Review of
Foundation for Historical Louisiana
Feasibility Study of MCLNO
 
On August 20, 2008 the Foundation for Historical Louisiana (FHL) presented the findings of a report prepared in accordance with HCR 89 of the 2006 Regular Session of the Legislature.  An Executive Summary was provided with the assurance that a full report would be provided at a later date.  The FHL indicated the full report would be made available mid-week of the following week (August 25-29, 2008).  On Thursday, August 28, 2008 an inquiry was made to Ms. Sandra Stokes with the FHL and she indicated the report would be complete on Friday, August 29, 2008 and that it would be delivered early the following week.  Hurricane Gustav hit the Louisiana coast on Monday, September 1, 2008 and many people were impacted for several weeks.  On Tuesday, September 9, 2008 another inquiry was made to Ms. Stokes and she responded that the report was not complete before the storm and that she had read the report but had some edits for RMJM Hillier to make.  On Wednesday, September 17, 2008 Ms. Stokes indicated the report was complete and provided a link to the RMJM Hillier website that indicated the file was available for download for a period of 48 hours.  The report was downloaded and when printed on 81/2” x 11” was not readable.  The full report was printed (11” x 17”) on Monday, September 22, 2008.  A full printed report was provided by the FHL on October 3, 2008.
The following are comments of issues and concerns of the report prepared by RMJM Hillier on behalf of the Foundation for Historical Louisiana.

Page 9:
HCR-89 requires the assessment of “…the first three floors of the structure, excluding the basement, to determine their viability for interim use to provide medical services including emergency services, psychiatric services, and establishment of clinics and subspecialty clinics.”

“It must be noted that focusing on the first three floors only would not have been a prudent and cost effective way of addressing both interim and long term potential reuse scenarios.  The first three floors comprise the base/podium of the entire building supporting the tower section both structurally and in terms of building systems.  Activating only three floors would require creating a dedicated new base building infrastructure for the three floors (boilers, chillers, base distribution, etc.) and separating all vertical chases and connections between the base and the tower portion of the building.  A significant abatement program – far larger than the three floors – would also have to be undertaken to ensure that the three floors would be free of contaminants and hazardous substances.  Finally the exterior envelope would require repairs and window replacement, and a considerable waterproofing and envelope protection effort would have to be undertaken above the three floors to ensure that there are no moisture threats from areas still in serious need of repair.”
“As a result of all of the above considerations, the option of interim use was not further pursued by the design team.”
Comment:  A primary purpose of HCR 89 was to consider exactly what has been dismissed as a possibility.  The above concludes the building requires a significant amount of work and that it was simply not feasible to consider reuse on a limited basis.  The RMJM Hillier report confirms the decision to reconfigure University Hospital as the more prudent alternative.  
Page 10:
“Additional long-term hospital expansion could be served through LSU-owned sites to the West, and South across Gravier Street.  Many of these buildings are ideal to function as the ambulatory-care component of the Medical Center – as they did prior to Katrina – as well as to provide flexibility for change and long-term growth of the Medical Center.”
Comment:  The RMJM Hillier report did not study the condition of the nearby facilities.  The facilities were not ideal before Hurricane Katrina.  These buildings would require extensive renovations.  Furthermore, the suggestion overlooks the fact that LSU desires the ability to provide all or substantially all healthcare delivery and training in a unified, contiguous location with adequate space for future expansion.
Page 13:
“The pattern of diagonal cracks between the first and third floors appears to be the result of differential structural subsidence, and became apparent within one year of completion of the structure.  The presence of any residual movement taking place can be confirmed using crack monitors and strain gauges over a cycle of seasons.  This will help determine whether the cracks are progressive or cyclic, and inform the proposed interventions.”
Comment:  This section clearly indicates there is some uncertainty about causes of visual cracks between the first and third floors.  The report recommends monitoring over a “cycle of seasons” to determine proposed interventions.  This monitoring over a “cycle of seasons” will certainly delay any decisions concerning restoration activities.  

Page 14:

“The load capacity of the pan-joist system is suitable for the proposed use; the load capacity of the one-way corridor slabs remains in question.  Applying current code requirements and concrete design standards and using the design information available in the original documents yielded service load capacities less than desirable.  

To reconcile the apparent discrepancy it will be necessary to obtain additional information on the existing slab, and potentially conduct testing in order to develop a more accurate estimate of the floor load capacities and verify whether any form of enhancement is necessary.  For the purposes of the development of the cost estimate of proposed work items, this report assumes the more conservative approach that the slabs will require some form of structural enhancement.

Additional areas that will require reinforcement design include areas supporting new heavy medical equipment and appliances, such as MRIs and radiation rooms, or new mechanical equipment, and new vertical circulation and mechanical shafts.”

Comment:  This section indicates there are unknowns that need further investigation which would ultimately slow any design work.  Capacities of structural elements must be known along with any required modifications prior to commencing any work on this facility.  This section clearly indicates that significant structural modifications will be required.

Comment:  MRI installation pathway:  A pathway for installation and eventual replacement of the MRI magnets must be identified, including a removable access opening at least eight feet square through the cladding system at that level.  The entire pathway from the exterior opening to the final location would have to be structurally reinforced to support a 4-ton rolling load, including one-ton point loads for each corner of the magnet.

Comment:  Slab fire rating:  It is noted in the feasibility study that portions of the floor are 3-1/2” thick concrete slabs.  Slabs this thin cannot be 2-hour fire rated, and thus would require additional fireproofing to meet code.

Comment:  Column fire rating:  The feasibility study notes that the structural columns are concrete-encased steel.  Since concrete is an effective heat conductor rather than an insulator, these assemblies would need to be evaluated to determine whether they could meet the equivalent of a 3-hour fire rating.

Page 16:
“The existing floor to floor height is 17’-0” at the 1st and 2nd floors, ideal for operating rooms and diagnostic facilities and all elements that make up a modern diagnostic and treatment podium.  The third floor is 13’-0” and would easily accommodate an obstetrics department with its Cesarean procedure rooms.  Remaining floors 4 and above are 12’-6”, perfect for inpatient beds.”

Comment:  While 17’-0” for the first 2 floors is adequate, the other floor-to-floor heights are of concern.  A 17’-0” floor to floor height for Operating Rooms, Interventional and Radiology does represent current best practices for these types of areas.  However, 12’-6” on patient room floors does not represent best practices as 15’-0” is considered a better solution.  A floor-to-floor height of 12’6” would represent a compromise and would not be representative of a state of the art facility.  The fourth floor mechanical room floor-to-floor height of only 12’-6” would leave a clear height of only 11’-0” at most.  It is doubtful that the large main ducts, together with the piping, conduit and minor ducts that cross the main ducts, could be accommodated and still provide code-required head height for egress.
Page 16

“Modern state of the art facilities are becoming more and more connected with their surroundings, incorporating community spaces, retail and wellness centers: inviting places that are as much about health and life as they are about treatment. Charity’s location and interconnectedness and its familiarity as a healthcare icon for New Orleans make it extremely well suited as a location for a state of the art healthcare facility that embraces its neighbors.”

