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Executive Summary 
 

This document sets out the strategic approach for the system development of Community 

Diagnostic Centres across the North East London ICS. It states a broad strategic ambition to fulfil the 

mandate from NHSEI to create sufficient diagnostic capacity for our residents / patients, and it 

indicates where some of the facilities may be sited. At this strategic level, it does not formally 

present fully defined proposals and is designed for a local system audience, to stimulate discussion 

and ensure that all relevant stakeholders and organisations have the opportunity to feed into the 

strategic direction before agreeing full site-specific proposals. 

It is coordinated with Trust-level approaches which are being created by our three Acute Trusts: 

Barts Health, BHRUT and Homerton Health and will form the core strategic framework. 

This document presents the strategic context around the CDC programme and incorporates much of 

the guidance from the CDC Planning Guidance Key Design Considerations (Dec ‘21) document and 

also highlights how this could applied to the local context of NEL. It highlights the need to focus on 

clinical pathways, workforce capacity and enhanced digital capability as key enablers that will need 

to be developed to advance the programme and which will to a large extent control the scale and 

pace of the programme as it develops. It is also crucial to note that this document does not commit 

the NEL healthcare system to any specifics of CDC provision, which will largely be dictated by factors 

such as available funding and predicted workforce capacity. 

It also discusses the high-level scenario-based options appraisal that has been undertaken and 

recommends that a model using a combination of the 3 archetypes of CDC in a range of different 

settings is adopted. Although it is acknowledged that our existing Early Adopter sites in Mile End 

Hospital and Barking Community Hospital could form key elements of our future CDC network, the 

exact potential composition of these sites and the formal selection of these and other CDC locations 

within NEL is outside the scope of this document and will be addressed once the overall delivery 

model “scenario” has been endorsed. 

Based on this strategy, the programme teams across the ICS, the Acute Trusts and the Boroughs will 

advance to the next stage of the business case process in advance of the various funding submission 

deadlines that have been set by NHSEI. 
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Strategic Case 

Strategic Context 

North East London 
North East London is a diverse and vibrant part of London, with a rapidly growing population of 
around two million people. It has a rich history, culture, and identity, and is an exciting place to live 
and work. For many years, health and care organisations have been working with residents and 
other partners towards a shared ambition of integration, improvement, and mutual accountability, 
aimed at improving access, experience, and outcomes for all residents.  
 
Growth 
There will be an extra 250,000 people living in North East London in ten years’ time and supporting 
their health and wellbeing requires significantly different approaches to care than we have now and 
that we design clinical models which are able to increase our capacity and flex to meet this new level 
of demand. Based on demographic forecasts we anticipate that future demand growth for 
diagnostics is likely to come from: 

• adults over 35, especially those in their 40s and 60s 
• across NEL with particular pressures likely at Royal London Hospital, Newham University 

Hospital and Mile End Hospital 
• CT and MRI growing at a faster rate than for ultrasound, as well as high growth for a number 

of lower volume modalities  
• We are also expecting more care to be available out of major acute hospitals, being closer to 

home in more community-based surroundings 
 

The CDC programme is designed to meet future NEL-wide growth in demand from demographic and 
non-demographic factors. It is estimated that opening around one CDC a year should allow us to 
expand capacity to meet demand. 
 
NEL ICS Priorities  
Our established priorities for health and care across North East London, delivered through provider 
collaboratives and place-based partnerships are as follows:  

• Recovery from covid-19, as we continue to respond to pandemic pressures  
• Delivering the ambitions of the Long Term Plan 
• Delivering a neighbourhood health and care model that integrates and improved community 

care for all residents 
• Retaining effective innovations and learnings from the last eighteen months  
• Working together to respond to the upcoming demands of winter 
• Improving population health – tackling health and economic inequalities, addressing the 

wider determinants of health as anchor institutions, and using population health 
management to understand and respond to local needs better 

 
Inequalities  
Our residents have endured some of the highest covid-19 mortality rates and the pandemic has 
exposed and exacerbated significant health inequalities, which we have the opportunity to address 
together. We also have some of the most economically deprived boroughs in the country.  Alongside 
unacceptable variation in life chances and outcomes, there are significant variations in clinical 
quality and the range of services available to residents, against which providers need to collaborate 
at scale to ensure greater equity across North East London.  The following are examples of variation 
in access to healthcare in NEL: 

• Men have significantly lower rates of diagnostic activity than women but similar waiting 
times 
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• Living in an area of high deprivation is associated with lower rates of diagnostics activity and 
longer waiting times. Average wait of c.24 days for most deprived vs c.19 days for least 
deprived. 

• Site is a major determinant of waiting times i.e. all else being equal, a person seen at 
Newham General Hospital will wait 8 days longer than a person seen at Queen’s or King 
George Hospital.  

• Highest average diagnostic waits (all tests) are in Waltham Forest and Redbridge 
• Travel times are longest in the east of Havering, between Queen’s and Royal London and in 

the north of Waltham Forest 
 

The development of CDCs within NEL is of greater longer term strategic importance due to its 
enhanced ability to impact on public health outcomes and address health inequalities. It will achieve 
this through establishing new diagnostic capacity close to the communities who need it the most 
(i.e. those with the worst access and worst health outcomes) over a 2-3 year timeframe). 
 

What is a CDC? 

National CDC Vision 
 
In October 2020, the Sir Mike Richards’ report on Diagnostics Recovery and Renewal drew fresh 

national attention to the fact that demand for diagnostic services in England is expanding at a far 

greater rate than diagnostic capacity and this gap has been made all the more stark and untenable 

by the COVID pandemic. The report found that there was “a clear need for increased capacity in 

terms of both equipment and workforce” and, in addition, “a major drive on efficiency is required”. 

The report consequently called for the rapid establishment of Community Diagnostic Hubs and set 

an initial target of creating 3 hubs per million population.  

The core aims envisaged for CDHs were: 

 

  

These CDHs have since been renamed as Community Diagnostic *Centres*, and any references to 

CDCs and CDHs throughout the documents should be considered to be interchangeable.  

Figure 1: Core Aims for Community Diagnostic Hubs 
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NHSEI has taken up the mantle of making the idea of these hubs a reality from 2021/22 onwards, 

through providing access to a significant injection of capital and revenue funding, which ICSs are able 

to bid for through submission of a strategy. Securing a share of this funding for NEL will enable our 

sector to rapidly progress the development of CDCs in our patch, with the aid of significant, rapidly-

deployed external financial support. 

CDCs do not represent a significant service change. They will sit alongside existing diagnostic service 

provision, providing additional capacity across NEL. Other, existing, diagnostics facilities will continue 

to be in place, such as those in acute settings, and in GPs’ surgeries.   

CDCs will be freestanding, digitally connected, multi-diagnostic facilities and can be combined with 

mobile / temporary units. CDCs should be located separately from main acute hospital facilities, 

receive referrals from a range of healthcare professionals, book and prepare patients, deliver timely 

and coordinated testing and: 

• Improve population health outcomes 
• Increase diagnostic capacity 
• Improve productivity and efficiency (e.g. by reducing pressure on acute sites) and support 

integration of primary, secondary and community care 
• Contribute to reducing health inequalities 
• Deliver better and more personal patient experience (e.g. provide easier and quicker access 

to tests and greater patient convenience) 
• Support Integration 

 

National guidance outlines three potential archetypes for a CDC facility. It should be noted that the 

design of facilities and delivery models do not need to be limited to one of the archetypes listed 

below, and that a blend can be considered if the minimum requirements of a CDC are met.  

CDCs will be expected to run a minimum set of tests depending on their configuration. See Appendix 

1 for a full breakdown of the minimum CDC requirements.  

