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1.1 Introduction

1.1.1 Purpose of thidusiness case

This strategic outline ase (SOC) sets out the case fdeveloping thePrincess of Wales (POW)
Hospitalsite in Elyand tests the feasibility of different options to expand the number of services
provided from the site whilsalso ensuring that all services operate from fit for purpose modern
accommodation.Theproject described in the SQ€sponds tahe followingneeds:

1 The need to provide modern health and care environments that support the delivery of
joined-up services adescribed in national and local strategy.

1 The need for more physical capacity in Ely to meet anticipated rising demand from the
growing and ageing local population.

9 The opportunity to deliver more treatments and care in Ely thereby helping the C&P acute
hospital sector to freaup space in hospitals such as Addenbrooke to in turn allow acute
based services to expand.

I The need to replace the existing ageing and no longer functionally suitable estate at the
POW Hospital with fit for purpose buildings meetalgmodern standards

The business case takes as its starting point3f€xeveloped in 2017 and the related wave four
funding bid andproposes a preferrewvay forwardcomprising:

1. A new health and care hub.

2. A linked day surgery and therapy unit withirtaimed estate currently forming part of the
POW Hospital.

3. The expansion of the day service including the establishment ofteo@Bward.

A multistorey car park.

5. A land swap betwee@ambridgeshirecCommunity Services (CCS) NHS Tithset POW site
owners)and Palace Green Homes to secure land for the health and care hub in exchange for
part of the existing POW site which would then be redeveloped for housing.

6. The sale of part of the existing POW site for additional housing.

7. The further sale of part of thate for the development of a nursing home.

»

TheCCS Executive Programme Boare asked to approve this SOC paying particular attention to
the proposed shortlist of options to be taken to outline business case.

1.1.2 Structure of thebusiness case

The SOGs consistent with the latest guidance frofine Treasuryon the development of business
casesand useghe five-case model At SOC the business case:

1 Makes the case for change.
9 Tests options that respond to the case for change.
1 Selects a preferred wdgprward using the Options Framework methodology.

! Guide to Developing the Project Business Case, HM Treasury, 2018
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1.1.3 Supportand approvals

The business case requires formal approval by CCS and once received, will be shared with
Cambridgeshire and Peterborough Sustainability and Transformation Partnership (C&faSiéets

to gain their support

1.2 The strategic case
The strategic case demonstrates that the proposed investment to create a local health and care hub
in Ely responds to both national policy and local need.

1.2.1 Need

The POW Hospitais located in the north of the i of Ely in the districof EastCambridgeshire

Whilst there is no defined catchment area as such for the hospibple attending the POW will
come broadly from the East Cambridgeshire distrishich has a population of just under 90,000.
East Cambridgeshirbas the lowest population density i@ambridgeshireand the rurality and
associated poor public transport, does create challenges in delivery of and access to, public services.

Thelocal population has a similar age profile as the cguarid England as a whole. Cambridgeshire

and Peterborough is an area of high population growth as evidenced in historic trends and forecasts

of new house building andvhilst East Cambridgeshire has experienced low growth relative to the

rest of the couny in recent years, its predicted to have the second highest level of proportional

growth (+25.4%)f any Cambridgeshire district between 202636 with older age groups growing

at the fastest pace.This growth in the older populations expected to leadb a significant increase

in demand for health and care due to the correlation between ageing, the likelihood of having one
ormorelongi SNY O2yRAGAZ2Y & | YRk 2 NJ YRSeddifdr yiealth arid 8areOft | & & A
services isalsodetermined ly socieeconomicfactors. [Rprivation is low in East Cambridgeshire

with none of the local electoral wards being witlire most deprived fifth (20%) of areas nationally

There are significant plans for new housing across the coanty three of the coui @ Qa4 H O
development sites are in East Cambridgesltared a fourth is nearby in Chatteyis The district

O 2 dzy 2aofFigraYear Land Supply Repaets out a requirement for 3,610 (+9.5%) new homes
over the five years to 31March 2024. Land supplyas been identified sufficient to deliver 4,772
homes in the first five years (and a further 5,182 homes in the 15 years from 2024 to 2038). A large
proportion of the available supply is linked to major developments most of which are in the north of
Ely orLittleport. The Ely developments are relatively close to the hospital and are of sufficient size
to warrant additional primary care capacity.The local council recognises thmportance of
expandinghealthcare facilitiesn response to population growthnd suppors the redevelopment of

the POWsite. The councihasalsoconfirmed that community infrastructure levy (CIL) monies are
likely to be available as a contribution to the costs of any new healthcare premises.

1.2.2 Curent service provision
The following NHS organisations provide most of the NHS commissioned Beatihdary care
services for local people:

9 Cambridgeshire Community Services NHS TthetTfust also owns the POW Hospital and
site).

2East Cambridgeshire District Council, April 2020.
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9 Cambridgeshire and Rsborough NHS Foundation Trust (CPFT) which provides mental
health and community physical health services. This trust operates the ward at the POW as
well as local neighbourhood teams which combine mental health and physical health
clinicians.

 Cambridgeyy A GSNRAGE | 2aLAGEFEA bl { C2dzyRIGAZ2Y ¢ NMza
Cambridge.This trust provides outpatient clinics and day surgery at POW.

General medical practice and pharmacies across the CCG are organised into primary care networks
(PCNs). There are seven general practices in East Cambridgeshire (and one private GP) and 12
pharmacies. Cambridgeshire has 2,236 people per-filie GP, whichs worse tharmost CCGs in
England and the CCG also faces a greater challenge than most CCGsinggandageing GP
workforce with almost 26% of GPs being aged 55 or‘ovaithough both metrics relate to the CCG

as a whole, this does indicate lotgym sustainability challenges for primary care provision which

will only become more challenging withelgrowth in the populatioracrosshe district.

The POW Hospital is a key venue for the delivery of community health services and services currently
provided from the site include rehabilitationward, day surgery, minor injuries, a GP practice and

primary care out of hours, outpatients, physiotherapy, nepggchology and community teams.
Nevertheless,lte overwhelming majority of people requirimgcondaryhealthcare travel out of the

immediate area to receive treatmenivhether planned activities suchsasurgery, outpatients and

planned diagnostigor urgent and emergency activities such as A&E attendance anetlrotive

hospital admissiont KS f | NASaid Ft2g¢a NS (2 ! RRSyoNR21SQa |

Cambridgeshire County Council commissions, amdsome casg provides, social care fdocal
people. TheO 2 dzy AalttSErE@l Care Market Position Statement for 201&tHes thatacross the
county the cost of livingas well as the high cost of lameans there are currently a comparably low
number of care bmes able to manage the residential, nursing and dementia needs of service users
and that this is impacting on the level of choice available to individuals and the financial cost of
placements to thecounty council. The East Cambridgeshire area is pdaitushort ofnursing and
nursing dementia placements (the more complex end of care home provision), homecare capacity
and has a shortage of personal assistants. In respémseounty council has agreed a requirement

for a 65bed nursing care home in Ely and is exploring the opportunity to develop such a facility on
the POW campus.