Comment:  To ensure a long term business and operational viability, MCLNO completed a strategic planning study that forms the basis for the functional and business plan. The strategic plan is a four prong approach that consists of: “continuing to evolve from a Charity Hospital” to a “University Medical Center”; creating centers of excellence; enhancing payer mix; and maintain leading cost and quality as healthcare reform continues to evolve.  

Critical to MCLNO’s success is the need to change the image of the institution from its sole focus on providing care for the indigent population. MCLNO needs to attract private pay patients to reduce its dependency on state funding mechanisms.  The private pay patient will demand a safe, inviting facility that caters to their expectations of what constitutes “state-of-the-art’.  In addition, the physical constraints posed by the existing Charity hospital site limits the potential for incorporating ‘community spaces, retail and wellness centers.” A new facility will afford MCLNO the opportunity to accommodate a multitude of community oriented facilities, and enhance the image of MCLNO as an evolving and dynamic healthcare environment.   

As MCLNO evolves beyond Charity, a new facility allows the institution to better integrate its teaching and research capabilities.  The existing Charity site does not afford the capacity to develop ancillary buildings for research and teaching, nor does the existing site provide the connectivity with LSU Health Sciences campus.  A new facility will improve MCLNO’s standings as a leader in research and teaching, and begin to formulate a campus like setting. 

Page 20:

“Construct a new 900-car multi-story parking garage off site that includes support services and laboratory facilities on the first floor, all above flood level.”

Comment:  A 900-car garage seems small for the amount of patients, visitors and staff that are expected for a facility of this size.  The programmatic requirements for the proposed new facility provide for over 3000 parking spaces.
Page 20:
“The Project Team envisages a forty-two month implementation period, including six months in design and a three year construction period.”

Comment:  Six months of design is not feasible for an undertaking of this size especially with the amount of additional investigation suggested by this study.  Also, the State of Louisiana will require 5 design phases prior to bidding the work.  These phases are Program Completion, Schematic Design, Design Development, Construction Documents and the Bidding and Contracts phase.  Each design phase must be completed, formally submitted to the State and User Agency and approved prior to proceeding with the next phase.  It is unrealistic to expect design to be completed in 6 months on a 1 million square renovation of a hospital.  Furthermore the number of Users and User Groups who must provide input and participate in the design phases of a 1 million square foot, modern state of the art, academic medical center simply cannot be accommodated in less than a 6 to 8 month Program Completion  and Schematic Design process.  An 18 month design process would be the minimum length necessary to adequately complete the Bidding and Contract phase without extensive physical investigations, testing and research into the existing building which would be required at various stages of the design process on a renovation project.  These tests and investigations might easily extend the design process an additional two to three months.
Page 21:

“2. The structural system is sound, and by adding a few beams in certain areas, it will be fully functional.”

Comment:  The details of the report indicate significant structural modifications are necessary.  A “few beams in certain areas” appears to be an incorrect characterization of the structural modifications required (see comments under page 14 above).   
Comment:  The Operating Rooms have columns located within some of the rooms.  This does not reflect best practices or expected conditions in a first class facility.

Page 21:

“4. Existing floor plates are workable for a first class healthcare facility, except for the 3rd floor, which we propose enlarging.”

Comment:  The report also indicates on page 17 that an addition will be required on the 1st level to provide a lobby, cafeteria dining, registration, waiting areas, and entries into the elevator lobbies.  Note there is a concern that these modifications may alter the historic integrity and appearance of the building.  Also on page 20 the report indicates a requirement to infill the existing courtyards on the south side of the building with new construction up to the 3rd floor to accommodate the emergency department on the 1st floor, interventional diagnostic suite on the second, and obstetrics and the sterile processing department on the 3rd floor.  Also, on page 135 the report discusses limitations on floors 5-12 due to the narrow width of the existing east and west wings.  One option would be to work with the narrow width and construct double loaded corridors with interspersed support while the other option suggests expansion to the wings.  While not stated, the report seems to imply the building addition may be the best solution and RMJM Hillier even provides an estimate of additional cost for this option.  Clearly with the referenced additions and expansions, the existing floor plates are not suitable and in addition to the 3rd floor, the 1st, 2nd, and 5th – 12th floors may all need to be expanded. 
Page 21:
“Having this valuable and structurally sound building shell already in place should save at least two years off the delivery date of a new building, which would require acquiring a very large parcel of land, relocating the people who live there, and building from scratch a brand new building.”

Comment:  The RMJM Hiller report indicates 6 months of design followed by 3 years of construction.  It is highly questionable that a design of this magnitude with additional testing required can be performed in 6 months.  Experience indicates the design time will likely approach 12-18 months.  Therefore it is expected the overall project schedule will approach 4-4½ years with no opportunity to open certain areas before the entire project is complete.  The proposed new site allows for 2 years of design followed by 3 years of construction.  It has been proposed to phase construction and allow portions of the project to begin construction sooner than others.  With this expedited schedule many services can be provided much sooner than the 5-year overall schedule and the facility will begin to generate revenue.  The statement concerning saving 2 years off the delivery date is questionable. 
Page 21:

Conclusion:
“7. The new design will meet the latest requirements for hurricane –force winds and the hospital’s floor levels are all above the Katrina flood line.”

Comment: This addresses a much lower standard than has been established in the Program for the MCLNO.

The MCLNO program establishes a requirement for all facilities to be above the Katrina flood event and, in addition, for all critical functions to be above the predicted storm surge event which is approximately fifteen feet above the Katrina flood level.  The existing facility does not support moving all critical functions to spaces above the surge flood level. A surge event at Old Charity will destroy the entire Emergency Department including the emergency entrance, the trauma center and emergency imaging. 

In a Katrina flood event the below grade garage will be flooded. The parking can not be utilized to house staff vehicles under hurricane warning as it is unrealistic to ask staff to sacrifice their vehicles. The tunnels connecting the basement to the remote support facilities will also be under water.

The MCLNO Program also requires the facility to operate in a stand-alone or “islanded” condition for 7 days. This is not addressed in the report. Provisions to accommodate stand-alone operations will increase costs.

· Domestic water storage is not addressed and will require substantial tanks to provide seven days capacity. The most logical location may be in the proposed expansion area of the basement where new foundations could be provided. This will eliminate numerous proposed parking stalls.

· Sewage storage is not provided.

· Fuel storage identified is not sufficient for 7 days of operations. The proposed location in the anticipated flood zone below the building presents design challenges.

The MCLNO Program anticipates that a Central Energy Plant will be provided on the Hospital site that is capable of supporting full hospital operations for seven days after a Katrina event and also after the more impactful potential surge event. The programmed surge event would destroy the local Entergy Thermal chilled water and steam production capabilities. The study does not identify a location for hardened steam and chilled water plant.

The Charity program does not include Laboratory functions. As they are proposed to be housed remotely, the critical lab functions will require full support for seven days of operations.  It is not cost efficient to provide parallel hardened operations.

