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Foreword
THE RT HON STEPHEN DORRELL
In 2019, prior to the outbreak of the COVID-19 pandemic, Professor Sir Mike Richards, was asked
by NHS England to produce an independent review of diagnostic capacity across the NHS. The
report, released in 2020, identified that England undertakes less diagnostic testing and had
far fewer scanners, radiographers and radiologists per head than other comparable countries,
whilst the COVID-19 pandemic had thrown into sharp relief the challenges to continuity of
elective services posed by the concentration of diagnostic equipment on acute sites.
Aiming to solve these twin problems, the report proposed the establishment of a nationwide
network of Community Diagnostic Centres (CDCs) to provide high quality, community-based
diagnostic facilities focussing on high-volume, relatively low complexity diagnostic testing.
Following this recommendation, very significant additional investment has been made in
diagnostic capacity constituting the largest boost to capital spending on diagnostics in over a
decade.
For cancer, the successful implementation of Community Diagnostic Centres is crucial to the
successful delivery of our ambitions for earlier diagnosis, better survival and improved longterm quality of life. One in two people will be diagnosed with cancer in their lifetime. Improving
long-term patient outcomes is a matter of national importance. Diagnosing cancer at an early
stage is essential, and the NHS Long Term Plan aims to diagnose 75 per cent of cancers at stage
I or II by 2028 when more curative options are available.
Although we have seen a huge effort from diagnostic and cancer services across the country to
respond to the increase in urgent cancer referrals since the early stages of the pandemic, we
know that diagnostic capacity is often the rate limiting step preventing further improvement.
We also know that more than 90% of people referred on these pathways will not have cancer,
and could be investigated and managed within the community without ever needing to attend
a hospital. For those who have had a previous cancer diagnosis, the prospect of receiving scans
closer to home and avoiding the need for repeated hospital visits also holds out the prospect
of a more streamlined and proportionate approach to follow-up care. People who currently
have to travel significant distances to access tests could receive tests closer to home, improving
access to under-served communities. But equally in some locations, hospital sites can be the
most suitable place for CDC development so long as access is good and other key facilities are
supported.
This is not to say that establishing CDCs and expanding diagnostic capacity on this scale will
be straightforward. Future challenges will include workforce recruitment and retention, and
ensuring that capacity within CDCs is effectively used and prioritised to tackling the postpandemic waiting list for tests, particularly in high priority areas like cancer. Providing the right
education and support to the existing workforce, expanding diagnostics teams within CDCs and
ensuring the diagnostic workforce is a key pillar of the NHS’s long term workforce strategy will
be key to meeting these challenges.
CDCs provide a once in a generation opportunity both to expand capacity and to transform how
we deliver services for patients. It is not enough to focus solely on rapid roll out of services, but
to future-proof those services, prioritising digital interoperability, future diagnostic innovation,
accessibility, workforce satisfaction and patient experience. Integral to this is the local, regional
and national alignment of initiatives to facilitate collaboration and coordination. It is crucial that
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systems delivering CDCs design them in a way that ensures agility and flexibility – while demand
on diagnostic capacity, especially for those with suspected cancer, will remain high, the precise
nature of that challenge will likely change over time – we need CDCs to be able to adapt according
to the needs of patients. As CDCs expand they will play a key role in reconfiguring our model
of diagnostics across the entire NHS, providing a better service to patients and improving the
resilience of our services.
This report explores the challenges and opportunities for Community Diagnostic Centres over
the coming years, and sets out some recommendations, developed by Public Policy Projects, to
support them in delivering real value for patients.
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NHS LTP

NHS Long Term Plan

NHSE/I 		

National Health Service England and Improvement

DHSC 		
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Recommendations
LOCATION AND FACILITIES
1.

2.
3.

CDCs must be located where patients have adequate access to the site, sufficient available
parking, and equitable access for all prospective visitors. If hospital sites are suitable, and
provide these facilities, they should be regarded as a suitable location.
Local authorities should ensure that high-quality public transport links to CDC locations are
available and account for disparities in public transport between local areas.
The government should facilitate this by sustaining investment in CDCs, and effectively
expand the diagnostic capabilities of the NHS to tackle the backlog.