1.2.3 The public sector estate in Ely

Public sector services operate from a relatively limited esiatthe city with the hospital beindpy

some way, the largest facility apart from local schools. This limits alternate site options except if the

local authority were to incorporate a new hospital into housing development ptahsk S O 2 dzy OA f G
expressedoreference is to retain health services on their current POW Hospital She. DW was

built in 1939 the site extends t03.4 hectares and providesapproximately 6,500 of space

Situated within an urban location the site is surrounded by housingldprent to the north and

west (including 35 units of extra care living known as Baird Lodge) and public open space to the east

and south. Arrangements for use of the hospital by organisations other than the ov@@$ are

¥ NHS Digital. 2019
* NHS Digital, 2019
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historic and varied (a mix of lees and licences) and these do not act to support moves to better
integrate services. The range of services based at the POW has sometimes grown by accident rather
than design with the opportunity to develop the hospital into mtegrated servicdub, notfully
delivered.

The buildings were originally designed to provide whaded acute care to inpatients and as such do
not lend themselves easily to the outpatient or day service activity that is the basis of a large
LINR LJ2 NJI A 2y 2 FcorinuRiti:basldi cary gaBsaygThese pathways require spaces
that can be flexed to meet the needs of individual patients (e.g. providing extended opening hours)
or to accommodate different styles of delivery such as grbaped therapy. The layout of the
hospital is extremely inefficient and incompatible with modern service delivery models and
accommodation standards.Accommodation isalso highly segmented with excessive circulation
space. The current configuration of loagarrow exward buildings withmultiple small spaces often
leading on from each otherestricts professionals from offering these new ways of working to their
patients (or rather restricts the extent that they are able to do sbhere is one relatively modern
building dating from 189, which accommodates three day theatres (only two are currently used)
and some therapy spaceSitewide backlog maintenance costs are estimated at £1.6m with a
further £4.5m forecast for the next five years.

Adjacent to the hospital are land and buiigs that are being redeveloped by Palace Green Homes
(PGH) CCandPGH have exchanged legal contracts to formalise a landswap. The land acquired by
CCS will allow a new healthcare development to be built with no interruption to the provision of
service. CCS will use a surplus part of the site in lieu of payment for the land it acquires. PGH will
then develop the land it acquires from CCS for housing.

1.2.4 The national policy context
The NHS Long Term Plan (LTP) sets out the priorities for healthcare over ttennyedrs

1 Increasing the focus on population health and partnership with local authkfuntgied
services through integrated care systems (ICS).

1 . 22ai AyK2 &RNzel and) enddhy the historic divide between primary and

community health services.

Redesign to reduce pressure on emergency hospital services.

Giving individuals more control over their own health and more personalised care.

Mainstreaming digitally enabledrimary and outpatient care.

Better care for major conditions.

=A =4 =4 =

Ly hOG206SN) Hnun b Diagndtys Recoydy ahddrerssan KeseBantifends
that emergency and elective diagnostics should be separated where possibtheandtablishment
of Canmunity Diagnostic Hubs (CDH) serving populations of approximately 333k pdd@e?OW
already provides many of the diagnostic modalities required in a ©€B¥ng it well placed to
become the CDH for the north of the county

In March 2017 Sir Robertalor published his revietinto the NHS estate which sets out how the
NHS can release up to £2bn of surplus estate to fund the investment required to support plans set

> NHS Property and Estates, Sir Robert Naylor, March 2017.
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out by STRsthis project delivers against the Naylor ambitiorisooking beyond the N& the One
Public Estate programme is a national programme which seekisetde economic growthdeliver
more integrated, customefocused serviceand generate efficiencies, through capital receipts and
reduced running costs in line with the Carter Rewrecommendations.Locally the OPE focus is on
seeking opportunities to share estate across public sector partners.

At both a national and local level, it is recognised that improving the NHS estate is a key enabler to
being able to deliver the new metk of care outlined in the LTP. There is an explicit awareness that
this investment is not just needed to improve or extend existing facilities to bring them up to
modern standards and meet increasing demand, but also to be able to develop new spdces tha
have the flexibility to accommodate new mutlisciplinary teams, innovations in care for patients
and the increasing use of technology in healthcare deliveifigeflecting national policy,he
redevelopment of the BW site has beetiormally identified and confirmedas a C&P systepriority

project in the STP Estate Plan.

1.2.5 Localhealth and carestrategy
Cambridgeshire and Peterborough is one of the most, if not the most, challenged health systems in
England. The ST&d response is a programme of wavkich has ten priorities for change.

Figurel: STP priorities for change

Priorities for change 10-point plan

. 1. People powered health and wellbeing
At home Is best 2. Neighbourhood care hubs
Safe and effective 3. Responsive urgent and expert emergency care
hospital care, when 4. Systematic and standardised care
needed 5. Continued world-famous research and services
We’re only sustainable 5 Erieshis e
together
7. A culture of learning as a system
. 8. Workforce: growing our own
S rted del
Upported deflvery 9. Using our land and buildings better
10. Using technology to modernise health
¢tKS aeaisSyYy KIFa FR2LIWGSR | atfl OS . I aS#titslpliisINE I OK ¢
GKFG F20dza 2y LINRAR Yl NB | Yy R alp@dstinhdzgebdiaphicl enit such | Gt |

as Ely, with a population of 30,000. EackPlac& will have services delivered through PCNs and
AYGSaANF SR ySAIKo2dzZNK22R GSIyYa ¢gAGK fAyla G2 GK
authorities.
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Figue 2: The C&P Place Based Approach

Place Based Approach

+ A collaborative approach to improving the health, wellbeing and quality of life for our population.
+ Achieved by working together to create a focused and local approach to service design, delivery and improvement based

of the needs of the local population. A single view of the place will be created through shared intelligence and

understanding of local issues.

Is registered to and around the PCN geography.

+ The placed based approach will have a common geographical boundary of 30-50k, based on the GP practice the resident

: Integrated
Primary Care Networks Think Communities Neighbourhoods

A group of GP practices
working together to cover
communities of 30-50k.

Will focus on improving primary
care services, making General
Practice sustainable and
primary care collaboration with
wider health, care and voluntary
services.

This is a national initiative, more
information is available here.

+ Wil fundamentally change the

relationship and culture between
the Public Sector and
communities by transforming the
way the public sector delivers its
services by working in places of
30-50k.

+ Builds upon the strengths and

specific issues within each place
and work with communities to

and integrated care to

people well and out of

With PCNSs as their cornerstone,
the Integrated Neighbourhood
will work together to cover the
same community of 30-50k.