Page 23:

 “A separate Support Services Building is proposed to house the majority of support services such as materials management, laundry, bulk storage, core laboratory.  This includes central receiving, bulk storage, deliveries via underground tunnels as well as “small truck” deliveries and daily (“or as needed”) supply distribution to each patient care area in the renovated hospital.”

Comment:  In the event of a catastrophic event such as a flood, the tunnels would be inaccessible.  There does not appear to be adequate space provided for essential, mission-critical and disaster supplies within the renovated hospital itself to meet program requirements.

Page 25

“Although no request has been submitted, it is deemed eligible for listing on the National Register of Historic Places.”

Comment:

If the architecture of Charity Hospital were to be considered eligible, the proposed design modifications would greatly deter from the essence of the architectural form.  In order to deliver a state-of-the-art healthcare facility, the RMJM Hillier design proposes extensive renovations to the lower three floors, infilling the south courtyards, demolishing exterior facades on three floors of the south wings, and abutting new vertical circulation towers to the ends of the south wing.  The extent of renovations and infill greatly detracts from the historic composition and Art Deco styling.  To attain recognition as a historic place, the National Register of Historic Places criteria states that the structure must express a “distinctive characteristic”.  A characteristic is achieved by retaining the “form, proportion…plan” of the structure.  Again the proposed infill and additions greatly alter the buildings design integrity and “distinctive character”. 

In its 42 year history, the National Register of Historic Places has yet to identify this building as worthy of inclusion to the list of the National Register of Historic Places.  Among the criteria is Criterion C which states: buildings that “embody the distinctive characteristics of a type, period, or method of construction, or that represent the work of a master, or that possess high artistic values”.  For Charity, Architect Leon Weiss delivered a utilitarian Art Deco styled facility whose sole purpose was the delivery of healthcare, not an architectural landmark.

In addressing the historic significance of Charity Hospital, no one questions the importance the hospital played in serving the community.  The issue is given the extent of damage and the functional limitations of the existing structure, is Charity better suited as a non healthcare facility?  The plan and massing could accommodate an adaptive reuse and preserve the character of the building base and courtyards.

Page 25

“Charity Hospital is listed on the National Trust for Historic Preservation’s 2008 List of America’s Eleven Most Endangered Historic Places.”

The National Trust for Historic Preservation identified “Charity Hospital and the adjacent neighborhood” on its 2008 listing of endangered historic places.  The hospital was not identified alone indicating that it was possibly not significant enough on its own merits. 

Page 32:
“September post Katrina clean-up resulted in operable facilities and equipment, with restored electrical and air conditioning systems in the following areas:  Medical Emergency Room, Accident Room, 4th, 5th and 9th floor private and/or semi-private rooms, 11th floor pathology laboratory, 40-slice CAT scanner, MRI, and SPECT scanner, 12th floor operating room, 3rd floor, 52,000 square foot psychiatric floor, Hyperbaric medicine unit”.

Comment:  The report includes no backup or basis for this statement.  We are unsure as to why this is relevant to this report.  The previous statements by RMJM Hillier indicate that re-use on an interim basis was not advisable.  The report concludes the building requires a significant amount of work and that it was simply not feasible to consider reuse on a limited basis.  The report confirms the decision to reconfigure University Hospital as the more prudent alternative.  
Page 41:
The “Observation” section acknowledges, “….that there is a potential for concealed conditions to be revealed when further investigation is conducted”.  The section also acknowledges that additional exploratory demolition to expose representative substrate conditions should be performed prior to finalization of construction drawings, details and specifications.

Comment:  Concealed conditions result in additional design and construction time along with construction costs.  There is no estimate concerning the timeframes required to perform exploratory demolition, and the report does not account for the delays in design and construction, should concealed conditions prove to be significant.
Comment:  Unforeseen Conditions:  There is a very large potential for costly change orders and delays in the rehabilitation of an old building such as this, due to the many unforeseen conditions that will have to be dealt with in the course of the project.  Such unforeseen conditions can include structural deficiencies in the original construction, structural cracking, concealed corrosion, excessive deflection and others.
Page 48:
The report acknowledges that there are undetermined potential deficiencies.  “It is not clear whether all the rainwater conductors and sub-grade drain lines function.”  Also, access for fire protection along the west side of the building is limited by adjacent construction and is limited to hand held hose lines in the side alleys.  There is a potential fire exposure from the buildings on the west side.  

Comment:  These “undetermined potential deficiencies” will lead to additional design time and increased construction cost and time.  Potential fire exposure and lack of access by fire fighters are major limitations to the proposal.
Page 51: 
Summary of Visual Observations

Diagonal cracks:  “These cracks have been repaired; the repairs are failing”
Vertical cracks:  “These cracks have been repaired; the repairs are failing”
Embedded steel:  “…found to be in good to fair condition, with limited corrosion”
“…larger spalls at areas of joint failure and water entry”
“Pattern of stone displacement at the parapet”
“Mortar joint failure…”
“Failure of a majority of the parapet coping vertical joints and the horizontal joints at the base of the copings”
“Localized areas of joint failure in the coursework, representing approximately thirty percent of all joints”
“Failure of vertical joints at building envelope inner corners”
“Failure of all horizontal relief joints at 3rd, 5th, 7th, 9th and 11th floors”
“Failure of vertical joints at recessed window spandrel units”
Comment:  Note that this is a summary of the building components (envelope) that RMJM Hillier indicates can be salvaged.  It should also be noted that repairs have been attempted but continue to fail.  Note also the embedded steel is in “good to fair condition.”  The report does not state what rating scale is used.  Steel in “fair” condition is generally not acceptable in the construction industry.  Additional time would be required to document the steel components of the building, further delaying design and construction. 
Comment:  Responsibility for short and long-term performance of the cladding is in question.  Contractors will not be able to provide comprehensive warranties for work that includes existing deteriorated components.  Responsibility for any future cladding system failures will be difficult to determine, due to the possibility that such failures may be due to failure of existing components.

Page 52: 

Area A:  The crack has been repaired many times

Area B:  Repeatedly repaired

Area C:  Repeated re-pointing of the adjacent joints

Area D:  Cracks, open joints and displaced stone units on the eastern corner

Area E & F:  Repeated pattern of diagonal cracking

Comment:  This section indicates many failed repairs which would imply improper repair techniques, or a more severe problem of deficiencies that cannot be adequately repaired without significant restoration.
Comment:  Where damage (cracking or spalling) to the existing limestone has been caused by corrosion of the steel structure behind the cladding, such corrosion can be expected to continue.  It may be possible to slow the rate of corrosion by careful repairs to the exterior, but it is still likely to continue in the New Orleans climate.  Also, if damage is caused by progressive settling, such settling can be expected to continue.