DIGITAL INTEROPERABILITY
4.

ICBs, CDC suppliers and imaging networks should ensure imaging infrastructure within CDCs
can facilitate digital interoperability and work alongside HEE to facilitate the education of new
and existing workforce on data regulation and information sharing.

PATHWAYS, INNOVATION AND INTEGRATION
5.

ICS leaders should prioritise better linking CDCs to primary care, support the education of GPs
regarding CDC referral to facilitate an increase in capacity for direct GP referral to CDCs and
provide opportunities for primary care providers, particularly pharmacy and optometry, to
pilot direct referral to CDCs.

EARLY DIAGNOSIS AND CANCER
6.
7.

Communications relating to CDCs should emphasise their role in achieving the 28-day FDS and
early diagnosis for cancer.
In future, CDCs should consider expanding cancer-specific testing to support early diagnosis.

HEALTH INEQUALITIES AND CANCER
8.

Public or private enterprises who are awarded CDC contracts should prioritise the accessibility
and flexibility of CDCs for patients in order to prevent the perpetuation of health inequalities.
This includes providing services 7-days a week and in the evenings when suitable. Additionally,
patients should be provided with appointment dates from multiple CDCs to provide flexibility
however a number of slots should be kept for locals.

WORKFORCE REQUIREMENTS
9.

NHSE/I, with the support of DHSC, should create a standardised workforce pipeline that
prioritises skill recruitment across different systems, accounting for diagnostic workforce
expansion required for CDCs.

WORKFORCE RETENTION
10. NHSE/I, with the support of DHSC, should create a standardised workforce pipeline that
prioritises skill recruitment across different systems, accounting for diagnostic workforce
expansion required for CDCs
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COMMUNITY DIAGNOSTIC CENTRES
The NHS Long Term Plan (NHS LTP), published in January 2019, set out an ambition to revolutionise
NHS cancer care.1 Several key strategies were outlined, including the optimisation of care delivery by
joining up services, virtual consultation provision and the development of non-hospital-based acute
and urgent care facilities, disease prevention and tackling health inequalities, care quality and longterm outcomes improvement.
It set out the ambition that:
1. by 2028, 75 per cent of people with cancer will be diagnosed at an early stage (stage one or two);
2. by 2028, 55,000 more people each year will survive their cancer for five years or more.
Over the next nine years, the NHS LTP aims to improve cancer survival and access to personalised
oncology care, increase the roll-out of CAR T-cell therapy, offer Whole Genome Sequencing (WGS)
to all children diagnosed with cancer, prioritise cervical and bowel cancer screening in addition to
targeted lung health checks. 2 Additionally, it advocates a move towards a faster diagnosis standard
to ensure patients receive a definitive result within 28 days of urgent suspected cancer referral, and
introduces Rapid Diagnostic Centres (RDCs) to provide a pathway for patients whose symptoms
could be linked to a number of different types of cancer.
An independent review of diagnostics across the NHS was published entitled Diagnostics: Recovery
and Renewal – Report of the Independent Review of Diagnostic Services for NHSE, and adopted as
part of the NHS LTP. However, in March 2020 the Covid-19 pandemic disrupted cancer referrals and
created an immense diagnostic backlog, changing the diagnostic landscape.

According to the BMA, over April, May and June 2020, there were between 2.47 million and 2.60
million fewer first outpatient attendances, between 274,000 and 286,000 fewer urgent cancer
referrals, between 20,800 and 25,900 fewer patients starting first cancer treatments following a
decision to treat and between 12,000 and 15,000 fewer patients starting first cancer treatments
following an urgent GP referral. 3