+  Will bring together community
social, secondary care,
health, voluntary and wider
services to provide proactive

communities which keeps

mental

local

hospital.

improve lives.

¢tKS t/b StSYSyld 2F GKS tft10S .IFaSR ! LIWNRI OK A&
includes extended access and extended hours in primary care, as veglhascingprimary careto
redesign outpatient and the urgent care pathvedy 22N]JAy3 Ff2y3JaArARS t/
FftAlFyOSae SKAOK ONAYy3I G23SGKSNJ GKS LINEPJARSNER
alongside the PCNgEly is part of the South Alliance.

ba
g |

The 2OFf | dziK2NRAGASAQ C¢KAY]l /2YYdzyAdGASa AYyAGALF GA
FffAlFyOSa (2 ARSYGATE AYyGSaANIGA2Y 2L NIdzyAldASac
services they provide and / or commission can be further irstesgt with NHS services to improve

the support available to help people remain living in their own homes.

Investing in a modern, fit for purpose estate is regarded as a key enabler to these plans and the STP
estates plan highlights the community hospitaisEly and Wisbech as being the sites with the most
potential to be transformed into neighbourhood hubs and the sites most in need of investment to
resolve existing condition and functional suitability problems.

1.2.6 Covid lessons

The Eastof Englaridf A yAOFt { Syl S Kl & LlzoftAaKSR fyheAyAGAL
report makes several recommendations divided between changes arising from the Covid experience

0 KI aK2dzZ R 0S &l R2LJI SRé LIS NNhegeSedrinfsanust e ot LG SR ¢
into the design of new health and care buildings.

1.2.7 Summary case for changend vision for a health and care hub

¢tKS d2aidSYy Olyy2i aR2 y20KAy3a¢ Ay NBalLRyasS a2
are population growthjntegration, estate and financial imperatives to do something radical to alter
how services are delivered and this requires investment in the estate.

aF

®The Regional COVI® pandemic response and system learning. What have we learned about how health care can be
delivered during the last twelve weeks? The East of England Clinical Senate.
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The C&P system is already one of the most challenged in England and the pressiicgmted as a
result of one of the fastest growing populations in the countnyake it all the more difficult to
implement the new models of care called for in national poli€he existing hospital facilities at the
POW are out dated; they are not functionally suitable feydern health service delivery anelven
though CCS has maintained the buildings to the best of its ability, backlog maintenance
requirements are accumulating and the Trust is increasingly firefighting through reactive
maintenance issues. The hospitahis longer fit for purpose andjiven the projected population
increase of 25% across the district, the ageing physical environment will increasingly fail to meet
demand.

Community hospitalssuch as the POW, have always played a role as a local caia théowider

NHS system, but the role has been piecemeal and, despite policy for the last 20 years or so being
focused on reducing the use of acute hospitals, the development of community hospitals into hubs
has been hampered by organisational autonomy andck of joineelp systemwide planningThere

iS now an opportunity to change this because theve towards ICEreates a structure to promote

integration and joineelip planning. This is very important for the C&P system becaus& / | | Qa

plans to redeelop its estate to provide more tertiary services such as cancer and paediatrics are to
ddzO0OSSRx OF LI OAGe Fd ! RRP yashBnhipReR @thedsystern achieSeS R
' YSFEYAYy3ITFdzZ Wi STl aKATGQ ocal Eommubilies @dludigg in duibs. 2 F
Our plans for Ely therefore deliver on the need to make primary care more resilient, but also provide
the estate needed to enable a managed transfer of meaningful levels of activity away from acute

hospitals.

To date although a large number of services are currently locateditm their celocation in itself

has not led to greater integration. The layout of the hospital is traditional with each service having
its own demise and no incentivisation of integratiomabgh the use of shared space; site occupancy
arrangements can also act as a barrier to occupation by services other than those operated by the
site owner. Although there is a primary care presencesit® both in and out of hours, much more
could be doneby transferring much of the second Ely practices activity to the site and by using the

aA0S Fa GKS @SydzS F2NJt/ b abd aolrtsS aSNWAOSaé o

essential to being able to meet rising demand and the expectatadprimary sector set out in the
LTP, and will help make local primary care sustainable in the face of the area having an already low
GP to patient list ratio and having a significant number of GPs approaching retirement age.

By colocating at scale mary care services with team bases for local community health, social care
and mental health teams, the triple integration of primary and specialist care, physical and mental
health services, and health with social care, could be facilitatdelw provides and partners, such

as the ambulance trust, local authority services or the third sectaid be encouraged to deliver
part/all of their services from the same site, so that the hospital becomes a truestope care hub

for local people. The site als offers the opportunity to support the redesign of urgent and
emergency care pathways across the system by providing facilities to bring together same day
primary care, primary care out of hours, the MIU/UTC, diagnostics and the joint health and social
savice emergency team. By enabling these services to share space the urgent care offer to local
people will be enhanced which in turn should result in more people accessing urgent care in Ely
instead of travelling to Cambridge.

14| Page
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The existing hospital aldwsts a wide range of outpatient clinics, most of whelthough physically

present onsite, could be much better utilised only one in 20 outpatient appointments for local

LIS2LX S KIFLIWISYy 4G GKS th2o ¢KS aAlS@geryésdsoN) Si  a
low creating a huge opportunity for the system to repatriate activity from acute hospital settings.

¢CKA& NBLIGNRFGAZ2Y A& | ,difassaimedRiggiul sAifRolNactivigg Sutagi @ 4 G S Y
acutes, hospitals such as Addenbfo8§ Qa gAff 06S dzyl ofS G2 RStAGBSNI G
GKS Y2NB &LISOAFfA&G 62N] Syoralr3asR Ay /! 1 LXIya

Although patient flows are far more modest, a redeveloped POW could also contribute tgigigiy
| AYOKAY3IOoNR21S YR vdzSSy 9tATI0oSGK | 28LIAGIE ST YAy

The current site extends to 3.4 hectares and because of theikewsprawl of hospital buildings, the

site is not particularly wellitilised. Land disposal is, therefore, an opportunigreby fitting with
national policy, as per Naylor and making a substantial contribution towards achieving the delivery
of new homes in Ely.

Land disposal opportunities are not limited to housi@CS is aware that tteeis a shortageof
nursing care homeapacity in East Cambridgeshire and that previous site seacdmekicted by the
county council have not resulted in suitable sites being identified. There is, therefore, also an
opportunity for some of the surplus land to be sold for the developmena afare home. This
development would create an option of transferring the 16 community beds at the POW Hospital
into improved accommodation within a new nursing home:rdach from the local neighbourhood
team based out of the POW health and care hub wdben be possiblelt is worth noting that for

this option to be satisfactory, the 16 community beds would be developed as a standalone ward
GAGKAY GKS OFNB K2YS o60dzAfRAY3I NIGKSNI GKFy GKS
provider. The intetion is for the NHSrovider trust to occupy a separately demised area from
which it would continue to provide intermediate step down and rehabilitation services.