National guidance advises that regions use local needs to determine what additional tests, beyond 

the minimum requirements, they may wish to include in the CDC design.  

Figure 2: Descriptions of CDC archetypes, National CDC Planning Guidance 2022-23 

Archetype   Description   

  
Standard or ‘full-

service’ CDC  

A full-service CDC provides all minimum diagnostic tests, except for Endoscopy.  
Only diagnostic testing is required to be carried out in this archetype; however, 
provision of consulting rooms should be considered if there is an opportunity for 
streamlining and providing more efficient overall patient pathways.   

  
Large CDC  

A large CDC offers all minimum services and endoscopy, and potentially provides some 
of the optional components in the diagnostic pathway.   
The central hub must include all minimum diagnostic tests to support a coordinated 
service for patients that requires multiple tests.  
Delivery of endoscopy needs to be embedded within a Regional Network and should be 
aligned to any local endoscopy training academies.   

  
Spoke CDC  

CDC ‘spokes’ provide further capacity to ‘hubs’ (other standard or large CDCs within the 
network) for specific tests through a satellite location, mobile unit or pop-up. Spokes 
can be used to meet specific service needs. The spokes can help integrate CDC models 
with other community diagnostic expansion (e.g. primary care diagnostic services) or to 
deliver care at home where this helps to progress the intended aims of the programme. 
Spokes should also be considered in areas that can support local recovery from COVID-
19. There must be digital connectivity and interoperability between the different 
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facilities comprising the hub and spoke model. 

 
NEL CDC Vision 
 
The NEL system will collaborate around CDCs to offer personalised, accurate and rapid diagnosis of 
patients’ symptoms by integrating existing diagnostic provision and utilising networked clinical 
expertise and information locally. 
 
The development of CDCs within NEL, through our chosen delivery models, will have the aim of: 

• Increasing diagnostic capacity across NEL 
• increasing access to diagnostics for our population, particularly for those areas with lesser 

capacity or higher current backlogs 
• reducing inequalities within our boroughs, through improving the access for those within the 

most deprived areas and ensuring equity of access for all residents 
• Providing easier and more consistent direct access for GPs (and potentially eventually 

patients) to an agreed range of diagnostic modalities across NEL. 
 

The CDC network across NEL will seek to enhance and support current system provision of 
diagnostics and will be primarily focussed on boosting patient pathways that relied on testing in our 
existing acute / secondary care facilities. This programme does not intend to replace or close down 
any diagnostic services currently provided at practice, CCG, Community or Specialist levels; for 
example, although CDCs are required to offer Phlebotomy services, we do not propose making 
material alterations to the existing community phlebotomy testing provision, merely to supplement 
it for patients wanting their bloods taken as part of a wider set of tests.  
 

Table 1: Proposed split of service provision 

Area Overview Example tests and service 

Primary care  Diagnostic tests and services which are carried out within 

a primary care facility and GPs are paid for the activity.  

E.g. phlebotomy, ECG 

Community  Services which are carried out in a primary care setting, 

such as a GP surgery but are delivered by a community 

provider.  

E.g. Ultrasound 

Community 

Diagnostic Centres 

Diagnostic tests and services which are usually 

conducted in a secondary care setting, could potentially 

be carried out in a CDC either on an acute adjacent, 

community or commercial and high street site. 

E.g. Endoscopy (Acute 

adjacent), CT, MRI, X-Ray, 

Ultrasound, physiological 

measurements, pathology 

testing 

Tests that will 

remain within 

tertiary / secondary 

care 

Diagnostic tests that will continue to be conducted within 

a secondary care setting 

E.g. Specialist cancer diagnostic 

testing 
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Figure 3: Proposed patient flows 

 

 
As shown in the process flow above, it is envisaged that within NEL, the primary access route to our 
CDCs will be via GP direct access. We are still exploring via our Clinical Model work-stream how we 
could best also make CDC capacity available to patients who have, for example, been referred for 
diagnostics from a secondary care Outpatient appointment.   
 
National NHSEI guidance states that each ICS will be able to design CDC services based on local need, 
but pathways and site locations that deliver the greatest improvements in health outcomes and 
address health inequalities should be prioritised.  
  
The NEL ICS is being proactive in seeking funding to support CDC investment across the North-East 
London area. There is a strong need for this investment based on forecast population and demand 
growth, as well as the opportunities to use the development of a system-wide CDC delivery model to 
mitigate local health inequalities. 
  
To support this, the NEL ICS has defined a range of System-wide delivery model scenarios, with each 
scenario capturing the options for establishing CDC sites across the entire NEL region. An overview 
of these System-wide scenarios is provided in the Economic Chapter of this document.  
  
The ambition of the NEL ICS is to adopt a consistent, preferred scenario to ensure that Providers 
collaborate to deliver CDCs that offer personalised, accurate and rapid diagnosis of patients’ 
symptoms by integrating with existing Primary Care diagnostic provision and making use of 
networked clinical expertise. The proposed delivery model scenarios are being assessed against 
Investment Benefits and Critical Success Factors, and will be outlined in the ICS 3 Year Strategy and 
investment plans for CDCs (for submission later in 2022). This strategy outlines current thinking 
regarding preferred ICS delivery model scenarios.  
 

Case for Change  

There is a strong case supporting the need for us to increase the total amount of diagnostics capacity 

within NEL. This chart shows us clearly that our waiting times across NEL have been broadly 

increasing for the past 5 years. Taking into account the need to support elective recovery and 

backlog reduction following the COVID-19 pandemic, there is a clear and urgent case to create 

further diagnostics capacity across our system. 
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Figure 4- Growth of waiting list averages 

 

The 5 year demand and activity model calculated by NHSEI for modalities in London indicated there 

will be very significant volumes of growth across some of our key diagnostic modalities. Therefore a 

programme of work is clearly needed to expand our overall diagnostic capacity across NEL, to ensure 

we are fit for the future demand. 

 

Table 2: Split of activity and forecast across London 

Diagnostic test Baseline 
demand  
2019/20 

Forecast 
demand 
2021/22 

Forecast 
demand 
2025/26 

1 year 
increase % 

5 year 
increase % 

CT 989,636 1,187,074 1,468,598 20% 48% 

MRI 625,911 796,386 867,954 27% 39% 

Ultrasound (NOUS) 1,419,820 1,941,768 1,815,262 37% 28% 

Echocardiography (ECHO) 323,425 419,987 493,197 30% 52% 

Gastroscopy 100,036 129,083 119,448 29% 19% 

Colonoscopy 87,818 119,469 119,716 36% 36% 

 

Additionally, there is a case for change beyond simply the need to create additional capacity: 

- For patients, this programme offers the opportunity to have the diagnostic tests they need 

at the start of their patient journeys more quickly and more conveniently than currently is 

possible. It also offers non-tangible benefits of the CDCs being located away from acute 

facilities, in a calmer, more easily accessed and less stressful environment.  

- For GPs, the programme offers the potential for a significantly increased amount of direct 

access testing becoming available to them, along with digital improvements to increase the 

amount of information they can receive following a variety of different tests and also offers 

the opportunity for them to work in collaboration with their patients to diagnose any 

potential illnesses faster.  

- For secondary care clinicians, the CDCs conducting a significant portion of the elective 

testing that was previously more fully embedded within a hospital environment should 
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reduce the number of patients that are referred to them simply for diagnostic tests and do 

not require further treatment, thus allowing them to focus more of their time on patients 

who require additional interventions.  

 

Current Capacity 

Diagnostic activity within NEL is performed at multiple levels as described elsewhere in this 

document, with a significant portion currently flowing through our key secondary care providers. As 

shown below, the largest volumes currently flow through our acute sites at Queen’s Hospital, the 

Royal London Hospital and Whipps Cross University Hospital.  