Therefore, when Diagnostics: Recovery and Renewal was published in October 2020, it accounted
both for the Covid-19 backlog of testing and expected surge in cancer referrals and for the preexisting state of diagnostics across the NHS.4 Central to the report’s recommendations was the
establishment of diagnostic hubs away from hospital settings, now known as Community Diagnostic
Centres (CDCs).
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CDCS: AN OVERVIEW
The key priorities for CDCs were to:
1. Be situated in accessible community facilities, including retail and shopping centres, away from
hospital settings to reduce the burden on emergency and hospital staff and reduce patient risk
of contracting Covid-19.
2. Operate as one-stop-shops for diagnostic testing for chronic cardiopulmonary conditions and
cancer, with all required diagnostic testing performed in one visit.
3. Facilitate the separation of acute and elective diagnostics to tackle the backlog of diagnostic tests.5
Addressing the urgent need for diagnostics reform, 150 CDCs were to be rapidly established.6
Following the publication of ‘Diagnostics: Recovery and Renewal’, NHSE/I announced the initial
roll out of 40 CDCs and issued a framework agreement, inviting public and private sector
organisations who wished to be involved in their provision to register their interest.7,8
In October 2021 the then Secretary of State, Sajid Javid, officially announced the launch of 40
CDCs across England, backed by £350 million of investment. These “one-stop-shops for checks,
scans and tests” aimed “to provide around 2.8 million scans in the first full year of operation”.9
By the end of March 2022, the 40 centres were up and running, and 52 companies had been
awarded supplier contracts for CDCs across England (full list available at appendix 1).
In April 2022, it was announced that 73 CDCs were operational, and that this would rise to 160
by 2025.10 At that time, these 73 centres were carrying out 30,000 additional tests per week. In
September 2022, 92 CDCs were open and had delivered 1.7 million diagnostic tests, with 7 more
due to open between now and 2024.11
CDCs play a vital role in a number of these areas as they can boost diagnostic capacity while
opening the door to new technologies that increase opportunities for early diagnosis. However,
CDCs will require additional workforce resources to function.

SERVICES PROVIDED BY CDCS
A patient can be referred to a CDC by a range of healthcare professionals, including primary
care professionals, NHS screening services, paramedics, specific community services, urgent
treatment centres, NHS 111 (if triaged by the Integrated Urgent Care Clinical Assessment
Service), A&E departments and specialist secondary care providers and diagnostic services,
appropriately trained First Contact Practitioners and Allied Health Professionals.
Patients are typically referred to CDCs by health care professionals seeking new diagnoses or
follow up tests. Where a follow-up appointment is required, CDC staff can make this booking
and notify the referring clinician, who can amend booking details as necessary. Clinical
responsibility for the patient journey remains with this referring clinician. This process relies
on digital connectivity, swift communication and interoperability between primary, community
and secondary care settings and CDCs.12
However, a referral to a CDC may not be suitable for every patient. CDC referral is usually
suitable for non-urgent cases that require access to one or a range of diagnostic tests. At
present, CDCs are required to provide the following:
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•
•

•

•

Imaging: CT, MRI, Ultrasound, Plain X-Ray.
Physiological measurement: Electrocardiogram (ECG), including 24 hour and longer
tape recordings of heart rhythm monitoring, ambulatory blood pressure monitoring,
echocardiography (ECHO), oximetry, spirometry including reversibility testing for inhaled
bronchodilators, Fractional exhaled nitric oxide (FeNO), exhaled carbon monoxide, full
lung function tests, blood gas analysis via Point of Care Testing (POCT), simple field tests
(e.g. six minute walk test), issuing of multichannel equipment for recording home ‘limited’
sleep studies.
Pathology: phlebotomy, Point of Care Testing, simple biopsies, NT-Pro BNP, urine testing
and D-dimer testing. Point of Care Testing to be used to enhance the decision-making
during patient consultation and operated in conjunction with the pathology network.
For larger CDCs only: Endoscopy services including gastroscopy, colonoscopy and flexi
sigmoidoscopy.