The opportunities described above have been available in the past and national policy has
en02dzNF 3SR WOIFINBE Of 2aSNJ) 2 K2YSQ F2N) a2YS (AYS:
into meaningful change in the past because of the structure of health services being fragmented
between organisations previously encouraged to compete as mucbliborate. The introduction

of STPs and the move towards an ICS provide a key enabler to transforming the POW into a system
hub able to offer part of the solution to the challenges facing services throughout the whole system.

1.2.8 Response to the case for ahge
The outcomes the STP wants to achieve from the project are:

1 Improved clinical outcomes of the local populatitmough the adoption of more joinedp
models of urgent and planned care

1 More peopletreated closer tohome resulting from new integrated care models supported
by a sufficient communitpased workforce to enable peopl&ho can be cared for in their
own home to be so, and to repatriate services from acute hospitals to community hubs such
as that proposed for it

1 Improved management of longerm conditionsthrough the provision of care that is better
joined up facilitated in part, by a fit for purpose estate.
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9 Value for money as represented by the optimal balance of investment in new estate and
service models geagainst savings from no longer operating an old estate and quantifiable
wider benefits to the system and society resulting from the proposed hub.

The aim of the investmentis WR S @St 2 Udcal heajthSamd carehub which will provide
accommodation fora wide range of health and related services for people living in and close to
9feQod

TheSMART investment objectivés this projectare:

1 Objective one- to facilitate the introduction of new models of care as set out in the STP's
Of AYAOLI € Y2830 ¢ GAZISAdZRBAWANFLIOZ t AVESARY (G RFY Q
specialist care, physical and mental health services, and health with social care

1 Objective two - to provide accommodation that is accessible, high quality and fit for
purpose. This shodtake into consideration: physical location; parking and building access;
and flexible design.

9 Obijective three- to deliver sufficient physical capacity to meet the forecast health needs of
the growing and ageing population.

9 Obijective four-to enable tke transfer of work done elsewhere back to Ely.

Objective five- to release land for development in support of local housing plans.

1 Obijective six to maximise estate value for money by optimising clinical use of new facilities
e.g. achieving at least 75%tinical use for new facilities, 85% utilisation of clinical space
Monday to Friday % and additional out of hours use over the current baseline.

=

1.2.9 Risks
The key risk$o delivery are

Tablel: Summary of key risks
Risk Mitigation

Lack of available capital / capital affordability 91 Design incorporates shared, flexible u
space and minimises number of ring
fenced rooms

1 Maximise use of existing
accommodation if fit for purpose

91 Modern methods of construction to
keep costs under control

1 Intention to bid for NHSEI funding e.g

Wave 5
1 High priory scheme within STP (local
support)
Revenue affordability 9 Existing estate costs released

T Hub will facilitate new models of care
and encourage joint working
1 Avoids backlog costs and lower cost
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Risk

Mitigation

thano dzA f RAy 3 | 4 ! RR

Scheme not approved by NHSEI / delays in 9 Liaison with NHSEI from SOC
securing approvals from NHSEI

Redevelopment takes longer than expected 1 Project management processes
Design requirements change because of 1 Involvement of service leads in desigr|

changes to serviceequirements

Facilities designed before implications of 1 Design team keeping close to emergif
changes arising because of CeYlare fully Covid lessons

understood

Scheme does not receive planning consent 1 Preappliation submitted

9 District Council is supportive

Logistical challenges in executing 1 Land swap enables development to

redevelopment on site

take largely a turnkey approach

1.3 The economic case
At SOCHhe economic case demonstrates that tfieusthasa viableset of options that can deliver
the project objectiveg i KS WaK2NIi fAaiQ 6KAOK gAftf 08

1.3.1 The 2017 SOC

In the 2017 SOC the following options were longlisted.

Table2: 2017 SOC options

Option number

Do nothing

Description

The hospital would continue to operate its current services and
models of care from the existing buildings with minimal change.

Do minimum

Retain the existing hospital buildings and maintain/update space
required

Option 3

Rebuild all exising services to modern HBN compliant standards
(except day surgery which is already in a modern facility).

Creates docalcommunity hub includingurgent treatment centre,

fully integrat Cathedral SurgeryRerovision of one intermediate
care ward. Genég clinical, diagnostic and administrative space

would be clustered appropriately.

Option 4

l'a LISNJ hLIWiA2y o odzi I taz2z AyoOtf

18y ¥
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Option number Description

L

Option 5 As per Option 4 except beds. Beds purchased from a care/ nur
home provider.

Option 6 As perOption 3 except beds. Beds purchased from a care/ nurs
home provider.

Option 7 As per Option 4, but expansion of the Addenbrookes day surger,
unit on site.

Since the SOC was approved by the CCS Board in RBBEI has published new business case
guidance which increases the level of detail required at SOC and which mandates the use of the
options framework to determine the shortlist of options to be appraised at OBC. Because the
options framework was not useat SOC in 2017, we have refreshed the §@t results of this
process are described below.

1.3.2 Longlist to shortlistc the options framework
The choicegelating to this stage of the POW project and which are tested using the options
frameworkare:

1. Choiceof delivery model for inpatient services.

2. Choice of service scope i.e. whiather services should be accommodated in the niewb
facility.

3. Choice of the extent of day surgery done at the POW.

4. Choice of location for the new facility.

The options under eackhoice are tested against the projettvestmentobjectivesand critical
success factorsCSHsand options that fail to meet objectives and CSFs were eliminated; those
meeting both have been shortlisted to form part of the OBC optiofise outcome of th options
frameworkappraisal othe longlistfor each cloice is thencombined to derive a shortlist of options
for the OBC.:

1 BAU (as the comparator ontythis option does not deliver the investment objectives)

1 Option 1 ¢ Expandedservice scopewith St a I N} With expanded day surgery and
inpatient bedson mix of current site andMOD land adjacentL00% new build)

f Option 2 ¢ Expandedservice scoped A G K  { § with ledpBn@ed day surgery and
inpatient bedson mix of current site andMOD land adjacanto POW Hospitaimix refurb
and new build).

f Option3 ¢ Expandedservice scopeg( A G K { Yiwita éxpaBdediday surgery, but without
bedsmix of current site andMOD land adjacen(tL00% new build)

f Option4 ¢ Expandedservice scopeg( A (i K { iwitla dxpaid€nizday surgery, but without
bedson mix of current site andMOD land adjacent to POW Hospifalix refurb and new
build).

The table below illustrates the commonality and differences between the options.