Comment:  In addition to the above concerns, the existing window configurations indicated in the report are non-typical configurations produced by manufacturers today.  While the report does not specifically indicate the window configurations will be duplicated, we note that to do so, will require a manufacturer to design and test the windows for code compliance.  This design and testing will increase the cost of the windows.  The report does not indicate any requirements for preparing the openings to ensure they can accommodate the loads imposed by the windows for wind loads.  Hurricane impact windows typically require minimal shim gaps between the window and the structure to minimize the cantilever on the anchor system.  Also the requirements for the structure to withstand the loads imposed by the glazing system are greater than the requirements at the time of construction for the subject project (1939).  That is, the windows will transfer the wind loads and impact loads to the structure.  It could not be determined from the study if the surrounding structure was tested to insure it can withstand the loads imposed by the glazing system under the current ASCE 7 and impact requirements.  If the immediate surrounding structure cannot handle the loads imposed by the glazing system, the opening may need to be enlarged to transfer the loads to the slabs.
Page 55:  
Building Structure:

“The one-way slabs range in thickness between 3 and 4 inches, which is thin by modern standards….”
“The analysis of the corridor slabs in accordance with current design practices and codes yields estimated service load capacities below the minimum mandated by IBC 2000 code.”
Comment:  This section indicates potential limitations of the existing floor slabs that would require significant structural reinforcement.
Comment:  It is noted in the feasibility study that portions of the floor are 3-1/2” thick concrete slabs.  Slabs this thin cannot be 2-hour fire rated, and thus would require additional fireproofing to meet code.

Page 56:

“The exterior of the building exhibits diagonal cracking in patterns that suggests foundation settlement; however, photographs of the finished building dating back to 1940 just a couple of years after completion show similar cracks.”
“Modernization of the hospital will inevitably entail programmatic changes that will require alterations to structural elements of the building.”
Comment:  This section acknowledges that structural modifications will be necessary to modernize the facility.  
Comment:  Several substantial additions are planned which will prove to be quite challenging.  These additions will have to attach to the existing building with floors that match existing floor elevations exactly and continue to match those elevations into the future.  Even very small vertical offsets are unacceptable for areas such as operating suites and emergency departments.  This includes the low-rise additions within the courtyards and around the southwest wing, as well as the tall stair/elevator towers at the southern ends of the east and west wings.

Page 60:
Summary of Analysis
“Exiting egress for floors 15-18 is non-compliant: …”
“Preliminary analysis of the fire-resistance ratings of the building’s structural elements indicates that ratings are inadequate.”
“The finished clear width between corridor columns at the upper floors is less than the required 96 inch clearance”
“Existing exterior wall openings protection does not meet hurricane wind-borne debris requirements.”
Comment: These statements illustrate additional examples of code related deficiencies within the building that will require extensive renovation of structural elements.  This again is in conflict with general statements that, “a few beams in certain areas” will satisfy the need for structural modifications.
Comment:  Central exit stairs serving the thirteenth to eighteenth floors are of particular concern.  The IBC allows up to one half of the exit stairways serving a floor or area to egress through areas on the level of exit discharge, provided that the pathway to the exterior is “direct and obvious” and provided that the remaining stairs exit directly to the exterior of the building or through a 2-hour rated “exit passageway” to the exterior.  The central stairs serving the upper floors terminate in the center of the first floor.  Neither stair is connected to the exterior via a 2-hour rated exit passageway.  In the proposed design of that floor, the exit discharge pathway for both stairs would be almost 200 feet long, and could not be characterized as “direct and obvious” pathways.  For this reason, neither of these stairs provides an acceptable means of egress, and the upper floors could not be occupied.

Comment:  East and west stairs serving floors thirteen and fourteen are also of particular concern.  These stairs terminate at the twelfth floor, but do not connect directly to stairs that continue on down to the base of the building.  Thus, occupants exiting the 13th and 14th floors would be required to leave the stair enclosure at the 12th floor and walk approximately 60 feet to the main exit stairs.  This is not allowed by code.

Comment:  Stairs serving the nineteenth floor are also of concern.  Exit doors to the stairs serving the 19th floor are separated by only 16 feet, whereas the code requires separation by one third of the diagonal dimension of the floor, approximately 42 feet.  Also, one of the stairs requires travel through the 18th floor area below to reach the central exit stairs, which is not allowable by code.

Comment:  Stairs serving the twentieth floor conference areas are of concern.  This floor is served by only one stair.  The occupant load is greater than 50 for this floor, and the common path of egress travel, measured to the bottom of the stair at the floor below, exceeds 75 feet.  Thus, this floor cannot be occupied.

Comment:  The existing twelfth floor historic auditoriums each require two exit pathways.  They are each served by an exit stair to the north, but egress to the south would require travel through the psych units on that floor, which would not be acceptable.

Comment:  The open stair between first and second floor radiology would have to be enclosed.  Openings between floors within I-2 buildings are not allowed.

Comment:  Atrium separation from second and third floors is required.  Floors within I-2 occupancy buildings cannot be open to each other.  The second floor walls adjoining the atrium and the third floor walls above the atrium roof would need to be fire-rated, and the window openings in those walls would require 2-hour fire-rated glazing or rated shutters to provide the separation.

Page 61:

Sitework and Utilities:  The site is considered to be in poor condition with respect to site lighting for security purposes and fire apparatus access.  Conditions of surface and subsurface drainage systems are indeterminate.

Comment:  Fire apparatus access is a critical problem that has not been addressed.
Page 62:  

Cracks:  “More extensive cracks identified in field observations, where there is an indication that the structural integrity of the masonry unit may have been compromised, will require more extensive intervention; from introducing mechanical fasteners (anchors) to replacing the unit.”
“The pattern of diagonal cracks between the first and third floors identified in field observations appears to be structural.” 
Comment:  The report attributes this to early settlement after construction.  However, such a determination cannot be made definitively without additional testing, which would further delay design and construction of the facility.
“Without additional investigation and monitoring, it is difficult to conclude whether the failure of the repairs to date is due to inadequate repair material, continued limited vertical settlement movement, or lateral thermal expansion/contraction movement through cracks that have become targets of opportunity to release expansion/contraction pressure within the assembly.”
“The pattern of vertical cracks at select building corners may possibly be a result of stress from the corrosion of the adjacent embedded steel column and at areas of joint failure and water infiltration.  At some locations, the cracks propagate upwards from failing horizontal joints, corresponding to steel relieving angles.  The presence of corroding embedded steel was confirmed at these crack areas through non-destructive testing and limited probes.”
Comment:   This section indicates possible structural limitations and suggests that more extensive testing and evaluation is required, causing further delay to design and construction.
Page 63:  
Displacement:
“Unit displacement occurs at areas where the original detailing provided inadequate bonding of the limestone skin with the masonry backing….”
“Unit displacement also occurs at localized areas…where the detailing inadequacies have been exacerbated by a building orientation that has resulted in high moisture retention, and moisture dissolution of the bond between limestone unit and backing.”
Comment:  This indicates significant problems with the exterior skin from day one, due to original detailing and building orientation, and would suggest that significant restoration would be in order for long-term use of the facility and no solution for the building orientation issue.
Page 64:  
Building Structure:  
“The thicknesses of the existing one-way spanning corridor slabs (3 ½” typical and 4” at the first floor) comply with historic standards at the time of construction, but do not comply with current IBC requirements.”  
“….the corridor slabs…will require remediation to achieve necessary IBC 2000 design live load capacities.”
Comment:  This is the acknowledgement and confirmation that corridor slabs need modifications.  
Page 67:  Life and Safety Code Analysis

“The finished clear width between corridor columns at the upper floors is less than the required 96-inch clearance and will require corrective measures that must be approved by the local authority having jurisdiction”
Comment:  Page 3 implies the floor plates are sufficient for rebuilding within the existing footprint, while the details on this page acknowledge floor plate inadequacies on the upper floors.