CDCs are a response to service pressure, changing population health needs and recent
health system reform. According to DHSC, each centre is required to be a “freestanding,
digitally connected, multi-diagnostic facility that can be combined with mobile/temporary
units.” 13 These design requirements are central to the core objectives of CDCs, including
the boosting diagnostic capacity and streamlining efficiency to alleviate strain on the NHS.
More fundamentally, however, it is hoped that the flexibility of CDCs will allow them to
better respond to population health challenges, delivering a more tailored diagnostic service
according to the local disease burden in a more accessible setting. This will allow for more
targeted action against health inequality and will support the integration of health and care
services.
However, providing such services quickly and efficiently to meet population need is
challenging. Finding a suitably accessible location, appropriate staffing, and acquiring the
necessary scanners and technology is a lengthy process and urgent solutions are required.
Some CDC providers offer mobile solutions and temporary workforce, to quickly facilitate
short-term access to diagnostics.14 These initial means of diagnostic capacity provision can
be followed by setting up long-term facilities and providing additional diagnostic equipment.
There are concerns that the locations of the CDCs in operation will limit their impact,
with 47 of England’s 92 CDCs currently located on hospital sites.15,16,17 With less than
half concentrated in community settings, CDCs may not be able to significantly reduce
unnecessary traffic to and from hospitals and deliver more localised diagnostic services.
That being said, CDCs based on existing hospital sites, such as those developed by
Community Health Partnerships, can utilise existing NHS estate to minimise costs and boost
hospital capacity.18

Where we put down this capacity and what we do with it for the future is really vital
There are different ‘models’ CDC that are based on the location and the idiosyncratic needs of the
local population. The three models are: the standard, large, and hub and spoke.
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The standard model provides the minimum diagnostic tests, excluding endoscopy, and any
other diagnostic test of local priority. Only diagnostic testing is required; however, provision of
consulting rooms should be considered where possible in order to streamline patient pathways.
The large model offers all minimum services and endoscopy, and potentially provides some of
the optional components in the diagnostic pathway, such as consultation.
The hub and spoke model is comprised of a central hub that must include all minimum
diagnostic tests. CDC ‘spokes’ provide further capacity to ‘hubs’ for specific tests through a
satellite location, mobile unit or pop-up. Spokes can be used to meet specific service needs,
help integrate CDC models with other community diagnostic expansion or to deliver care at
home, where suitable, to achieve the programme aims. Digital connectivity and interoperability
between facilities is essential in this model.

In a report published by Imperial College Health Partners, alongside Ipsos Mori the following
design principles regarding CDC locations were laid out:
•
•
•
•
•

•

Accessibility is essential with ramps and drop-off/pick-up points for taxis near entrances.
Clinically vulnerable people and those with mobility issues should have transport options
provided by CDCs/ NHS.
CDCs must be positioned near a public transport links and/or close to affordable car parking to
improve access for patients and staff.
Patients should be within 45 minutes travel (via public transport) to their nearest CDC.
Staff travel time may need to be longer, to ensure that there is the right mix of skills within each
CDC, assuming individual choice and provision of good working conditions are adhered to as
much as is possible.
The surrounding neighbourhood of CDCs does not matter to staff or patients, as long as the
other design principles are adhered to.19

It is important to note these recommendations were London specific, and considerations for
rural areas are likely to differ. Consistently equitable access across the country is essential to
the success of CDCs and should be considered with equal importance.

RECOMMENDATIONS:
o CDCs must be located where patients have adequate access to the site, sufficient available
parking, and equitable access for all prospective visitors. If hospital sites are suitable, and
provide these facilities, they should be regarded as a suitable location.
o Local authorities should ensure that high-quality public transport links to CDC locations are
available and account for disparities in public transport between local areas.
o The government should facilitate this by sustaining investment in CDCs, and effectively
expand the diagnostic capabilities of the NHS to tackle the backlog.
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o The government must facilitate this by allocating funding to provide additional facilities,
expanding the diagnostic capabilities of the NHS and helping to effectively tackle the backlog.