18| Page



Table3: Summary @ options

Option Urgent | Expanded| Expanded Expanded 100% | Element
care day care | outpatients diagnostics new of
centre build | refurb
BAU P X X X X X X P
Option 1 P P P P P P P x
Option 2 P P P P P P x P
Option 3 X P P P P P p x
Option 4 X P P P P P x P

hLliA2zya W FYR n FNB STFSOUAGSt e dkeloily difddnieT SNNBR
between these two options is the location of the 16 rehabilitation bedsin.¢he new health and
care hub or in the new careome on thePOW campus.

The rationale behind the shortlist of options is that:

T ¢KS {4 al NEQAa LN} OGAOS oFftf 2NJLINLO A& Ffgl
1 Expanding day surgery fits with STP strategy so is within all options.
1 The site is always a combination of the existing POWpltl site and adjacent edOD
land.
T ¢KSNE A& || OK2AOS la (2 6KSUKSNI 0SRa& FNB Ay
be in the care home on the POW campus site).
1 There is a choice about the mix of hew build and refurbished buildings.

1.4 The conmercial case
The commercial case sets out procurement and contractual issues associated with the preferred
option. At SOC it is a relatively short discussion of potential issues.

1.4.1 Land issues

CCS and PGH entered into land swap and leaseback agreemeti& Gctober 2020 under which

the two parties swap two parcels of land (parcels A and B) with CCS taking out a lease on Parcel B for
four years. The map below illustrates the two parcels of land swapped:

9 Parcel A outlined in blue is the plot on which thecial club is situated this land has been
acquired by CCS.

1 Parcel B outlined in pink was transferred to PGH and is being leased back by CCS for four
years.
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Figure3: The land swap

i

The acquisition of Parcel éombined with aghcent existing areas of the POW site, creates a
developable plot of land sufficient for CCS to build the new hub.

1.4.2 Scope of works to be procured
The scope of works:is

The constructiorand fit out of the new local health and care hub.

The construction o& multistorey car park.

Refurbishment works on the retained day surgery centre antbcated therapies suite.
Associated site infrastructure works.

= =4 =4 4

The scope of works does not apply the proposed nursing home or any potential phase two
expansion of the halth and care hub.

1.4.3 Procurement options
There are a wide range of procurement options open to the trust to deliver the project. The options
can besummariseds:

1 An open tender.
1 The use of a framework.
1 The use of competitive dialogue.

The procurement routavill be confirmed at OBC.
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In accordance with guidance, Modern Methods of Construction (MMC) are presumed for this
project. It is expected that maximum practical use will be made of offsite manufacturing of
components and modules, for transport and as$dyron site.

1.4.4 Planning permission
The Trust submitted a planning pagplication in August 2@R

1.5 The financial case
The financial impact of each shortlisted option on the system will be determined and appraised as
part of the work on the OBC.

1.5.1 Capital cets and revenue consequences
CKS AYAGALFE Ay@SaityYSyid oOFLRAGIE O2adGdav KlFa o
(options 1 to 4) above. The table below shows the inclusions and exclusions from the costing.

Table4: Initial capital cost estimate

Total capital  Capital at| Equipment Contingency  Optimism

2RI & Q3 allowance bias
BAU £9.33m
Option 1 £70.7m £60.5m £3.3m 6% 5.3%
Option 2 £54.7m £47.6m £2.5m 6% 6.9%
Option 3 £65.9m £56.4m £3.2m 6% 5.3%
Option 4 £50.0m £43.5m £2.3m 6% 6.9%

The revenue consequences (capital charges) of the investhaam beerestimated as per the table
below ¢ numbers are presented without any MEA adjustment.

Table5: Revenue consequences oépital investment

Total capital PDCint @ 3.5% Depreciation pre = Total capital
MEA adjustment charge pre MEA
adjustment
BAU £9.33m £0.32m £0.41m £0.73m
Option 1 £70.7m £2.5m £2.4m £4.8m
Option 2 £54.7m £1.9m £1.8m £3.7m
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Total capital PDC int @ 3.5% @ Depreciation pre = Total capital
MEA adjustment charge pre MEA

adjustment
Option 3 £65.9m £2.3m £2.2m £4.5m
Option 4 £50.0m £1.8m £1.7m £3.4m

The cost pressure associated with capital charges on the new asset shown in the table above will be
offset, at least in part, by capital charge savings on the existing buildings. Any net book value
remaining on existing assets will need to be written off as an impairment against the CCS statement
of comprehensive income.

At this stage it is not possible to confirm the affordability of this scheme in capital terms. This
business case is being prepared tmwallthe STP to submit a bid for capital funding in the next
funding round ¢ whether that be through the STP Capital Programme, Health Infrastructure
Programme or other source of central government fundit@entral funding will be needed for the
bulk of theinvestment needed, but additional funding sources are available:

91 Developer levy as noted earlier, the East Cambridgeshire District Council has offered £1.1m
CIL funding for the scheme.

9 Land sale receipts CCS intends selling part of the existing lanhtha POW for housing and
a second plot for the new care home (see above for discussion on demolition and preparing
land for sale).

1 Internally generate capital from CCS and potentially other system partners.

1 Primary care funding sourcesalthough theETTF is ending, any new primary care capital
funding routes could be a source of a contribution recognising the primary care elements of
the scheme.

1.5.2 Other revenue costs
The new hub creates opportunities for efficiencies in administrative services ramgmgédception
costs to sharing of back office servicghese will be considered at OBC.

The new hubalso provides an environment to support changes to pathways. The financial
implications of pathway changes are out of scope for this business case dacdpé impact of
carrying out more day surgery at the POW. The financial impact will need to be wakeg CUH

as part of the OBC.

1.5.3 Future charging arrangements

The OBC will also need to consider how the ongoing operating costs of the new hub arpaia be

for. The new hub will be owned by CCS, but it is a system asset making it important that financial

F NNJ ya3SYSyida F2N) dzaAy3d aLl OS Ay GKS Kdzo ¢2N] T2
other health communities have failed as a resdlsbortterm financial decisions made by individual
organisations which destabilise the financial viability of individual assets, often by leaving the
landlord with void risk and these decisions have often caused an overall cost pressure to the
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taxpayer. The financial viability of the hub relies on embedding the concept of the Cambridgeshire
Pound and the associated focus on costs to the system or taxpayer rather than costs to individual
NHS bodies. The inclusion of two primary care practices in thedudib@nplications to be resolved
because of Primary Care Premises Cost Directions which set out how costs borne by practices (which
are independent businesses) are reimbursed by the NHS. Potential charges to social services and
other council funded serviseadd further complication. At this stage, the system needs to commit

to working through these issuess part of the ICS restructuriggnd a principle of not passing undue

risk to CCS as the property owner

1.6 The management case

ThePOW project is led by theOW Project Board which includes representatives from all affected
organisations. Reporting to the Project Board is the POW Project Team.