Figure 5: 2019/20 Diagnostic activity by site (NEL) | Source: Digital Imaging Dataset 

 
 
 
Figure 6: 2019/20 Diagnostic activity by site (NEL) | Source: Digital Imaging Dataset (NB: dataset covers diagnostic imaging 
booked via Radiological Information System (RIS). RIS does not fully capture all diagnostic activity, in particular we believe 
endoscopy is undercounted) 
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Benefits & risks 

The NHSE/I London region strategy for CDCs sets out the London Benefits Case – a prioritisation of 
benefits associated with CDCs in which improving population health outcomes and contributing to 
reducing health inequalities are the primary drivers for change:  
 
Table 3: the London Benefits case, Community Diagnostic Centres Strategy planning session, NHSE/I 

Weighting  Benefit Category  Demonstrating these outcomes 

30% Increase early diagnosis, 
improves treatment and 
prevention 

The purposed of CDH will deliver services required to 
sustainably  meet future population health needs based on 
earlier diagnoses, improved treatments and prevention 
‘plugging gaps’ in expected future demand. 

25% Reduces health inequalities 
and improves success to 
diagnostic services 

The long term (5 year) ISC plan for CDH roll out will improve 
access to diagnostics for disadvantaged groups and materially 
reduce health inequalities across the ICS.  Plans for 20/21 
must align to this long term plan. 

20% Improves service productivity 
and efficiencies  

1. A sensible funding model that takes account of any 
future liabilities and downsizing risk 

2. Capacity that will be highly utilised 
3. A service that makes the overall ICS more efficient  

15% Develops a workforce for the 
future 

Establishment and skill mix that sustainably supports the ICS: 
- CDH makes a contribution to staff training and CPD  
- CDH staff are rotated in and out of an acute sector 

10% Develops digital integrated 
diagnostic services  

- Diagnostics (scans, tests, results and images) are shared 
and accessible across the ICS networks# 

- CDHs support ICS roll out and evaluate new technology 
(All) 

Must do Separate acute and elective 
diagnostic  

Acute and elective diagnostics operationally and physically 
separated so that acute pressures do not disruption 
operation of community based diagnostics.  

 
A description of the different types of expected benefits from investment in CDCs are outlined in the 
below table.  
 

These benefits will be further reviewed and refined in the Outline Business Case, and cash benefits 
will have monetary values associated to them.  
 
Table 4: An illustration of the types of benefits 

Category  Description  

Cash Releasing Benefits  Quantified in financial terms, where budgets would be reduced by the value of the 
benefit.  

Non-Cash Releasing Benefits Quantifiable in monetary terms, but no money is released from a budget.  

Quantifiable  Quantifiable in value or volume terms but cannot be monetised.  

Qualitative   Qualitative but not readily quantifiable benefits. These benefits may be of value 
internally and indirectly to society.  

  

An example of the benefits and outcome measures for this work is shown in the Economic Section. 
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Clinical model & pathways 

There is an agreed list of the priority clinical pathways and specialties contained within the NHSEI 

Planning Guidance, which form the core of the pathways where we expect the CDC programme to 

have an impact. The basic assumption of the modalities of testing that will be required by each of 

these specialties is summarised in this table below: 

Table 5: Proposed diagnostic testing that will take place in a CDC 

 

 

The following table below provides an overview of the CDC specialty pathways, tests and services, 

which we must consider as part of our NEL CDCs, as contained with the NHSEI design guidance for 

CDCs. It will form the core of our planned intervention and offer to patients, but can be 

supplemented by additionally identified local needs. 

 

Table 6: Overview of specialty pathways considered for NEL CDCs 

Clinical area 

and pathways 
List of CDC tests and services  CDC requirements 

Cardiorespiratory 

Cardiovascular 

health 

Breathlessness is a key pathway for the diagnosis of 

chronic respiratory conditions and heart failure and 

are well placed for identification in a CDC.  

 

Spirometry: CDCs should be used to increase 

primary care capacity for spirometry and other tests 

such as FeNO for the diagnosis and management of 

Asthma and COPD  

 

Sleep services Patient presenting with excessive 

sleepiness and or snoring / witnessed apnoeas 

together with other symptoms should be referred 

for a sleep study  

 

Post-COVID syndrome assessment and treatment 

requires a multidisciplinary approach. The multi-

speciality nature of CDCs enables the rapid delivery 

of a bundle of relevant diagnostic tests to these 

Diagnostic tests: blood tests, 

ECG, spirometry, FENO, lung 

function tests and 

echocardiography, blood gas 

analysis, simple field tests (e.g. 

6- minute walking test and 

sit/stand test) chest x-ray and 

in some cases CT scan. 

 

Diagnostic tests: 

Investigations may include 

blood tests, which may include 

kidney and liver function tests, 

C-reactive protein test, 

ferritin, NT-pro BNP and 

thyroid function tests. It may 

also be appropriate to offer 

chest X-ray and simple (e.g. 6-

CT MRI X-Ray Ultrasound DEXA scan NT-Pro BNP Echo POCT Nitric Oxide Gastroscopy Colonoscopy Flexi  sig. Mammog. Colposcopy Hysteroscopy Urine testing

Cardiology Y* Y N Y N Y Y N Y N N N N N N Y

Respiratory Y N Y N N Y Y Y N N N N N N N N

Cancer Y Y Y Y N Y N Y N Y Y Y Y N N Y 

Urology N Y N Y N N N N N N N N N Y N Y

MSK Y Y N Y Y N N N N N N N N N N N

Gynaecology N Y N Y N N N Y N N N N N Y Y N

Maternity N N N Y N N N Y N N N N N N N Y

ENT Y Y N N N N N N N N N N N N N N

Endoscopy N N N N N N N N N Y Y Y N N N N
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Clinical area 

and pathways 
List of CDC tests and services  CDC requirements 

patients. 

 

Valve disease: Complex pathways in patients with 

heart valve disease may be leading to long delays 

before the delivery of definitive treatment.  

 

Transient ischaemic attack (TIA): Consider moving 

transient ischaemic attack (TIA) diagnostic activity to 

CDCs. Triaged non-acute patients could be directed 

to a CDC for testing within 24 hours. Regions and 

systems may also want to in time pilot having stroke 

consultations in CDCs. 

 

Deep vein thrombosis (DVT) pathway could be well 

supported in CDCs. 

minute walk) exercise 

tolerance tests.  

 

 

Diagnostic tests:  

ECG, echocardiogram, NT-pro 

BNP, ultrasound, carotid 

doppler test, MRI and MRA 

(magnetic resonance 

angiogram). Note that cardiac 

MR should be excluded due to 

the need for radiographers 

who have specialised training. 

Cancer pathways  Integration with Rapid Diagnostic Centres for all 

cancer pathways.  

  

Cancer Alliances must work with their local CDC 

programmes to plan how CDCs can support delivery 

of the Rapid Diagnostic Centre (RDC) service model.  

 

Where tests are available and appropriate to be 

delivered in a CDC, a cancer pathway may run 

through a CDC as part of the RDC model. CDCs could 

also be used for follow-up tests for cancer patients.  

 

Unexplained weight loss pathways should be 

considered in local CDC planning in alignment to 

timely cancer diagnosis. CDCs may be well placed to 

provide capacity for the roll-out of the targeted lung 

health check programme. 