CASE STUDY 1: ALLIANCE MEDICAL
Alliance Medical is Europe’s leading provider
of diagnostic and molecular imaging
services. Established in 1989, they have
been delivering high-quality diagnostic
solutions in partnership with public and
private healthcare organisations for over 30
years. Alliance Medical have enjoyed rapid
growth based on a proven, scalable business
model, with a focus on service, value for
money and technical excellence.
Alliance Medical’s diagnostic and molecular imaging services operate across 10 countries including
the UK, Germany, Ireland, Italy, The Netherlands, Norway, and Spain, and they operate 35
Community Diagnostic Centres across Italy.
They are a trusted partner of the NHS and hold the National PET-CT contract; they also lead the
Molecular Imaging Collaborative Network and deliver NHS PET-CT services to 80 per cent of England,
with nearly £100m of investment over the last 10 years.
Our 1200+ staff currently serve 700,000 patients across 62 facilities and 80+ mobile scanners,
delivering services to 224 locations and over 100 NHS Trusts across the UK. Alliance Medical
undertake c.800,000 scans per year, including over 100,000 PET-CT scans, and manufacture and
distribute SPECT & PET radiopharmaceuticals through a network of 5 production units offering a
fully integrated supply chain for molecular imaging.
Coordinating and contributing to the expansion of diagnostic services and as part of Community
Diagnostic Centres
Alliance Medical are among the front-runners in CDC provision; their 35 CDCs in Italy pioneered the
UK model. In 2018, they created the UK’s first, fully integrated, multi-modality Diagnostic Centre in
partnership with Colchester Hospital University NHS Foundation Trust (now East Suffolk and North
Essex NHS Foundation Trust). To date, they have entered into contracts to deliver nine multimodality
CDCs across the UK. Some of these contracts are fully operational, while others are under
development after contract award.

CANNOCK COMMUNITY DIAGNOSTIC CENTRE
Following the COVID epidemic in 2020, The Royal Wolverhampton NHS Trust required a rapid
diagnostic solution in order to clear the imaging backlog that had accumulated. Alliance Medical
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was able to provide an immediate mobile MRI and CT solution. However, following further
discussions with the Trust, additional imaging issues were identified. It became evident that a
longer-term imaging solution was required capable of meeting the requirements of Professor Sir
Mike Richard’s report.
As a result, Alliance Medical has developed the Cannock Community Diagnostic Centre in
partnership with Royal Wolverhampton NHS Trust. It is a new multimodality diagnostic village
designed to significantly cut waiting times for patients receiving scans at Cannock Chase
Hospital whilst providing care closer to home.
The CDC, which went fully operational at the start of 2022, is a configuration of demountable
units containing two GE Revolution EVO CT scanners and one 1.5T Siemens Healthineers Aera
MRI scanner linked by a support unit which includes a reception, waiting area, toilet, and kitchen,
to create a ‘pop-up’ CDC, with a further modular unit for non-obstetric Ultrasound to be added.
The model for Cannock CDC and all the CDCs designed by Alliance Medical, are aimed at
supporting the workforce needs of their NHS partners. Alliance Medical provides both clinical
and non-clinical staff to manage the CDC efficiently, with 3 clinical staff running each scanner.
Once patients have been scanned, their diagnostic images are sent to radiologists at New Cross
Hospital, who complete the reports and send them to the referring clinician.
Provision of the CDC is a phased approach; imaging services are delivered from the diagnostic
village at Cannock Chase Hospital for four years (Phase 1). During this time, Alliance Medical are
working closely with the Trust, collaborating with clinical and operational colleagues, staff and
patients to design and build a standalone, brick-built facility located off site. Work is funded by
Alliance Medical with expected completion in 2026. This facility will be a fully integrated solution
across primary and secondary care, providing a range of diagnostics under one roof, including
one-stop-shops pathways, creating additional capacity in secondary care and contributing to the
NHS ambition to become net zero.
By providing an immediate imaging solution from day 1 of operation, the CDC has already made
a significant impact in reducing the waiting times for patients needing CT and MRI scans, with
the vast majority of patients now being offered routine appointments within four weeks. It has
also had a major impact on cancer pathways; within its first month of operation, the average
waiting time for CT had reduced by five days and MRI by eight days, with further improvements
forecasted.
Open seven days a week, the CDC now scans approximately 950 CT patients and over 450 MRI
patients every month (July 2022), easing the diagnostic imaging burden on the Trust and helping
to reduce the Trust’s challenging MR and CT waiting lists. Since its launch in May 2022, waiting
list numbers have reduced by 46.6 per cent for MRI, and 68.8 per cent reduction for CT.
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DIGITAL INTEROPERABILITY AND INNOVATION
With hub and spoke models requiring multiple facilities to work together, digital interoperability
between different facilities is essential. Furthermore, as the responsibility for patient care lies with
the referring clinician prior to, and following, patient attendance at a CDC, digital interoperability
between CDCs, primary care and secondary care is also essential.
However, there are several obstacles to true digital implementation, including uneven digital
skillsets across the workforce within the public sector and a lack of consistently high-quality digital
equipment across all NHS Trusts.
A lack of equipment has led to some NHS trusts providing laptops to others as a form of mutual
aid for CDCs. This should be reduced by providing equipment and additional training for CDC staff.
Introducing these steps is key to hiring and retaining skilled professionals.