The project board is responsible for:

1 Overseeing the implementation of theO®V redevelopment project.
9 Supporting te STP Estates Group by monitoring the delivery of tB&/Redevelopment
project which is a key service development in the STP's strategic plan.

The keyprojectmilestonesare shown in the table below.

Table6: Project milestones

Activity Milestone date

Strategic Outline Case completion

November 2020

Outline Business Case completion

January 2021

Planning submission

January 2021

Concept Design

Until February 2021

Planning approval

April 2021

Detailed Design

March to Septembe2021

Full Business Case completion

September 2021

Start on Site

December 2021

Construction completion

October 2023

Trust commissioning

October 2023 to December 2023

L dAt RAKBS@AD?2

December 2023

1.7 Conclusion

This ®Cdemonstrates that there are at least four realistic and achievable options by which the
POW projectobjectives can be delivered and the strategic development of servic&lyitaken
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forward. This will represent a major contribution to tI@TR a & ( iedpans® Jortlie case for
change set out in this document

The Project Boardnow requests approval to move forward ©©BC at which stagihe shortlisted
options will be workedup in more detail and carry a full cebenefitrisk appraisatarried outto
determine the preferred optiorto deliver the POW redevelopment project
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2.1 Purpose of thidousiness case

Thisstrategic outlinecase 80C)has been written foCambridgeshir€ommunity Services (CCS) NHS
Trustandthe Cambridgeshire arfdeterboroughSustainability and Transformation Partnership (C&P
STP) The SOC sets out the case for developingRhni@cess of Wales (POW) Hospstiéd in Ely and
tests the feasibility of different options to expand the number of services provided fhansite
whilst also ensuring that all services operate from fit for purpose modern accommodation

Theproject described in this SG€sponds tahe followingneeds:

1 The need to provide modern health and care environments that support the delivery of
joined-up services as described in national and local strategy.

1 The need for more physical capacity in Ely to meet anticipated rising demand from the
growing and ageing local population.

9 The opportunity to deliver more treatments and care in Ely thereby hglphe C&P acute
hospital sector to freaip space in hospitals such as Addenbrooke to in turn allow acute
based services to expand.

I The need to replace the existing ageing and no longer functionally suitable estate at the
POW Hospital withitffor purposebuildings meeting all modern standards

The business case takes as its starting point3&xeveloped in 2017 and the related wave four
funding bid andproposes a preferrewvay forwardcomprising:

1. A new health and care hub.

2. A linked day surgery antherapy unit within retained estate currently forming part of the
POW Hospital.

3. The expansion of the day service including the establishment often@Bward.

A multistorey car park.

5. Aland swap between CCS (the POW site owners) and Palace Green bleemsé land for
the health and care hub in exchange for part of the existing POW site which would then be
redeveloped for housing.

6. The sale of part of the existing POW site for additional h@usin

7. The furthersale of part of the site to Cambridgeshireuity Council for the development of
a nursing home.

»

The CCS Executive Programme Board are asked to approve this SOC paying particular attention to
the proposed shortlist of options to be taken to outline business case.

2.2 The Trustand the STP

CCS became ammunity NHS Trust in April 20Bhd provides a portfolio of predominantly high

jdzt t AGe AaLISOAFfAAG &ASNBAOSa® CKS ¢NMzA(Qa GAaAz2
the diagram below.
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How our vision, values, objectives and behaviours fit together to

support the delivery of high quality services Cambridgeshire

Community Services
NHE Truat

The investment recommended in this business case will help deliver against all four Trust objectives
and the development and operation of the new hub will be guided by the behaviours set out above.

The Trusbperates a diversportfolio of servicesall of which will have a relationship with the health
and care hub either as a point of clinical delivery or an administrativebase { Q L2 NI F2f A 2

below.

Bed Ao high i iorsia i) Our values iz St
-unnllnntl‘»h auality care o the b gy ko
organisation erse Be

s Our behaviours

Our Objectives

Be honest
Provide outstanding S:mmumrtmb:. ::::
and transparent

Be Be

responsible welcoming
Seek help, share Emputhise
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learn from
each their care

communities we .
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lives better
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nnovale and be »
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Be an excellent
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Figure5: CCS service portfolio

Adult services

District nursing/
community matrons

Specialist nursesdong
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surgery - MOS

only

Musculoskeletal services L J L]

Sexual health services
Children’s services

Health visiting

Schoal nursing

Therapies
Community nursing
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Community
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Family Nursing
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National Child
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Programme

Schoal immunisation
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Emational Health and
Wellbeing senvice
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(see note)
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(see note)
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(see note)
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provided at a regional level and are predominantly focused on preventative care, funded by public

health commissionersThe Trust receives income fronrelativelylarge number of commissioners

as shown below.

Figure6: CCSevenue by commissioner

2020/21 Revenue by Commissioner (£000's)
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Morfolk County

ps : £20,242
Coundl

Cambridgeshire &
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East London FT £16.623

By
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E
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=

Crher

Suffolk County -
Coundl £4,654
Luton Borough
Coundl

-
@

Cambridgeshire &
Paterborough FT

MI
o

n
B

Bediford Coundis

Milton Keynes
Coundl

Health Education £
England

Peterborowgh City £1.450
Coundl i

CCS is currently planning and delivering to a balanced position with the potential to deliver a small
surplus. This is in line with previous yefinancial delivery where the Trust since it was established

in 2010 has delivered a surplus position. The Trust has a good track record on ensuring it gets the
best return possible from its infrastructure and over the last six years has invested funthi@s i
infrastructure to improve return and support its growth model.

CCS is within the C&TP which, in addition to CCS consists of the following organisations:

Cambridge University HospitdiBUHNHS Foundation Trust
Cambridgeshire and Peterborough SlIHoundation TrugCPFT).
Cambridgeshire County Council

East of England Ambulance Service NHS.Trust

NHS Cambridgeshire and Peterborough CCG

North West Anglia NHS Foundation Trust

Papworth Hospital NHS Foundation Trust

Peterborough City Council

= =4 =4 4 -4 -4 - -9
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2.3

Strudure of the business case

Ths business cass consistent with the latest guidance frofine Treasuryon the development of
business cases using tfiee-case modehnd is structured as follows:

1

Thestrategic casesets out the strategic context and the case for change together with the
supporting investment objectives for ttecheme.

Theeconomic caselemonstrates that thelTrusthas selected the option which best meets
the existing and future demands of the servared optimises value fanoney.

The commercial caseoutlines procurement and contractual issues associated with the
development.

Thefinancial caseconfirms the funding arrangements and affordalilit

The management caselemonstrates that the scheme is achievable and can be delivered
successfully to time, cost and quality

The emphasis of the business case alters in moving from SOC to OBC to full business case (FBC) as
illustrated in the diagram below.