Page 88:

“It must be noted that focusing on the first three floors only would not have been a prudent and cost effective way of addressing both interim and long term potential reuse scenarios.”
“….the option of interim reuse was not pursued by the design team.”
“Indeed, the condition assessment findings demonstrate that many issues requiring remediation affect the building as a whole and the extent and cost of mitigation, abatement, repairs and building systems upgrades required for a limited re-use of existing clinical operating rooms and intensive care units is not functionally optimal or cost effective.”

Comment:  A primary purpose of HCR 89 was to consider exactly what has been dismissed as a possibility.  This actually confirms the decision to reconfigure University Hospital as the more prudent alternative.

“Design and construction could be completed within three-and-a-half years…”
Comment:   The timeline of 3½ years includes a design time of 6 months which is questionable based on the experiences of Facility Planning and Control, and discussions with multiple design professionals.  This timeframe does also does not realistically account for the required testing and evaluation of “concealed conditions,” and the concerns regarding structural integrity discussed above.  See page 20 comments above.
“Using the existing infrastructure of tunnels, utilities and bridges that connect these sites, support facilities would be upgraded to meet current code requirements and would be designed to continue to support adjacent facilities such as the VA and Tulane.  Services within Charity could be shared with the VA”
Comment:   The VA is no longer viable as an adjacent facility.  Any possibility of the VA sharing services with LSU would be lost if the decision is made to renovate Charity Hospital. 
“Additional long term hospital expansion could be served through LSU-owned sites to the West and South across Gravier Street”
Comment:  LSU has few available vacant buildings in the near area that could be used for expansion and any that are available would need significant renovations before they could be used for modern medical services.
Page 89: 
The diagram indicates adjacency to the VA.  

Comment:   Again, the VA has eliminated reopening its hospital at the former location.  Any possibility of the VA sharing services with LSU would be lost if the decision is made to renovate Charity Hospital. 
Page 90:
“Modern hospitals require a very wide podium for the first two or three floors because of the large size of operating rooms, radiology and emergency departments that make up the diagnostic and treatment podium.  By filling in the courtyards in between the bed wings on the Southside of the building, the floor plates reach the ideal proportions for these functions.”
Page 3:  Letter from Stephen McDaniel, AIA indicates “Existing floor plates are workable and complimentary for a first class healthcare facility, except the 3rd floor, which we do propose to enlarge.
Comment:  While page 3 (letter from Stephen McDaniel, AIA) indicates only the 3rd floor needs to be enlarged, this page indicates that the first two or three floors need more space.  This inconsistency is not addressed in the report.  The report also indicates on page 17 that an addition will be required on the 1st level to provide a lobby, cafeteria dining, registration, waiting areas, and entries into the elevator lobbies.  Note there is a concern that these modifications may alter the historic integrity and appearance of the building.  Also on page 20 the report indicates a requirement to infill the existing courtyards on the south side of the building with new construction up to the 3rd floor to accommodate the emergency department on the 1st floor, interventional diagnostic suite on the second, and obstetrics and the sterile processing department on the 3rd floor.  Also, on page 135 the report discusses limitations on floors 5-12 due to the narrow width of the existing east and west wings.  One option would be to work with the narrow width and construct double loaded corridors with interspersed support while the other option suggests expansion to the wings.  While not stated, the report seems to imply the building addition may be the best solution and RMJM Hillier even provides an estimate of additional cost for this option.  Clearly with the referenced additions and expansions, the existing floor plates are not suitable and in addition to the 3rd floor, the 1st, 2nd, and 5th – 12th floors may all need to be expanded. 
Page 93:  Core laboratory functions are proposed to be located off site in a support services building.

Comment:  While this is possible, it is not desirable in modern healthcare to spread services to off site facilities.  Such an option would further dilute the operational efficiencies desired by delivering healthcare and housing services in one, unified campus.
Page 103-126:

“Concept Plans”
Comment: A modern hospital requires provisions for expansion and the flexibility to accommodate change.  The following issues emerge with the renovation of Charity: 

· Rehabilitation of existing site provides no opportunities for reasonable, logical expansion of hospital departments beyond initial build-out.

· Proposed utilization of the existing building consistently fails to meet programmatic space requirements for initial volume projections as recommended in the Master Facility Plan, and does not plan for any future increases in volumes or changes in practice to meet market demands.

· Increases in programmatic requirements identified since completion of the Master Facility Plan and Program cannot be accommodated by proposed plans. e.g.; increase in inpatient surgical volume requiring additional Inpatient OR’s.

· Best Practice for ICU in Academic Medical Center is 800-1000 dgsf/ bed. ICU as proposed in available building footprint at Charity is 590 dgsf/bed.

· Existing structural bay configuration and column spacing fails to allow minimum corridor widths required by code throughout large areas of building.

· Area allocations indicated in program (RMJM Hillier Report page 96) are inconsistent with Master Plan & Functional Space Program and in some areas inconsistent with area calculations of actual existing space. A side-by-side comparison of the approved space program and the proposed space program for Charity reveals compromise of many functional units.
· Limited existing footprint precludes implementation of recommended care model for nursing units which balance decentralized and co-located staff work and charting areas.

By comparison, a new building on a new site will include provisions for expansion and the flexibility to accommodate change:
· New building will provide campus wide approach that anticipates future growth for all departments in a logical, modular manner.

· Consistent building template and structural system will accommodate changes in technology and care models without requiring structural reinforcement and disruption of normal operations.

· All departments are programmed and planned based on ideal, staff supported operational models consistent with state-of-the-art academic medical center models rather than accommodation of what might fit in an existing footprint.

· All departments are planned to meet or exceed recommended code minimums, particularly when addressing the demand on circulation and support components.

A modern Academic Medical Center campus should integrate teaching and research with patient care.   The following issues emerge with the renovation of Charity:

· Proposed Charity plan provides no proposed solution for integrating inpatient, diagnostic & treatment, and outpatient functions critical to an academic medical center model

· Reductions in support space on primary units precludes adequate space to support a robust teaching/residency program, such as classrooms, conference space, and collaborative team space.
By comparison, a new building on a new site will better accommodate the needs of an academic medical center: 

· New facility is focused on integrated care model where inpatient, diagnostic & treatment, and outpatient services operate seamlessly providing the highest level of patient care.
· Direct access to LSU research and faculty for support of clinical programs is supported by the proposed site.