We struggle to get everyone at the same point, so the interoperability becomes really
clunky and we’re testing things like just lending laptops to a different trust to provide
mutual aid and support across the CDCs, and that’s not right
Successful digital interoperability relies on recruiting data professionals who can develop insights
from CDC data, allowing it to be properly utilised across the NHS. However, hiring and retaining
experienced data engineers within the NHS is a challenge, as the health service is unable to offer
salaries of a similar size to those offered by the private sector.

If you use agenda for change and you use a band 8A or a band 8B, you’re not going
to be able to get the kind of level that’s required to manage the task
The ambition of achieving digital interoperability across CDCs speaks to a larger ambition of
the NHS to revolutionise the way it collects and utilises data. For digital interoperability to be
meaningfully implemented in a patient-centric manner, digital accessibility must also be considered.
Individuals emphasised the importance of digital accessibility when accessing appointments in
CDCs. Individuals stated that online appointment booking should be available by default, (and
made mobile compatible where possible,) but telephone booking options should be available as
an alternative. Clear communication on how to access a CDC should be provided in a letter and
reminder texts should be sent 48 to 72 hours before an appointment. 20 Equipping centres, and
training the workforce, to provide these services is a key step in making CDCs digitally accessible.
In order to implement innovative technologies and provide access to all forms of diagnostics, digital
interoperability and accessibility are crucial in CDCs. As they aim to expand the diagnostic services
on offer, investment and education of the workforce will be essential elements. As an example,
GRAIL bio’s Galleri blood test for cancer is a potential avenue for CDCs to incorporate genomics
as part of their diagnostics portfolio. This test has shown success in detecting multiple cancers
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through a single blood draw. 21 The NHS Galleri trial is carried out in mobile clinics across England,
highlighting their potential for adoption by CDCs if resources are available. 22 The results of followup studies should provide additional clinical data in time. In order for innovations such as these to
be effectively implemented, workforce education and workplace facilities as essential.
It is essential that conversations relating to innovation do not focus solely on innovative
technologies, but include innovation in pathways, recruitment, education and more. CDCs provide
a unique opportunity to innovate at scale and this should be seized by all stakeholders where
possible.

We need to focus not just on innovating technologies but on
innovating our techniques and processes
RECOMMENDATIONS:
o ICBs, CDC suppliers and imaging networks should ensure imaging infrastructure within CDCs
can facilitate digital interoperability and work alongside HEE to facilitate the education of new
and existing workforce on data regulation and information sharing.

CASE STUDY 2: BAYER
South Tyneside and Sunderland NHS Foundation Trust (STSFT) planned a new state-of-the-art
£10 million Integrated Diagnostic Centre at South Tyneside District Hospital. 23
Plans for the new facility in South Tyneside included a PET-CT scanner, meaning patients will no
longer need to travel to Newcastle or Middlesbrough if they have a suspected cancer diagnosis.
A PET-CT scan is a specialist diagnostic procedure which uses a mildly radioactive drug to show
areas of the body where cancer cells may be active.
The Integrated Diagnostic Centre also includes include high specification MRI and CT scanning
equipment, clinical consultation rooms, as well as a ‘docking’ station for mobile scanners that
may be needed in future to cope with the ever-rising demand.
Equipped with the latest technology, the new diagnostic centre will be fully integrated to the
Trust’s digital patient record systems, allowing consultants to view and report on images
in multiple locations, including their own homes. This will mean a much quicker reporting
turnaround time so that patients can begin treatment sooner.
The project has been made possible thanks to partnership working with Alliance Medical who
have provided mobile diagnostic scanners to STSFT for over ten years and already provide PETCT scanning across the entire NHS.