Figure7: The business case process

Box: The business case development framework

Determining the strateglc context and undertaking the Strateglc Assessment
Step 1: determining the strategic context
Gateway 0: strategic assessment

S$tage 1 - Scoping the scheme and preparing the Strateglc Outline Case (S0C)
Step 2: making the case for change

Step 3: exploring the preferred way forward

Gateway 1: business justification

5tage 2 - Planning the scheme and preparing the Cutline Business Case (OBC)
Step 4: determining potential Value for Money (Vi)

Step 5: preparing for the potential Dea

Step &: ascertaining affordability and funding requirement

Step ¥: planning for successful delivery

Gateway 2: delivery strategy

Stage 3 - Procuring the solutlon and preparing the Full Business Case (FBC)
Step 8: procuring the Vil solution

Step 9: contracting for the Deal

Step 10: ensuring pssiful delivery

Gateway 3: investment decision

Implementation and monltoring
Gateway 4: readiness for service

Evaluation and feedback
Gateway 5 operations review and benefits realisation

ThisSOGQefreshes Stage 1 (in light of the passage of time since the 2017 SOC)

2.4

Support

This business case is supported by @&PSTP.

" Guice to Developing the Project Business Case, HM Treasury, 2018
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At a local level, there has been a broad consensus of support for the proposals to rede@iép

site for severalyears inboth formal and informal discussions with commissioners, providers and
other key stakeholdersThe 20Z% SOC anwave Four funding ds followed o stakeholderevents

at which commissioners, councillors, and representatives from the local councils, local GPs and other
providers were very positive about the plané\n extensive engagement exercise was undertaken
with all the current tems and services that are based at or tise POW Hospitdh the summer of

2017. All the services xpressed a desire to remain based in Ely on the current site, citing its
geographical location as an important benefit in supporting a largely rural, disperand
predominantly older population (as well as families with young children) who would otherwise
struggle to reach health facilities further afield in Cambridge or Peterborough.

The twoGP practices alsstated that theyrecognise the clinical beneditof being cdocated with
other teams such as providing integrated clinics and/or facilitating rdigtiipline case discussions
and clinical activity. For example, the current elocation of the occupational therapists and
physiotherapists from th@eighbourhoodteam on the same site as an intermediate care ward and
the local Jointemergencyteam means that they can provide direct support to the delivery of
rehabilitation to patients on the Ward.

Cambridgeshire and Peterborough Clinical Commissioningp3C&P CCQ)ndertook extensive
engagement in early 2016 on a range of options for the future of the thm@er injury units (MIUs)

in East Cambridgeshire and Fenlaatid feelback from local peoplenade clear how much they
value not having to travel t€ambridge or elsewhere taccess health and care services and how
they feel it is crucial that current local urgent care services are maintaikte importantly, many
admitted that they would have made an (otherwise avoidable) appointment with theipi@étice

or attended their A&E if their local M had not been open, thus putting more pressure on these
already stretched primary and acute care services.

2.5 Approvals

Thisbusiness cases being submittedoy the POW Project Boatd 0 KS / / { bl { ¢ NXzA G Q3

Directors for approval.
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3.1 Introduction to the strategic case
The strategic case demonstrates that the proposed investri@poteate alocal health and care hub
in Elyresponds tdooth national policy andblcalneed In this section we:

1 Describe the local context i.e. the characteristics of East Cambridgeshire including the

demographics and housing planatroduce the health services in the area including the
POW Hospital.

9 Describe and draw implications foristhusiness cas&om, national and local strategy for
health and care services.

1 Set out the vision for the POW site which the system has greed in response to the case for

change.
9 Set out the objectives, constraints, critical success factors, benefitsigksllinked to this
project.

3.2 Strategic ontext ¢ determinants of demand for health and care

The Princess of Wales Hospital is located in the north of the city of Ely in the East Cambridgeshire

district of Cambridgeshire

Figure8: Local authority areas and major towns in Cambridgeshire

&
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Whilst there is no defined catchment area as such for the hosaitdl effective catchments will vary
by serviceproadly people attending the POW will come from the East Cambridgeshire digtiidt
hasa population of just under 90,000TheR A & { iNdnQérwzé and commercial censrareEly
(population 20,720)followed bySoham (population 11,970andLittleport (population 9,23Q)the
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rest of the populationis spreadacross 50 other villages and haml@tsluding the fringe areas of
Newmarket, Suffolk An indication of an approximate catchment area for-Edged services is
shown below using a 3fninute offpeak drivetime as a proxy for access.

Figure9: 30-minute off-peak drivetime from Ely
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East Cambridgeshirieas the lowest population density i@ambridgeshirea county which is itself
relatively ruralhaving dower population density thathe English average

Although the area is nogeographically largdit extends to 655knf), the relative rurality and
associated poor public transport, does create challenges in dglafesind access tgublic services.

Implication for this business case

9 The approximate catchment population for the hulitie 80,000 people living across the
local authority district (subject to modest crebsundary flows).

f ¢KS Kdzo Qa f 2 Oplated 2oervk piostpéople likidg withid Edst
Cambridgeshire.

9 Locdservices will continue to need to find efficient and effective ways of delivering
services across a rural area.

1 Poor public transport makes attendance at any hub difficult for a significant proportig
the population. This will need to be addressetbiigh a realistic approach to car parkir]
provision and a commitment to preserving hospital transport services, as well as
innovations such as digital service delivery.

31| Page



3.2.1 Current ppulation and demographic forecasts

The Cambridgeshingopulation tas agender and aggopulationsimilar tothe English averageThe
county has a lower proportion of people from ethnic minorities than England.

Figure10: Cambridgeshire population pyramid 2016

S0+

Cambriageshine 2016
{(Female)

— England 2016

Cambridgeshine 2020
projection

Understanding the sociodemographic profile of an area is
important when planning services. Different population groups
may have different health and social care needs and are likely
1o interact with services in different ways.

Cambridgeshire | England
(persons) (persons)
Population (2018)° 645 55,268
Projected population (2020)* 659 56,705
% population aged under 18 20.T% 21.3%
% population aged 65+ 18.4% 17.9%
% poophe from an ethnic minority group 5.5% 131.6%
* thousands
Source

Populations: Office for National Statistics koensed under the Opan
Government Licence

Ethnie minority groups: Annual Population Survey, October 2015 1o Seplamber
2018

Thet 2 Ol £ t / b &showhssEdzand #ibklawy is very similar in headline age profile as the
rest of the county (shown as CCG below) dretefore England as a whole.