Diagnostic tests: CT, MRI, 

Ultrasound, x-ray, 

phlebotomy, point of care 

test, biopsies, NT-pro BNP, 

urine testing, gastroscopy, 

colonoscopy, flexi 

sigmoidoscopy, 

mammography Quality 

assured spirometry as part of 

lung health checks 

Musculoskeletal 

(Conditions 

(MSK) 

The provision of diagnostic tests through a CDC for 

MSK conditions must follow the National priorities, 

governance pathways and/or guidance driven by the 

Best MSK health programme and other key 

stakeholders 

Diagnostic tests: blend of non-

complex and complex imaging 

procedures, including X-ray, 

MRI, CT, ultrasound, DEXA 

scanner and 

neurophysiological. 

Urology 

pathways 

Urology investigation units and ‘one stop diagnostic 

clinics’ have been established in some areas to 

support increased demand, though their 

implementation is not uniform across the county. 

CDCs could therefore provide capacity for areas that 

do not have units in place. It is recommended that 

urology pathways co-locate diagnostic services, 

consultation and minor/non-complex procedures in 

one place.  

Diagnostic tests: MRI, 

ultrasound, flow rate studies, 

urine cultures and urine 

testing, blood testing, flexible 

cystoscopy, ultrasound (trans 

perineal, renal, scrotal, 

bladder), urodynamics and 

colposcopy. 
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Clinical area 

and pathways 
List of CDC tests and services  CDC requirements 

Gynaecology 

pathways  

Women with menstrual disorders, postmenopausal 

bleeding, abdominal bloating or pelvic mass and 

those with abnormal findings on NHS Cervical 

screening could all benefit from initial diagnostic 

assessment in a CDC, a more convenient, COVID-19 

minimal location. As a minimum, providing GPs with 

good access to symptomatic transvaginal screening 

has the potential to prevent a significant number of 

gynaecology referrals.  

 

There may also be a role for CDCs to support the 

delivery of fertility and menopause clinics. 

Diagnostic tests: colposcopy, 

hysteroscopy, blood tests 

including CA125, trans-vaginal 

and abdominal ultrasound and 

MRI. 

Maternity 

services 

Currently as a standard all women are offered three 

ultrasounds over the course of their pregnancy with 

many receiving a further ultrasound during their 

third trimester.  

 

Increasing the capacity for more women to access a 

fourth ultrasound would reduce the need for growth 

measurement (as an indicator for the need for a 

scan) and improve the indication for foetal concerns, 

contributing to the better births vision. 

Diagnostic tests: blood tests, 

urine tests, ultrasound 

Ear, Nose and 

Throat services 

Otology services: CDCs could facilitate a pathway 

change to hearing services to accelerate access to 

services through delivery by audiologists of:  

• Pure tone audiogram (+/- tympanometry) to 

measure hearing  

• Endoscopic examination of the ears to take 

pictures of the ear drums  

• Micro-suction of the ears  

 

This could also apply to longer term follow up after 

ear surgery to prevent patients needing to come into 

the acute hospital. 

Diagnostic tests: MRI CT 

Hearing assessment including 

pure tone audiometry and 

tympanometry.  

 

Other services: Hearing aid 

fitting and replacement Micro-

suction of ears Sound-proof 

booths or modular rooms 

would be required as well as 

an outpatient microscope and 

endoscopes. 

Health check and 

screening 

services 

NHS Health checks and screening services: Systems 

should consider the role CDCs have to play in 

increasing NHS health check and NHS screening 

programme. NHS Screening Programmes that can be 

considered include:  

- Screening in pregnancy  

- Screening for newborn babies 

- Diabetic eye screening  

- Cervical screening  

- Breast screening  

- Bowel cancer screening  

- Abdominal aortic aneurysm (AAA) screening  
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To supplement this, the NEL programme team has been engaging with a large number of primary 

and secondary care clinicians, ICS system leads and local commissioning leads to support with the 

development of our clinical model. We have worked in partnership with these leads to discuss the 

speciality pathways outlined in the CDC design guidance and to also identify a number of other 

diagnostic tests which could be hosted in our local NEL CDCs and meet the local demand for these 

services.  

The exercise has identified a list of around 140 tests, and in terms of next steps, clinical leads from 

each CDC site will be working with Trust leads and the NEL programme team to agree the local 

clinical model for each CDC. This will be done based on clinical decision making, data on diagnostic 

demand for the tests in each area and the availability of estate and workforce, taking into account 

any public and stakeholder feedback we possess or receive.   

Workforce 

The Introduction of CDCs within the NEL Healthcare System is very exciting not only for our patient 
community but also for workforce opportunities. CDCs highlight the importance of diagnostics, 
imaging and testing services which inform the medical and clinical needs of our patients in the 
journey towards receiving the right care, right time, right place and the right treatment they require.   
 
The introduction of CDCs requires a substantial increase in workforce across the breadth of clinical 
and non-clinical roles to support the service in areas such as: Diagnostics and Imaging, Healthcare 
Sciences, nursing, administration and support staff.  Nationally there are staff shortages within 
secondary care and this applies also to the CDC workforce roles within North East London.  We have 
a shortage of Radiologists, Radiographers, Sonographers, Healthcare Sciences etc. and to mitigate 
NELs workforce issues and risks we are creating an innovative and iterative 5 year strategy.  Our 
workforce strategy will focus on a short, medium and long term workforce plan aligning with the 
NHS People Plan values to attract more people, train staff, working differently, in a compassionate 
and inclusive culture. 
 
Our NEL Programme Workforce Team is working with and supporting our NEL CDC lead employers to 
put together a strategy of how we plan, attract, recruit, train and retain staff which will include the 
following key strands:  
 

 Workforce planning  
 
Detailed workforce models for the proposed CDCs are being produced by the Lead 
Employers which will give the picture of the total and breadth of roles required for the 
separate CDCs, but also give a system view of the workforce need across NEL.  As part of the 
Workforce planning model our lead employers are identifying the appointment capacity per 
modality i.e. MRI, CT scan per day per week to indicate our capacity and demand modelling. 

 

 Attraction 
 
Attracting new staff is imperative to the NEL Workforce Strategy and we will be looking at a 
variety of innovative ways through a NEL wide Communications Plan which could include the 
production of a CDC promotional video, social media and webinars to promote the 
importance of CDCs and the part staff play.  There is also an opportunity to promote CDCs by 
our workforce experts visiting schools, colleges and universities presenting the career 
opportunities and pathways to students.  Ensuring we put together attractive job statements 
illustrating flexible and innovative ways of working including staff rotating between CDCs 
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and local acute sector diagnostic services, career progression, NHS staff, local community 
and health and wellbeing benefits and initiatives.   

 

 Recruitment 
 

We are looking at ways to recruit from our local community population and work with local 
job organisations, increase international recruitment system wide, connect with ex-
employees to discuss return to practice opportunities.  We will also be researching how we 
can work with Armed Forces community and Princes Trust to encourage recruitment to the 
NHS.  We will work with our Lead Employers regarding recruitment and onboarding 
timelines and explore the opportunities of holding recruitment days.  Explore the 
opportunity to work with those staff that are part of the COVID-19 vaccination workforce 
and roles that volunteers could support with.  We will use existing NEL and system partner 
recruitment programmes and websites to advertise our CDC workforce opportunities. 

 

 Training 
 
Across NEL we are enhancing our existing training portfolio of apprenticeship schemes and 
in-house training both mandatory and role specific.  Within our large CDCs we are planning 
to incorporate training rooms and how NEL as a system can provide help with training 
provision both through capital and workforce expenditure.  We will be working closely with 
our local colleges, universities and Health Education England to map vocational and non-
vocational course opportunities. 
 