18

Patients in Sunderland and Durham will still be able to access scans locally at Sunderland
Royal Hospital and Durham Treatment Centre but will have the choice of an appointment in
South Tyneside once the new Integrated Diagnostic Centre is operational.
The new facility is part of the Trust’s long-term ambitions and commitment to improving its
aging infrastructure in South Tyneside.
As the NHS recovers from Covid-19 and begins to tackle the major backlog of patients now
waiting for treatment, South Tyneside’s new Integrated Diagnostic Centre will play a pivotal
role in reducing waiting lists. More patients will have access to scans and will experience their
care from a new purpose-built, permanent facility rather than a mobile scanning unit. This
development will put STSFT at the forefront of recovery and massively increase their capacity
to care for more patients. This is a major development supporting not only South Tyneside
but also Sunderland and North Durham.
Bayer Radiology can support CDCs with years of experience in the field, and by providing a
range of cutting-edge medical equipment, digital solutions and contrast media to maximise
scan image quality (reducing the need for patients to come back for re-scans). As specified
as a requirement, their equipment will connect directly to the hospital’s IT infrastructure
facilitating the transfer of diagnostic images and patient information, enabling both medically
focussed and workflow efficiency analysis.
Bayer’s injector technology allows consistent, repeatable scanning utilising patient-specific
protocols to minimise radiation exposure and contrast volume, while maximising diagnostic
image quality. Depending on the modality and expected patient throughput, their injectors
enable maximum workflow efficiency whilst keeping costs per patient at a minimum. When
connected to the hospital’s network, patient modality worklists can be downloaded, and patient
injector information can be sent straight to PACS or RIS for storage, and later retrieval for
analysis. Bayer’s multi-patient CT injector has been designed with the patient foremost, enabling
rapid turnaround of patients and so significantly increasing workflow efficiencies.
The Trust specified full IT connectivity and full integration into their digital patient’s records
system, which will reduce manual paperwork, increase efficiency, and enable almost instant
data retrieval.
By including Bayer equipment and software solutions, the Trust will be able to tackle
the increased workload, integrate across patient record systems, and maximise patient
throughput while maintaining high quality diagnostic imaging, thus hitting all of the
requirements dictated in the design of the Integrated Diagnostic Centre.
Bayer can offer this project other digital solutions going forward, which would work across
the Trust’s IT network. These could facilitate the audit of scanner room efficiency, contrast
usage, or radiation dose exposure by organ/ body area. Their AI solutions would maximise
Radiologist efficiency by highlighting scans which require further investigation, whilst
discounting those with normal results.
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Although not specified as a requirement, CDCs will add a significant workload to the
procurement and clinical departments in the organisation and ordering of consumables.
Bayer can help the Trust in this area, by offering managed service options to predict and
deliver the correct quantities required to ensure smooth, uninterrupted workflow, while
minimising cost and storage requirements.

DIAGNOSTIC PATHWAYS
Upon referral to a CDC, patients will proceed along a symptom-based pathway, to diagnose or rule
out a range of conditions. Diagnostic pathways more generally refer to the patients journey from
first presenting their symptoms to a disease diagnosis. These pathways are categorised as follows:
While the above pathways are a priority for all CDCs, individual centres can focus on specific pathways
that are relevant to local need. Tailoring services to community need has multiple benefits, including

PRIORITISED SYMPTOM BASED PATHWAYS
Respiratory Symptoms

Cardiac Symptoms

• COPD

• Heart Failure Atrial
Fibrillation

• Asthma
• Breathlessness
• Sleep symptoms

• Chest pain
• Heart Valve Disease
• Breathlessness

Symptoms of
possible Cancer

MSK Symptoms

• Lower & Upper GI

Orthopaedics - soft tissue
and joint pain OA

• Lung - cough, weight
loss and haemopitysis

Spinal conditions (neck
and back pain)