· All departments are supported by decentralized classroom, conference and collaborative areas programmed into the department.  In addition, a new facility could accommodate a shared conference center.
A modern academic medical center should facilitate operational models consistent with the state of the art for efficiency, outcomes and patient safety.  The following issues emerge with the renovation of Charity:

· Splitting of functional departmental areas by floor or the crossing of primary building circulation through the department as indicated on the proposed plan creates challenging, inefficient and sub-standard care models.

· Proposed plan fails to provide solution for critical operational functions such as laboratory and clinics without additional land acquisition and construction above stated budget.  The opportunity to provide a direct link, or reasonable campus adjacency, for these functions is limited by the Charity site.

· Utilization of existing building precludes co-location of inpatient and outpatient functions such as surgery and imaging where operational efficiencies and educational opportunities are critical.

By comparison, a new building on a new site will better accommodate the needs of an academic medical center: 

· New building is blocked and stacked to support and grow existing centers of excellence and create opportunities for new service lines through intuitive, efficient adjacencies and strategies for future growth.
· Clinical units are directly connected to diagnostic & treatment and inpatient units creating a supportive, intuitive continuum of care.
· Co-location of inpatient and outpatient surgery and imaging encourages sharing of expertise, staff, resources, and creates a collaborative efficient operation.
Page 104:  
Comment:  The referenced 900-car garage seems small for the amount of patients, visitors and staff that are expected for a facility of this size.  The programmatic requirements for the proposed new facility provide for over 3000 parking spaces.
Page 124: 
Site: Building a new 500-car 10-story parking garage to the south…”
Comment:  The 500-car garage conflicts with the 900-car garage on pages 20 and 104 and would not adequately serve the needs for parking of the patients, visitors and staff of the hospital.

Comment:  There is an apparent conflict of the location of the helipad.  The report inconsistently references one helipad on the roof of an adjacent garage to the west, and one atop the new 500-car garage. 
Page 127:

Tulane Avenue Courtyard:  At the main entry on Tulane Avenue, a 37-foot high air conditioned, glass-enclosed addition will house the new main hospital lobby, cafeteria dining, registration, waiting areas, and entries into the elevator lobbies.  A new vehicular lane will be constructed off of Tulane Avenue with a new canopy over a 2-lane patient drop off.  This addition will include a point-supported glass ceiling, and entry vestibule.

Comment:  There is a concern that these proposed modifications may alter the historic integrity and appearance of the building.  Also, the report indicates this structurally glazed atrium to be provided at the entrance area at a cost of $200.00 per square foot which is believed to be understated.  This feature will need to withstand the wind loads without any assistance from adjacent structures.  Further it is noted that the atrium is in a high traffic area, susceptible to traffic, vandalism and falling debris.  Replacing the glass over the life of this product can be extensive and quite expensive as well as general maintenance to clean and maintain the glass system. 
Page 135: 
“Floors 5 – 12 will contain single bed inpatient nursing units and associated support functions as programmed.  Due to the narrow width of the existing east and west wings.  There are two options for these floors.  Option 1:  Maintain the narrow wings and construct beds around a double-loaded corridor with interspersed support.  Option 2:  Construct a 20’-0” expansion to the wings allowing a nursing and support core between the bedrooms.  This would add 7,400 GSF per floor.”
Comment:  It appears that the latter option would be the choice for a modern day facility, but this option is not included in the base estimate.  The estimate includes leaving the narrow widths.  This does not seem advisable for a modern facility.  The estimate on page 236 provided as an alternate is grossly underestimated.  The plans would require expansion of 8 floors while the estimate only accounts for 3 floors.  This is new square footage and should be more in line with costs associated with a new facility as opposed to a renovated facility.

Page 135:

“Option 2: Construct 20’-0” expansion to the wings allowing a nursing and support core between the bedrooms. This would add 7.400 GSF per floor.”

Comment: The only feasible way for this expansion to occur is for it to start on its own foundations at grade and be independently supported for gravity and lateral loads. Cantilevering 20’ would be very difficult and expensive.   The costs to achieve this improved nursing unit floor-plate are not included in the base Charity cost estimate being compared to the new construction.
Page 135 and Page 199:

“The entire fourth floor is fitted out for MEP space to support the podium below and the towers above.”
The Air Handler Unit Summary indicates 58 units to be placed on the 4th floor.

Comment:  This concept presents significant challenges that are not present in the proposed new project.  The 12’-6” floor to floor height of the fourth floor is low for a mechanical floor.  If re-framing is provided – which is likely required given the mechanical and electrical loading (electrical switchgear, HVAC units, chilled water piping, etc.) - the added framing depth will impact the available height on this floor or the useable headroom in the floor below.

Each 20,000 CFM unit requires approximately 15 square feet of supply and 15 square feet of return ductwork.  The vertical shaft space required to serve down from the 4th floor is 6900 square feet.  The shaft area required to serve up is 9300 square feet.  The report includes floor plans that identify only a small portion of the required shaft area.

To move air horizontally to the vertical shafts the total cross sectional area of supply and return ducts required for 58 units is approximately 1,620 square feet.  The available clear vertical space between floors is approximately 11 feet.  At 11 feet high the horizontal dimension of ductwork required is 147 feet.  To accomplish horizontal distribution from the air handlers located on the 4th floor either the 5th floor or the 3rd floor should be dedicated to air movement.  The report does not include a reasonable solution.  A new facility would generally provide air handlers located directly above vertical air distribution shafts and distributed to limit the need for horizontal air distribution.  This arrangement is not feasible in the existing Charity as the opportunity for optimally placed new vertical shafts is limited, and they would interrupt substantial portions of the programs.
The cost premium for retrofit work has been identified as 5% over a new project in the report.  Access to the 4th floor is limited and the air handler units will require some level of on-site assembly.  Fireproofing of floor penetrations and shafts, anchorage to floors and ceilings, and the limited overhead space will all add costs to the project.  A premium of 10% for the retrofit HVAC work is a more reasonable estimate for the required premium and there is a substantial risk this could increase.
Page 136:
Fire Pump

“Due to local flood conditions, we will investigate with the local AHJ for approval to locate the fire pump on the 2nd floor, above historical flood water elevation.”  
Comment:  This seems to confirm the ground floor may not be safe from flooding.
Page 151:
 The project team envisions a forty-two month implementation period, including six months in design and a three year construction period.

Comment:  Six months of design is not feasible for an undertaking of this size especially with the amount of additional investigation indicated in this study.  See page 20 comments above.
Page 152: 
Conclusion

“The structural system is sound, and by adding a few beams in certain areas, it will be fully functional.”
Comment:  This report indicates more than a few beams would be necessary, but lacks the specific analysis on the extent of repairs necessary.  There are numerous unanswered questions regarding the structural integrity of the building along with the extent of modifications required to make it fully functional.
“Existing floor plates are workable for a first class healthcare facility and will require only limited additions / infills at the lower podium.  