 Retention 
 

With our Lead Employers (see Commercial Case) we will be reviewing our career 
development pathways for existing staff and ensuring that new staff will be part of these.  
Staff will be supported by their managers to discuss the development of their role and 
career through their appraisals and CPD development.   We will send staff surveys to those 
staff in existing modality roles and one question will be “what do we, as employers, need to 
continue or commence to help you stay with us?”.  The survey answers will inform what we 
need to focus on to retain our workforce and actions we need to undertake.  We will also 
review and use the staff satisfaction feedback from the Lead Employers annual NHS Staff 
survey results. 

 

 Health and Wellbeing 
 
The health and wellbeing of our staff is very important especially with our recent 
experiences and learning through the COVID-19 pandemic and lessons learnt.  We will work 
with our Lead Employers to ensure our workforce are happy and safe in their working 
environment, have the on-site facilities they require, pastorally supported, satisfied within 
their roles and able to progress as they wish.   

 
Our NEL Workforce strategy is to become a preferred staff destination for the CDC workforce. 
 

Digital 

In order for the CDC ambition of allowing patients and clinicians easier access to diagnostic tests, 

improving the level of digital connectivity and interoperability of our digital landscape across NEL will 

be a vital dependency for the overall programme. We are expecting to develop our levels of digital 
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capability over a number of years, in tandem with the physical development of CDC sites, so that 

over time, we will get closer to the ideal of any clinician being able to refer into any CDC and for the 

results of that test to be able to flow both back to that clinician and onwards for treatment if 

needed. 

The high-level initial digital objectives to achieve this are to: 

- Support the early adopter sites to become digitally operational 

- Identify the digital solutions and developments required to meet the specifications of the 

CDC programme 

- Identify what digital projects and work streams exist within the Sector wide digital strategy 

and development plans and where they are complimentary to the CDC programme 

- Highlight where there needs to be further development or inclusion of digital improvements 

to meet the needs of the CDC programme 

- Present a timeline of Sector digital maturity, measured against the digital specifications of 

the CDC programme 

- Continue to work with the early adopter sites to develop to meet the specifications. 

The digital team is also proposing to work from the following key principles: 

- CDCs should make use of existing digital and IT services where appropriate (e.g. e-Referral 

Service) but should aim to evolve towards a unified system solution for radiology image 

sharing 

- Where information is transferred between the CDC and local NHS provider (e.g. Trust, 

primary care provider), this must be done using relevant NHS standards (e.g. DICOM, HL7, 

National Interim Clinical Imaging Procedures code-set) to move towards standard naming 

conventions and categorisation for services 

- The mechanism and responsibility for long-term storage of patient information, including 

making results and images available to authorised persons on demand, should be taken into 

account considering the likely integration of multiple IT systems, care settings and providers 

(including NHS and independent sector providers) 

- Systems and solutions must comply with all NHS guidance on security and access control. 

- Patient identification using the NHS number must be used including for all (clinical) data 

transfers. This will be critical to; accurately link the patient to their record ensuring safe care, 

enable integration of patient data and images, enable referrals using the NHS e-Referral 

Services and enable electronic prescribing. 

- It is essential that providers of CDC facilities are prepared to adapt during the lifetime of the 

contract given the fast-moving nature of the IT landscape. Whilst some solution components 

are available at present, others may be developed in the future 

 

Engagement to date 

The programme has engaged broadly with a range of stakeholders to date. The clinical model is 

driving the overall plan for provision and is being compiled from submissions and engagement with 

clinicians across all of our top priority clinical specialities, including clinical networks, where these 

exist. The CDC Programme Group that leads the programme has representation from primary and 

secondary care, as well as the NEL team and each of our potential host Acute Trusts. There has been 

system-wide engagement alongside this, which has been supplemented by a significant piece of 

direct public engagement that has been completed across London by IpsosMori. 
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Table 7: Summary of engagement to date in NEL 

Engagement Stakeholders Outputs 

HealthWatch  HealthWatch 
Borough Leads 

Engagement with and feedback from HealthWatch leads on the 
outline of the CDC programme, the potential impact it may have on 
patients and the overarching aims we are trying to achieve 

INEL/ONEL JOSC  Delegated JOSC/ 
Health leads from 
each borough 
council within NEL 

Engagement with and feedback from key stakeholders on the outline 
of the CDC programme, the potential impact it may have on patients 
and the overarching aims we are trying to achieve 

Clinical Network 
Meetings 

 Clinical teams 

 Trust leads 

Detailed engagement with the design of the clinical model, including 
the potential impact on patient pathways, discussion of priority 
specialties and pathways, specific testing requirements and clinical 
location preferences for types of testing. 

SOC Design 
Workshop 

 Trust Med directors 

 Trust clinical leads 

 Strategic leads 

 Operational leads 

 ICS leads 

 Estates 

 GP chairs 

 Finance leads 

 Data lead 

The programme team received feedback on the critical success 
factors (CSF) and what the CDC should achieve in terms of ensuring a 
rounded approach is maintained to attain this. 
Groups were presented with geographic proposed scenarios and 
locations whereby colleagues were able to inform the programme 
team on whether these would meet or fail the critical success factors. 
The programme team received positive and negative analyses of each 
scenario and assessed which locations met the CSF requirements. 

Primary Care 
Workshop 

 Borough leads 

 ICS Clinical leads 

 Primary care GPs 

 Principal GPs 

Stakeholders were able to provide the programme team with a more 
focussed understanding of pathways by modalities to ensure the 
clinical model covers all specialities correctly. This helps shape the 
specificity of testing that will be included in CDCs.  
The programme team was able to gauge what the current demands 
consists of in their respective geographical areas and how the CDC’s 
could support these challenges. As the gate-keepers, it is important to 
ensure primary care is represented in this programme. 

 

Upcoming engagement: 

We plan to engage local people and stakeholders over a 10-week period, starting at the end of-June 

2022 with completion at the start of September 2022. We will provide people with a range of 

opportunities to have their say. We will use a mix of online/ digital and face-to-face methods, and 

ensure all materials and messages are accessible to our population, regardless of language, literacy 

and digital barriers. 

 
Table 8: Planned further engagement 

Activity  Date  

Write to CEs for the attention of JOSC/OSCs with engagement material and 
an engagement plan 

c. June  

Launch of 10-week engagement period  c. end June- start September  

Engagement events  TBC  

 

Risks and mitigations 

The CDC programme has identified risks that could cause challenges with achieving the goals and 

aims of the programme. The central programme team regularly visit risks with all owners and ensure 

there is a clear method of mitigation. 
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Table 9: Programme risks and their mitigations 

Risk Description Mitigation RAG 

Data analysis  
All data analysis needs to be accurate, transparent 

and a clear representation across NEL  

Engage with data teams across NEL to 

ensure all data received is accurate. Ensure 

asset registers are up to date 

O 

Clinical model 

engagement 

Full engagement with system, primary care and 

secondary care clinicians. Need to ensure we have 

full engagement with clinical and system leads to 

inform the clinical model and what tests/services 

will be provided in which CDC site 

Facilitate workshops whereby both primary 

and secondary care colleagues can shape 

the clinical model 

A 

Planning / 

construction 

delays 

Planning consent and delays to construction at 

MEH and BCH  

Continuing to work closely with the Estates 

teams   
A 

Procurement 

pipelines   

Procurement processes and supplier capacity, as 

well as availability of equipment  

Links to be strengthened with local 

procurement expertise 
A 

Workforce 
Availability of workforce and not relying on 

recruiting staff from other parts of the system  

Workforce steering group to be established 

to understand workforce requirements 

across CDCs. Royal London and BHRUT to 

inform both Provider and NEL NHS business 

cases 

R 

Digital 

Designing a referral pathway that works for 

Primary Care, as well as patients and integrating 

with the digital advancements across NEL  

Need to work within the system to facilitate 

training, development, retention and 

recruitment internationally of workforce  

A 

Continued funding 

from NHSEI   

Still waiting on confirmed funding for ‘new builds’, 

funding for the latter years of the programme and 

for the revenue arrangement to be agreed  

Continue to pursue clarity from NHSEI 

regarding business case and funding access 

expectations 

R 

Ability to spend 

funds in line with 

NHSEI timetable 

DHSC have been successful in their case to HMT 

for funds for CDCs.  The indicated funding profile 

for capital is ambitious (see Economic Section) and 

it may be difficult for NEL to meet this. 

