6 
52 Submission point 3696.10 
53 Evidence of Mark Stevenson, paragraph 14.21 
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12.4. I consider that the following additional matter of discretion would therefore be a 

useful addition to matter of discretion 15.8.4.3:   

“(f) Whether the proposed activity requires accessibility for the mobility impaired and 

the extent to which the upper floors are accessible.”      

13. Minimum Numbers of Cycle Parks Required 

13.1. The CDHB opposed by way of further submission54 a submission by J Ballantyne & 

Company Limited55 to amend the number of cycle parks required to be provided by 

retailers. The CDHB supported the retention of the number of cycle parks as 

notified. 

13.2. I note that the experts at the expert conferencing agreed to retain the cycle parking 

requirements for the Central City as notified.56 I also note that in his evidence, Mr 

Falconer confirms this is his opinion57.  At the formal mediation session on cycle 

parking the CDHB agreed to retain the number of cycle parks as notified.  I accept 

this agreed position. 

14. CONCLUSION 

14.1. In my opinion the Revised Proposal addresses many of the concerns raised by the 

CDHB and I support these amendments.  I also support the agreements reached at 

mediation.   Overall I consider that the Revised Proposal, together with the other 

changes I have detailed in my evidence, better support the CDHB’s programme for 

delivering hospital and health services to the city and wider region, including 

intensification of activities at hospital sites.  They also better recognise the 

functional and locational requirements of hospitals, and better achieve the Revised 

Proposal’s objective and policies.      

14.2. In my opinion the Revised Proposal, together with the other changes I have detailed 

in my evidence, are: consistent with clause (a)(i) of the SOE; consistent with 

Strategic Directions objective 3.3.3, appropriately implement the LURP and CRPS, 

and better meet the purpose of the RMA.   

 

                                                           
54 Further submission point 5063.17.3551 and 5063.18.3551.2 
55 Submission Point 3551.2 
56 Expert Conferencing Statement: Topic 2 Transport, point 3.3  
57 Evidence of David Falconer, paragraph 8.18 
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Andrew Willis 

14 January 2015 

 