Comment:  The report indicates additions at levels 1-3 and suggests 5-12.  This is not “limited”.
Page 167-177:

“Big Charity Hospital, New Orleans - Structural Assessment Report Introduction”

“Robert Silman Associates (RSA was requested by RMJM Hillier to undertake a structural assessment of the building façade and the existing structural framing system of Charity Hospital at Tulane Avenue, New Orleans, LA.  RSA was asked to provide a review of the current state of the existing building façade.  In addition, the structural assessment was to both determine the capability of the existing structural floor system to meet the current load requirements set forth in the governing building code for the state of Louisiana and to evaluate the existing structural floor system for the new loads as determined by the proposed new building program.”

“RMJM Hillier provided RSA with copies of existing architectural and structural drawings.  The existing drawings indicate that the original building structure is comprised of a series of closely spaced concrete joist and slab system created by using an inverted “pan” to form the thinner slab between the joists.  This type of floor is called a “pan-joist” system and it typically frames to concrete beams or girders though in this construction it is supported on steel frames.  See the typical floor framing plan in Appendix D.  The steel framed building structure varies from twelve (12) stories to twenty (20) stories at various wings of the building.  The corridors are one-way spanning slabs that vary in thickness from a minimum of three inches (3”) to four inches (4”).  The existing drawings indicate that the foundations are supported on timber piles and that there is a single basement with a twelve-inch (12”) slab on grade.”

Comment:  To meet the requirements of a world class academic medical center and trauma center for the State of Louisiana, current codes should not be compromised.  It is not apparent from the report that the existing facility requirements for wind and floor slab capacity have been analyzed.

The structural assessment in the report does not address code requirements for wind loading nor how this structure will be upgraded to meet these codes. 
· Surviving hurricane Katrina does not equal code compliance for wind standards.  Current code level winds would be 15 to 25% higher than those experienced during Katrina. Hurricane Katrina was a Category 3 storm, the planned new facility is being designed for Category 5 events. 
· The study does not indicate the anticipated design pressures for the subject project, either for the Main Wind Force Resistant System (MWFRS) or for the Components and Cladding (C&C).  The study indicates the intent of the remedial work is that the project will comply with the ICC building code requirements, which the IBC requires design pressures to be determined in accordance with ASCE 7.  The ASCE 7 allows for two methods for determining the design pressures for projects of this type – analytically, or a wind tunnel study.  Because of the shape of the subject project, the height of the building and the surrounding environment, a wind tunnel study may need to be performed to determine the anticipated design pressures.

· The report identifies that windows will meet large missile impacts for openings within 30 feet of grade, and small missile impacts for openings greater than thirty (30) feet of grade.  The new IBC requires 60 feet and even higher if there are ballasted roofs within 1500 feet of the facility.  
· The report does not identify how the existing façade would be sufficient to anchor modern wind-borne missile resistant glazing.  There are concerns of the limestone cladding being capable of meeting the design pressures.  The report indicates the limestone is keyed into the back CMU wall, without any additional fasteners or anchor clips.  Furthermore, the limestone appears to transfer the loads to the MWFRS and is not designed to withstand the lateral loads.  
· The report indicates the limestone does not have a drainage plane behind the limestone.  The report does indicate the limestone will be waterproofed to mitigate the water intrusion occurring at these locations, without removing the installed limestone.  This office is unaware of any clear waterproofing that can be provided as a barrier system on the exterior side of the limestone.  

· It does not appear that any costs for these upgrades are included in the estimate.

Existing Floor Capacity:  Slab thicknesses noted do not meet current code requirements for fire rated floors in hospitals which is typically 4 ½” as opposed to the 3” slab that exists in most of the Old Charity.

· Page 132 offers FRP reinforcement as an option for overstressed slabs.  This product melts away in a fire, which is the time when it is most likely the corridor will be most heavily loaded with evacuating occupants.  

· It will be very difficult to retrofit the existing floor structures for new mechanical spaces as the required capacity of the floor will probably triple.

· The report only mentions uniform load capacity of the existing floor.  Typically in a hospital, isolated large point loads are a governing factor in the design.  This has not been addressed in the report and would likely be another weakness of the existing system.

· The report lists shear check of the existing corridor slab as “N/A not applicable”.  This would be a likely weak link in the design and shear failure is the most dangerous structural failure because it occurs without the warning of significant deflections.
· It does not appear that any costs for this upgrade are included in the estimate.

Page 168:
“According to IBC 2000, (the governing building code for the state of Louisiana)…”
Comment: The report identifies the governing building code incorrectly.  The governing building code of the state of Louisiana is IBC 2006.

Page 169-170

“…the existing floor system is not satisfactory to support the terrace live load.”
“The existing pan joist and corridor slab system at the fifteenth floor is not sufficient for this live load and will need to be remediated either through the use of new steel framing or as previously stated for the corridor slabs, through the use of either Option #1 or Option #2.”
“If the pan joist floors are to remain in place, large openings will have an adverse effect on the load carrying capacity of the floor system and therefore they will need to be carefully located and evaluated and appropriate framing introduced.”
“According to the current program, the entire 4th floor and part of the 12th floor of the existing building will be dedicated to MEP equipment.  From a preliminary layout and initial weights of the mechanical equipment, the floors, especially where the units traverse the corridor slab, will need to be strengthened to support them.”
“New Egress Stairs and MEP Shafts:  New egress stairs are proposed within the existing building structure and also exterior to parts of the building footprint.  Where the new stairs will be located within the building, re-framing and/or re-supporting of existing structure will be required to create the necessary openings.  For new stairs outside of the existing building footprint, new structural framing will be necessary and will likely require new support foundations, except if it can be determined that existing structural elements may be adequate to support them if they are sufficiently reinforced.”

Comment:  This section indicates the extent of structural modifications necessary.  Again, the structural system is one item the report claims is salvageable with little modifications.  This conclusion is without any justification, based on the report’s own findings, and evidences significant additional design and construction timeframes to the restoration of Charity Hospital. 
Page 226 and 235
Comparison of Trade Costs for Charity Renovation with New Building
Description




Charity Reno

New Building

Interior Partitions & Finishes


32,022,815

45,000,000

Specialties




  6,545,000

10,250,000

Equipment & Furnishings


  4,783.500

  5,000,000

Conveying Systems



  7,669,500

  9,000,000

Mechanical – Plumbing


30,600,000

30,000,000

Electrical




87,008,986

90,000,000

Comment:  The estimates prepared in the report use a common basis for the comparison of the two options:  1 Million square Feet. The variance between renovation pricing and new construction is not consistent with our experience.  

· Interior Partitions:  While the report represents the renovation as being less expensive by almost $13 million, we would anticipate the renovation premium to be approximately 5%.  The report underestimates this direct cost by $15.3 million.

· Specialties:  While the report represents the specialties as being less expensive by $3.7 million, we would anticipate renovation costs to be at least equal with new construction.  This report underestimates this direct cost by at least $3.7 million.