The NEL CDC programme is working at pace 

to support the local CDC business cases 
R 

 

 

 

Economic Case 

Capacity growth requirements 

It is expected that the CDC initiative will form a key part of local system’s response to the increasing 

demand, from both demographic (population growth) and non-demographic (increasing popularity) 

growth. As NEL is expecting to experience very significant population growth, the increases in 

capacity that will be needed to keep pace with this are also significant. 

There has been work done over the past few months to estimate the growth in in demand that the 

system will experience for key modalities and what this would mean in terms of the requirement for 

additional pieces of major diagnostic technology, such as MRI and CT scanners, which is included 

below, to illustrate the scale of growth expected across the system. This work will be refined further 

including adding additional modalities, such as pathology and physiological measurements, as well 
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as ensuring that geographical spread of demand, deprivation and inequalities is also factored into 

the site selection. 

 

Table 10: NEL activity 2019/20 

  
Current Annual 

Activity 
5 Year Activity 

Growth 
5 Year Activity 

Growth 

Annual activity 
per equipment 

item 

New items of 
equipment 

needed 

MRI 117,497 39% 45,824 6,156 7 

CT 206,058 48% 98,908 12,312 8 

NOUS 374,875 28% 104,965 5,286 20 

ECHO 75,870 52% 39,452 3,500 11 

ENDO 52,506 28% 14,702 3,000 5 

 

The additional equipment suggested by this table is based on growth applied to the entirety of each 

of the modalities.  It does not necessarily follow that this is the equipment that will needed in the 

CDCs.  Further work is being undertaken to consider the activity flows that are currently being 

undertaken in an acute setting that could be re-directed to CDCs and hence the capacity that may be 

released in secondary care vs the additional capacity needed for CDCs themselves. 

Investment Objectives and Critical Success Factors  

Investment objectives have been provided nationally through the CDC programme and describe six 
key aims (see page 7). 

A facilitated workshop was held on 27th January 2022, to review these objectives and define the 
critical success factors (CSFs) to appraise options for delivery of the programme. 

The CSFs, outlined in Table 11 below, were used in the workshop to develop a long list of options. 

 

 

 

Table 11: Critical Success Factors 

 Objective  Critical Success Factor   

Strategic Fit and Business Need  

A  Alignment of CDC delivery model to NEL ICS business case and scenarios  

B  Alignment of CDC delivery model to National CDC vision  

C  Alignment of CDC delivery model to population needs; demand  

D  Alignment of the CDC delivery model to population needs; capacity  

E  Alignment of the CDC delivery model to population needs; inequalities  

Potential Value for Money  

F  
The delivery model option returns economic value on the dedicated financial cost. 
The chosen delivery model must create significant benefits for both efficiency and 
effectiveness  

G  
Benefits for the delivery model can be defined, tracked and realised through an 
agreed benefits framework   
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 Objective  Critical Success Factor   

Supplier Capacity and Capability  

H  
The delivery model option can be delivered by a preferred supplier within required 
timelines  

I  
The selection of suppliers and the required supplier capability are available via the 
Trust’s procurement processes and frameworks  

Potential Affordability  

J  
Sufficient funding is available to support the delivery model, and the chosen option 
fits into the affordability envelope  

K  
Contingency funding can be allocated to support mitigation of risks associated with 
delivery  

Potential Achievability   

L  Leadership is aligned and willing to sponsor the delivery model  

M  
Highly skilled resource can be sourced and or made available to support the design 
and delivery of the delivery model. With strong representation from BHRUT staff 
across stakeholder groups.  

N  
Effective change management can be deployed to manage change required 
including cultural change, technical change, process change related to a new CDC  

 

The Options List 

In FY 21/22 NHSEI provided NEL with £5m to establish two early adopter CDC sites. The location of 

these was based on a number of criteria, including site availability, feasibility, cost, and accessibility. 

In addition, locating services in areas of greater deprivation was also a consideration, since 

addressing health inequalities was also a critical decision making factor. The two sites were located 

centrally in the NEL region, one in Outer North East London, and one in Inner North East London. 

The chosen early adopter sites were at BCH and MEH.   

Figure 7: Indicative locations of early adopter CDC sites, laid over map of relative level of deprivation (darker colour 
indicates to more deprived) 

 

 

NHSEI subsequently made more funds available to expand CDCs across the NEL region. A range of 

potential design options for the overall system of CDCs were considered, in consultation with 

stakeholders across the system. This was to allow the programme to complete an initial, high-level 

options appraisal exercise as to the key design principles we should be using to help us more clearly 

define what the implementation of our CDC strategy may actually look like. They are summarised in 

the table below: 

BCH

MEH
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Table 12: Long list of options considered 

Option Detail Positives Negatives 

A 3-4 sites of different sizes - 

acute largest 

Provides good access for 

residents 

Potentially resource intensive, 

unaffordable and unsustainable 

B 2-3 large sites spaced 

across NEL 

Guarantees one-stop-shop 

Efficiency in staffing 

Economies of scale for capital 

costs 

Good alignment with acute 

sites 

Patient access more difficult, as there 

are fewer sites across the region 

(although could potentially meet best 

practice accessibility requirements) 

C 7 equal sites - 1 per 

borough 

Equality of provision across 

boroughs 

Cannot provide all services x7, as this is 

potentially unaffordable 

Cannot provide all services away from 

acute sites, and does not necessarily 

target inequalities and waiting times 

D 6+ sites - high street largest Takes services deep into high 

footfall community locations  

Difficulty in providing all services away 

from NHS sites 

Could be expensive, and may present 

difficulties with integration into existing 

services 

 

There are several potential locations for CDCs across the NEL region, including acute adjacent sites, 

community NHS sites and high street/ shopping centre sites. These sites constituted the long list.  

A second facilitated workshop was held in January 2022 to appraise the long list against the critical 

success criteria. NEL recognises that it needs to balance the desire to promote an accessible range of 

CDCs across the region against constraints based on cost, and other feasibility considerations (such 

as site availability, and the complexity of workforce planning). The fact that there had already been 

investment in BCH and MEH, and service delivery had commenced in both of these facilities, was 

also factored in. Whilst the proposals to potentially expand BCH and MEH into full CDCs are still in 

development, they could offer good value for money given the previous investment in these sites. 

Considering NEL’s overall allocation for CDCs, it could be that BCH and MEH plus one, possibly two, 

more standard CDCs are feasible in the NEL region. Other configurations including Spoke CDCs may 

also be potentially viable. 

Table 13: Further considerations on the options considered 

Option Pros  Cons Does it meet our objectives? 
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Option Pros  Cons Does it meet our objectives? 

A 

• This scenario would ensure that 

capacity is proportioned 

accordingly with each site 

• Scenario A allows for services to 

be close to patients although data 

mapping around travel times 

should be completed.  

• A mix of community of 3-4 sites of 

different sizes will allow for some 

to be positioned in the 

community which meets the 

overall objective of the 

programme.  

• High capital and revenue costs 

associated with this number of 

CDCs. 