Figurell: Population estimates by age grodp

Total 37,386
0-4 years 2,138
Under18

years 3,040
18-65 26,180
G5+ years 3,166

Th+years 978

85+ vyears 2,138

= 35,906

570% 1,882

21.50% 6,971
59.60% 22506

18.90% 6,429

8.50% 2,828

260% B804

= 427,084 973,981 54,409,696

5.20% 5.00% 5.50% 5.50%

19.40% 18.80%  20.40% 20.40%
6270% 6590% 63.30% 62.20%

1790% 1530% 16.30% 17.40%

7.90% 7.00% ¥.20% 7.90%

2.20% 2.20% 2.20% 2.30%

Estimating populatiogrowth is not an exact science, particularly when writing a business case nine
years after the lastnational census. Forecasts arfeirther complicated by there being two
population measures of direct relevance to health and social care:

8 Data Sources: Office of National Statistics.

9 Ely 1 and 2 refers to the two local PCNs. South Alliance refers to the area of the STP which includes East Cambridgeshire.
Y Dbata Sources: PublHealth Modelling of population; Fingertips, Public Health England, https://fingertips.phe.org.uk
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1 The population residenwithin a geographical e.g. local authority area i.e. those people who
could be expected to travel to their nearest health facility for urgent and emergency care
and

1 The population registered with GRhat form part of a CCG. This population will typidagly
referred to services within a CCG area and will travel sometimes across local authority
boundaries, to attend their own GP.

Cambridgeshire and Peterborough is an area of high population growth as evidenced in historic
trends and forecasts of new houbeiilding. This adds a further complication to forecasting because
Office of National Statistic (ONS) population forecasts rely on historic tiernigths, deaths and
migrationwhich can fail to pickip local nuance in house building plans. This iSqdarly the case

in areas of high population growtiRecognising this the C&asearch Group (CCGR@)duces its

own population forecasts which take account of the same data as the ONB@ailanning policy
(housing building plans)The following &bles and chartseference both ONS and CCGRG numbers,
and in the case of the ONS, forecasts for both the local authority areas and the\@@&: possible
numbers focus on the East Cambridgeshire District Council area as being the most appropriate proxy
F2NJ GKS th2Qa €20t LRLMAFGAZ2Y D

Whilst the population of YO NARISEKANB YR tSGSNDP2NRdAdAKQE Ay
between 2011 and 2015, growth in East Cambridgeshire was the lowest in the county, in both
absolute numbers and as a percentage.

Figure 12: Cambridgeshire and Peterboroughretrospective percentage population change, mgD11 to
mid-2015"

I Districts Cambridgeshire and Peterborough
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6.0%
[+5]
2 5.0%
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£ 3.0%
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o 2.0%
(=
1.0%
0.0%
East Cambs Hunts Fenland South Cambs Cambridge Cambridgeshire Pboro

Whilst the district has experienced low growth relative to the rest of the county in recent yeas, it
predicted tohave the second highest level of proportional growth of any Cambridgeshire district
between 20162036. Looking forward to 2036, the CCGRG predicts a 25.4% increase in the
population of East Cambridgeshire.

1 Cambridgeshire & Peterborough Joint Strategic Needs Assessment, Core Dataset, 2019
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Table7: Cambridgeshireand Peterboroughc CCCRG forecast absolute and proportional long term (20 year)
population change, 2016 to 2036 (all agks)

% change
2016-2036
Cambridge 134,080 148,500 154,510 156,240 157,81 +23,73( 17.79
East Cambridgeshire 86,580 92,630 103,580 108,050 108,61( +22,03( 25.49
Fenland 99,200 107,630 113,260 116,180 118,59 +19,39( 19.59
Huntingdonshire 176,590 189,440 203,100 212,620 217,71( +41,12( 23.39
South Cambridgeshife 155,660 169,800 184,500 192,840 200,48( +44,82( 28.89
Cambridgeshire 652,110 708,000 758,950 785,930 803,200  +151,090 23.29
Peterborough 198,130 216,420 231,520 240,220 240,83 +42,70 21.69
Cambridgeshire and | oo 040 924,420 990,47 1,026,150 1,044,03)  +193,790 22.89
Peterborough 1)

By contrast ONS forecasts are far lower at +10.8% for the same period.

Table 8. Cambridgeshire and Petborough ¢ Office for National Statistics (ONS) projected absolute and
proportional long term (20 year) population change, 2016 to 2036 (all a&es)

% change
2016 | 2021 | 2026 | 2031 2036 2016-2036
Cambridge 124,600 124,100 124,800 126,600  127,00( +2,40( 1.99
East Cambridgeshire|] 88,200 91,600 94,200 96,100  97,70( +9,50( 10.89
Fenland 99,600 102,900 105,800 108,400  110,70( +11,10( 11.19
Huntingdonshire 176,100 181,200 185,800 189,500  192,70( +16,60( 9.49
South Cambridgeshife 156,000 161,900 166,300 169,300  171,60( +15,60( 10.09
Cambridgeshire 644,600 661,700 677,000 690,000 699,70( +55,10( 8.59
Peterborough 196,700 206,000 212,600 217,700 222,00( +25,30( 12.99
Cambridgeshire and | - )1 330 67700 889,600 907,700 921,700  +80,40( 9.69
Peterborough

The difference of approximately 12,500 people between ONS and CCGRG estimates is material in
health plannihg terms because it is equivalent to an average practice list size. The chart below
illustrates the gap between ONS and CCGRG forecasts for the Cambridgeshire CCG as a whole.

12 cambridgeshire County Council Research Group
¥ ONS 2014ased Subnatioal population projections
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Figure13: Cambridgeshire 20-year population change, 2016 to 2036
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A detailed review of the variation indicates that the differences are more material/danger

people and adults of working agethe charts below are for the whole of Cambridgeshire, but they
do indicate that the varigon in forecast population numbers is more pronounced amongst the age

groups who typically make less use of health and care services than older people.

Figurel4: Cambridgeshirgoopulation growth forecasts by age bantfCCGRG ONS®
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* ONS 2014ased Subnational population projections and CCCR&01if based population forecast

15 Cambridgeshire & Peterborough Joint Strategic Needs Assessment, Core Dataset, 2019.
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The growth in the older populatiols expected to lead to a significant increase in demand for health
and care due to the correlation between ageing the likelihood of having one or moredong
O2yRAGAZ2YAa YRk 2NJ YSSGAYy3a GKS OflFaaAFTAOrGA2Y 27

Figurel5: Age and the number of longerm conditions

Morbidity (number of ETGs) by age band

0-4 59 10414 1519 2024 2529 3034 35.39 40-44 4549 50-54 5559 60-64 65-89 70-74 75-79  80-84 85+
Age band (Years)

Figurel6: Age and the prevalence of frailf}?

The impact of these factors across C&P is illustrated below.

% prevalence of frailty and disability: findings from the English Longitudinal Study of Ageing, 2014
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