· Equipment & Furnishings: While the report represents the Equipment and Furnishings as being less expensive by $.22 million, we would anticipate renovation costs to be at least equal with new construction.  This report underestimates this direct cost by $.22 million.

· Conveying Systems:  While the report represents the renovation conveying systems as being less expensive by $1.3 million, we would anticipate renovation costs to be at least equal with new construction.  This report underestimates this direct cost by $1.3 million.

· Mechanical – Plumbing: While the report represents the renovation Plumbing Systems as being more expensive by $.6 million, we would anticipate renovation premium to be approximately 10%.  This report underestimates this direct cost by $2.4 million.

· Electrical: While the report represents the renovation Electrical Systems as being less expensive by $3 million, we would anticipate renovation premium to be approximately 5%.  This report underestimates this direct cost by $7.5 million.

It appears to us that the renovation of Charity compared to the cost of new construction is underestimated by approximately $30.4 million in Trade Costs.

Page 226 and 235
Comparison of Charity Renovation with New Building
Description




Charity Reno

New Building

General Conditions



5%


5%
GC Overhead & Fee



3.5%


3.5%

Design Contingency



15%


15%

Construction Contingency


10%


10%
Comment: When evaluating the project cost markups on trade costs, we found that the variance between renovation pricing and new construction is not consistent with our experience.  
· General Conditions:  While the report represents the renovation as the same 5% as for new construction, we would anticipate the renovation premium to be approximately 7% due to the site conditions, and unforeseen conditions.  The report underestimates this project cost by 2%.
· GC Overhead & Fee:  While the report represents the renovation as the same 3.5% as for new construction, we would anticipate the renovation premium to be approximately 6% due to the difficulty and risk involved in the project.  The report underestimates this direct cost by 2.5%.

· Design Contingency:  While the report represents the renovation as the same 15% as for new construction, we would anticipate the renovation premium to be approximately 20% due to the many unknowns and investigations yet to occur.  The report underestimates this direct cost by 5%.

· Construction Contingency:  While the report represents the renovation as the same 15% as for new construction, we would anticipate the renovation premium to be approximately 20% due to the many unknowns and unforeseen conditions to be discovered after demolition.  The report underestimates this direct cost by 5%.

· Escalation: While the report represents the design process to be shortened by 12 months for the renovation, we would anticipate the renovation design process to be as long as (and potentially longer than) the new construction design process.   The design process will not be shortened for renovation.  The design process duration could be increased due to the necessary investigation and documentation of existing conditions and materials testing.  At a minimum, the report underestimates escalation by approximately 7%.
Combining the Trade Cost adjustments above with the Project Cost Factors adjustments results demonstrates that it is neither less expensive nor faster to renovate Charity (see table below).   While the report estimates the Renovation of Charity at $483.8M and New Construction at $561.8 M, the adjustments above increase the Renovation of Charity to $614.6M.  The Renovation of Charity exceeds the New Construction estimate by $52.8M. 

	
	
	 CHARITY RENOVATION  
	
	 NEW HOSPITAL 
	 ADJUSTMENT 
	 CHARITY RENOVATION ADJUSTED 
	 DELTA
 

	
	
	 A 
	
	 B 
	
	 C 
	 C-A 

	DEMOLITION
	
	        18,013,596 
	
	
	
	    18,013,596 
	                -   

	FOUNDATIONS
	
	          2,599,522 
	
	          18,000,000 
	
	      2,599,522 
	                -   

	STRUCTURE
	
	        10,136,189 
	
	          26,250,000 
	
	    10,136,189 
	                -   

	EXTERIOR FAÇADE
	
	        15,552,422 
	
	          18,750,000 
	
	    15,552,422 
	                -   

	ROOFING AND WATERPROOFING
	
	          9,426,795 
	
	            2,750,000 
	
	      9,426,795 
	                -   

	INTERIOR PARTITIONS & FINISHES
	
	        32,022,815 
	
	          45,000,000 
	5%
	    47,250,000 
	   15,227,185 

	SPECIALTIES
	
	          6,545,000 
	
	          10,250,000 
	 
	    10,250,000 
	     3,705,000 

	EQUIPMENT & FURNISHING
	
	          4,783,500 
	
	            5,000,000 
	 
	      5,000,000 
	        216,500 

	CONVEYING SYSTEMS
	
	          7,669,500 
	
	            9,000,000 
	 
	      9,000,000 
	     1,330,500 

	MECHANICAL - FIRE PROTECTIONS
	
	          4,037,500 
	
	            3,753,000 
	
	      4,037,500 
	                -   

	MECHANICAL - PLUMBING
	
	        30,600,000 
	
	          30,000,000 
	10%
	    33,000,000 
	     2,400,000 

	MECHANICAL - HVAC
	
	        73,620,282 
	
	          70,000,000 
	
	    73,620,282 
	                -   

	ELECTRICAL
	
	        87,008,986 
	
	          90,000,000 
	5%
	    94,500,000 
	     7,491,014 

	SITE
	
	          2,993,542 
	 
	          21,000,000 
	
	      2,993,542 
	                -   

	
	
	
	
	
	
	
	

	Total
	
	      305,009,649 
	
	         349,753,000 
	
	  335,379,848 
	   30,370,199 

	
	
	
	
	
	
	
	

	GENERAL CONDITIONS
	5.00%
	        15,250,482 
	5.00%
	          17,487,650 
	7.00%
	    23,476,589 
	     8,226,107 

	
	
	      320,260,131 
	
	         367,240,650 
	
	  358,856,437 
	   38,596,306 

	GC OVERHEAD & FEE
	3.50%
	        11,209,105 
	3.50%
	          12,853,423 
	6.00%
	    21,531,386 
	   10,322,282 

	
	
	      331,469,236 
	
	         380,094,073 
	
	  380,387,824 
	   48,918,588 

	BOND/INSURANCE
	2.00%
	          6,629,385 
	2.00%
	            7,601,881 
	2.00%
	      7,607,756 
	        978,372 

	SUB TOTAL CONSTRUCTION COST
	
	      338,098,621 
	
	         387,695,954 
	
	  387,995,580 
	   49,896,959 

	
	
	
	
	
	
	
	                -   

	DESIGN CONTINGENCY
	15.00%
	        50,714,793 
	15.00%
	          58,154,393 
	20.00%
	    77,599,116 
	   26,884,323 

	
	
	      388,813,414 
	
	         445,850,347 
	
	  465,594,696 
	   76,781,282 

	ESCALATION
	13.125%
	        51,031,761 
	20.00%
	          89,170,069 
	20.000%
	    93,118,939 
	   42,087,179 

	
	
	      439,845,174 
	
	         535,020,417 
	
	  558,713,635 
	  118,868,461 

	CONSTRUCTION CONTINGENCY
	10.00%
	        43,984,517 
	5.00%
	          26,751,021 
	10.00%
	    55,871,364 
	   11,886,846 

	
	
	
	
	
	
	
	                -   

	TOTAL PROJECT COST
	
	      483,829,692 
	
	         561,771,438 
	
	  614,584,999 
	  130,755,307 
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