• Workforce challenges would 

exist.  

• Potentially a CDC in Harold 

Wood should be considered in 

this scenario.  

• Gap in access identified in the 

north area of Waltham Forest.  

•  

Meets the following key aims: 

• To improve population health 

outcomes.  

• To increase diagnostic capacity 

• To contribute to reducing health 

inequalities. 

• To deliver a better and more 

personalised diagnostic experience. 

• To support integration of care. 

 

B 

• Allows for workforce to be 

centralised between 2-3 

locations.  

• It could potentially allow 

for tests to be conducted in large 

multi-diagnostic centres and 

reduce the need to visit multiple 

sites.  

• Affordable both from a capital 

and revenue cost perspective. 

• Finding suitable sized 

accommodation to host a large 

CDC site would be an issue.  

• Cost and time of building or 

redeveloping sites for CDCs 

would be an issue.  

• Fewer sites means it does not 

provide as much coverage across 

the entire geography.  

Meets some aims, including: 

• To reduce health inequalities and 

improve population health. 

• To increase diagnostic capacity. 

 

Does not meet some aims: 

• To support integration of care 

across primary, community and 

secondary care and the wider 

diagnostics transformation 

programme. 

C 

• Equality of provision across 

boroughs 

• This scenario will present 

challenges around cost and 

space. 

• Workforce challenges would 

exist.  

• All services would not be able to 

be provided in 7 equal sites.  

• High capital and revenue costs 

associated with this number of 

CDCs. 

Meets some aims, including: 

• To reduce health inequalities and 

improve population health. 

• To increase diagnostic capacity. 

D 

• Sites spread across NEL 

geography. 

• Balances access and efficiency. 

• Allows provision of some limited 

specialist equipment e.g. PET 

scanner. 

• High revenue costs associated 

with this number of CDCs. 

• Challenges integrating into NHS 

provision in primary, community 

and secondary care. 

• Significant effort in opening large 

number of sites. 

• Capacity will need to be 

proportioned accordingly. 

• Potential further complexities 

with securing larger high street 

sites. 

• Workforce challenges to provide 

resources across all sites. 

Meets some aims, including: 

• To improve population health 

outcomes.  

• To increase diagnostic capacity. 

• To contribute to reducing health 

inequalities. 

• To deliver a better and more 

personalised diagnostic experience. 

•  

Does not meet some aims, including: 

• To support integration of care. 

 

The next step was to compare the short-listed options incrementally against a Business As Usual 
(BAU) baseline to determine value for money using the Comprehensive Investment Appraisal Model 
(CIAM) approach. Under HM Treasury Green Book principles, costs, benefits and risks will be 
assessed for each option to determine a comparable net present social value and benefit to cost 
ratio. This is a recent change in guidance whereby more value is placed on wider societal benefits 
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rather than benefits accrued to the NHS only. The outcome of the appraisal will determine the 
preferred option for the programme. 

An example of the objectives and associated measures that are being targeted through investment 
in developing a network of CDCs in NEL is as follows: 

Table 14: Example showing how the investment objectives may be assessed 

Investment Objective  How investment will meet objectives  Measure  
Increase diagnostics 
capacity to meet future 
population demand and 
capacity needs  

 Provision of increased diagnostic 
modalities in the region 

 Placement of modalities in delivery 
model that meets needs of demand 
and capacity modelling  

 % change in diagnostic capacity by modality 
(split by emergency and elective) to a 
minimum of 120% of pre-pandemic levels 
across 2022/23  

 % change in waiting times  

 % change in capacity related cancellations  

Reduce health inequalities 
by improving access and 
outcomes of diagnostic 
provision  

 Ensuring equity of access for 
residents across demographic groups  

 Improving access for those in the 
most deprived areas of BHR  

 % change in access for those in lowest 20% 
of Index of Multiple Deprivation (IMD) 
(travel time)  

 % change in referrals for those in lowest 
20% of IMD  

 % change in uptake for those in lowest 20% 
of IMD  

 % change in diagnostic/treatment 
outcomes for those in lowest 20% of IMD  

 Breakdown of referral routes; % from 
emergency, primary and secondary care  

Improve patient 
experience by offering a 
connected and 
personalised experience 
through a range of quality 
diagnostic services  

 Bookable appointments through 
multiple channels  

 Connected and interoperable digital 
services within the CDC delivery 
model to share imagery and clinical 
information, data and reports  

 Ability for patients to received co-
ordinated testing to minimise 
number of visits  

 Average number of tests a single patient 
has undertaken per visit  

 % change in number of visits per patient  

 % change in waiting times for tests  

 % change in patient satisfaction  

Improve system working 
by aligning Trust delivery 
model with NEL ICS CDC 
strategy and local Borough 
strategies 

 Consistent and aligned CDC delivery 
model that complements NEL ICS and 
Borough footprints 

 Support integration of care and 
service across the system  

 % change in system wide diagnostic 
capacity by modality  

 % change in system wide waiting times  

Attract, train, and retain a 
highly capable workforce 
to support delivery of CDC 
services to patients  

 Offer of new roles, development 
opportunities  

 Training and education for clinicians  

 Providing opportunity to work in 
flexible and innovative ways  

 % change in staff retention  

 % change in staff satisfaction  

 % change in relevant training completed  

 % change in capacity related cancellations  

Improve efficiency and 
productivity of diagnostic 
activities  

 Maximise use of estate configuration  

 Maximise use of diagnostic 
equipment  

 Streamline provision of acute and 
elective diagnostic services (where it 
makes sense to do so)  

 Reduce unnecessary steps, tests, or 
duplication  

 Clinical support tools to give 
guidance on which tests are required  

 Use of technology to share 
information and data  

 % change in existing diagnostic equipment 
use (in line with service levels)  

 % change of tests that get repeated within 
four weeks  

 % of inpatients using MRI, CT and echo on 
day of request  

 Cost change per test report (Imaging)  

 Cost change per procedure (endoscopy – to 
be devised)  

 % change of duplicative tests performed  

Support the integration of 
care across primary, 
community and secondary 

 Improve scope of referral routes  

 Transform and improve diagnostic 
pathways  

 Breakdown of referral routes; % from 
emergency, primary and secondary care   

 % change in number of visits per patient  
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Investment Objective  How investment will meet objectives  Measure  
care   % change in conversion of volunteers to 

employees  

 

To complete the options appraisal to inform the economic case, the following analysis will be 

undertaken: 

 Costs and timing of costs to be captured for both options 

o Capital costs, Lifecycle costs, Revenue costs 

 Benefits and timings of benefits to be captured for both options 

o Cash releasing benefits, Non-cash releasing benefits, Societal benefits, Un-monetisable 

benefits 

 Risks and timings of risks to be captured for both options 

o Quantified risks, Optimism bias 

 Option appraisal completed using the CIA Model 

Our analysis falls into two sections. The first focuses on the operating model, and the initial results 

indicate that NEL would prefer to pursue option A operating model, as this offers the most benefits. 

However, it also comes with significant workforce risks, and may not affordable from a revenue and 

capital cost perspective. In the interests of balancing affordability with effectiveness the next best 

option is potentially deemed to be option B operating model. Additional funding might be available 

to expand diagnostic capacity using independent sector providers, which would enable NEL to locate 

testing facilities in convenient non-NHS locations, such as shopping centres and in commercial office 

districts. These different operating model options (or combinations of them) may impact the layout, 

type and number of CDCs across the NEL region. Each offers benefits and risks, and we will seek to 

balance these. As the final financial allocation NEL will receive becomes clearer, we will be in a 

better position to evaluate what is possible more comprehensively. 

The second piece of analysis centres on the specific CDC sites. Whichever operating model ends up 

being chosen, it is could involve the further expansion of the early adopter sites at MEH and BCH. 

These sites are centrally located, and the investment they have already received means that further 

funds could offer good value for money for subsequent works. The selection of additional CDC sites 

will depend on the chosen operating model. Potential options include another Large or Standard 

CDC centrally located in NEL’s region; or smaller CDC sites in the East and West; or strategically-

located small CDCs dispersed across the region including some on commercial premises; or a 

combination of and variation on these. 
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Financial Case 

Core system capital allocation 

NHSEI is providing a significant amount of both capital and revenue funding to support the 
development and delivery of Community Diagnostic Centres, through access at System-level to 
funding which the ICS are able to bid for through submission of relevant business cases. The funding 
for CDC site development will flow via the usual routes either through the ICS or via a direct capital 
drawdown from central government. Funding will only be agreed if the business cases proposing 
development meet the required standards of NHSEI.  

This provision of funding does not prohibit the ICS or other system partners from supplementing the 
programme with funding from other sources, or seeking to combine funding and benefits with other 
local initiatives to achieve greater benefits or cost savings.   

Systems have been asked to develop three-year investment plans that lay the foundations for 
further expansion of capacity through CDCs in 2023/24 and 2024/25.  The national capital allocation 
and allocation for NHSL are as follows: 

Table 15: National funding for CDCs 

Capital £m  22/23 23/24 24/25 Total 

CDC excl. new build 635.2 245.8 245.8 1,126.8 

CDC new build reserve 
 

175.0 175.0 350.0 

Total 635.2 420.8 420.8 1,476.8 

London allocation 96.0 37.0 37.0 171.0 

 

Indicative funding to NEL ICS is believed to be as follows: 

Table 16: Indicative funding for CDCs in NEL 

Programme 
Year  

Financial Year NEL system direct 
capital funding 

Planned Investment priority  

Year 1  FY 21/22  £5m  Investment to establish early adopter CDC sites  

Year 2  FY 22/23  £22m  Full operationalisation of early adopter sites to full-service CDCs  

Year 3  FY 23/24  £8m  Investment in other sites within a CDC model  

Year 4  FY 24/25  £8m  Investment in other sites within a CDC model  

 

Our initial proposal is that the priority for FY 22/23 funding could be used for further development of 
the Barking Community Hospital and Mile End Hospital sites from “Early Adopter” and “Year 1” CDCs 
to full-service Community Diagnostic Centres. It is our initial proposal therefore that the majority of 
the £22m allocated for FY 22/23 could be spent on increasing the capacity of Mile End Hospital and 
Barking Community Hospital CDCs, with any residual funding being used to support the early steps of 
our other top priority CDCs. We will conduct further analysis to evaluate the feasibility and value for 
money of these proposals. 
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Commercial Case 

Key Partner Organisations 

This document does not contain significant detail within the Commercial Case, as that will be 

developed further in the business case process, based on other decisions that are taken about the 

scope and form of the desired CDC network.  

It is however important to state that we expect our three main acute secondary care trusts within 

NEL, Barts Health, BHRUT and Homerton Health to be our key commercial partners, so that we can 

ensure we make use of their existing skills and experience in delivering diagnostic tests at scale to 

the NEL population. 

IS Involvement 

We are currently considering the part that Independent Sector providers may play in the creation 

and running of our CDC network. Currently, as part of our BAU operations, IS providers provide a 

range of services to our healthcare system, including basic technology, serviced technology, staffed 

mobile scanners and both insourced and outsourced resourcing in order to allow us to manage our 

current demand and work to address our elective recovery priorities. 

The role that the Independent Sector may play in the future development of the CDC network is not 

yet confirmed or agreed, but it is envisaged that IS providers will continue providing some level of 

serviced and staffed technology to our Trust partners. An option for IS organisations to build and run 

some of our CDC spokes that are not on existing NHS owned / operated sites is also being 

considered, as that may allow us to leverage the skills and workforce that the IS providers have 

within NEL. Further investigation of this will be undertaken during the options appraisal detailed 

stage within the System OBC. 

CDC Procurement Framework 

The procurement of public services is governed by Public Contract Regulations 2015 and specifically 

within the NHS by the National Health Service (Procurement, Patient Choice and Competition) (No. 

2) Regulations 2013.  Together, these regulations define how new or additional services can be 

properly procured by NHS commissioners. 

To assist with the deployment of CDCs, NHSEI has had a procurement framework specific to CDCs 

created.  This will help facilitate the procurement of the goods and services that we may need to 

procure to build and run our CDC network. We expect that this procurement framework may be 

used both by the ICS and by our Trust partners to procure both goods and services in a compliant 

and efficient manner. The framework states that some of its benefits are as follows: 

- Fast, efficient, easy to use compliant procurement framework that removes the need to 

undertake costly and time-consuming full procurement process locally. 

- Flexibility in the planning and running of tender processes via mini competition. 

- Robust framework resulting from thorough professional due diligence. 

- National Coverage. 

- Pre-agreed terms and conditions. 

- Simple ‘call-off’ the framework process. 

- National tariff prices as default that can be further reduced by competition at call-off. 
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- To support Contracting Authorities the on-line database includes template forms that 

Contracting Authorities can tailor for use in a call-off process 

- Throughout the entire term of the Framework, Contracting Authorities will have the option 

to undertake a mini competition for an NHS Standard Contract or Sub-Contract (as 

appropriate) for Nationally Priced Services or Locally Priced Services. 

We will be taking procurement advice as to the optimum means of supporting the development 

of CDC in NEL and whether this would be by using the framework or by extending existing 

contracts. 

In addition, the procurement landscape may be changing with the introduction of a new 

“provider selection regime” which would come into force as part of the new Health and Care Bill 

going through parliament and we will give this due consideration. 
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Management Case 

Programme Structure 

  

Figure 8: How the CDC Programme fits into the Planned Care governance arrangements 

 

 

The CDC programme is one of the primary focusses of the NEL ICS Diagnostics Team and has been 

set up with a core structure as shown in the following slide. This allows the programme to 

coordinate the overall strategic direction of the programme at ICS level, including management of 

the central supporting workstreams and enabling functions, whilst allowing the ICP/ Trust teams to 

focus on the details of the operationalisation of the outline plans for each of our potential sites. 
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Figure 9: Proposed Structure for NEL CDC Programme 

 

 

Outline deployment plan 

It is important to note that central funding from NHSEI has only been agreed to date for years 1-4 of 

the programme, so the ambition and scope of the programme should reflect this constraint unless 

alternative guidance is forthcoming. The deployment of our CDCs will be a sequential rollout, the 

precise pace and ordering still to be confirmed, as the funding being provided to the ICS is staggered 

over a number of years and our workforce plans will require a number of years to come to fruition 

and provide the staffing required to operate these centres at their full planned capacity. 

It is important to note that the programme timeline is dependent on significant external factors, not 

limited to: 

 Workforce availability 

 Advancements in digital integration across the NEL patch 

 Continued funding from NHSEI, any alternative funding arrangements, and an 

acceptable ongoing revenue arrangement 

 Agreement from a range of system partners 

 Planning consent 

 Procurement processes and supplier capacity/ availability 

 Public consultation 

 

Business Case deadlines 

NHSEI have provided some guidance as to the expected deadlines for the business cases required to 

release the funding and approvals for the construction of our next phases of the CDC programme, as 

indicated in the slide below. 
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Figure 100 Proposed Regional approval process 

 

 

 

Draft approval process

NEL develops draft CDC Strategy

NHSEI review and 
provisional approval

May July SeptemberApril June August
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