• Skin / Dermatology
• Prostate

Rheumatology inflammatory arthritis
Osteoporosis + fragility
fractures

Urological Symptoms

Head & Neck/Audiology

Diabetes

Ophthalmology

Male Lower Urinary Tract
Symptoms

• Hearing Loss

Annual checks

• Glaucoma

• Tinnitus and balance

Diabetic Eye checks

• Medical Retina

Overactive Bladder
Recurrent UTI

• Cataract

Raised PSA
Haematuria Scrotal pain &
Scrotal Pathology

Upper & Lower GI
Symptoms

Gynaecological
Symptoms

Weight loss

• Abnormal bleeding

PR Bleeding

• Abdominal bloating
• Pelvic pain
• Pelvic mass eg vaginal
examination

Tests for Liver Disease
Non Alcoholic Fatty Liver
Disease (NAFLD)

Long Covid
(Adult) Screening
Renal
CKD
F/U Transplant clinic
AKI
Source: NHS England
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better resource allocation and increased efficiency. Additionally, tailored and accessible diagnostics
can better address local disease burden, reducing health inequalities associated with specific
disease outcomes by improving access to diagnosis and treatment. Patients can enter a CDC
pathway through various means as presented previously; however, direct GP referral to CDCs
should be approached as a national priority.
Properly integrating primary care and CDCs is crucial to providing patients with timely and
efficient access to a diagnostic pathway. Achieving this requires additional workforce education
within primary care and sufficient diagnostic capacity within CDCs. Additionally, diagnostic
pathways change frequently in accordance with emerging clinical evidence, therefore it is
essential that both primary care and CDCs can access up-to-date information on pathways.
Across integrated care systems (ICSs), there is variation in how primary care professionals can
refer patients to CDCs.

We have variation in [redacted], just with four trusts where some are receiving GP
direct access referral, some aren’t because they were inundated initially, some
are triaging really well in the referral, some aren’t. We are just starting to look at
implementing the referral clinical decision support software so we can open up GP
direct access to all trusts as well as all CDCs. So actually, we are thinking about
future GP direct access to not only the consultants in the trust but to the CDCs

There is some education needed around how we educate GPs about the CDC
referral process
National discussions about direct GP referral to CDCs should continue, alongside educating
primary care on their potential role in this network and how that impacts the configuration of
pathways and pathway access. This is crucial to the optimisation of end-to-end pathways.

Nationally, we’re trying to just think about direct GP access, so when I think
about sort of pathway optimisation and routes in, over 50 per cent of the CDCs
offer direct GP access to at least one test
There is also the future potential for various modes of primary care to be delivered within
a CDC setting, and for treatment for diagnosed cancers and other diseases to be delivered
onsite. Pilot studies, evidence and national discussion are all needed to determine the
feasibility of CDCs metamorphosing into non-acute sites for primary care, diagnosis, and
treatment.
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For CDCs to operate according to best practice, it is important that information regarding updated
diagnostic pathways is accessible and subsequently implemented when suitable. Engagement with
primary care and secondary care as CDCs are developed will be essential in maximising the positive
impact CDCs can have across the healthcare system. Some trusts are coordinating their attendance
at clinicals summits to ensure their CDCs are aware of developments to diagnostic pathways within
the clinical network.

We have two leads across our system, who attend all of the clinical summits in
the clinical networks now, so we are aware of their new pathways, what they
require and how that’s impacting on diagnostics, both in the acute trusts but
also in the CDC development as well. So, it’s started to give us the alignment we
want. I don’t think that’s happening across other systems
The burden of this coordination currently falls on individual members of individual systems,
however individuals are calling for this to be implemented across all systems and coordinated by the
associated clinical networks.

I think the imaging networks should be pulling that altogether rather
than individual systems doing it
CDCs can be instrumental in the co-ordination and access of optimised end-to-end pathways,
provided primary and secondary care are educated about CDCs, systems can access up-to-date
information on diagnostic pathways, and trusts are enabled to share their experiences. With these
in place, CDCs can be used to inform national aims to provide easy patient access to pathways and
improve the experience of care.

I think it’s quite an important theme about how it’s the end-to-end pathway
and it’s how we change the way people operate, learning from the sort of
experience of the early CDC model and pathways
Pathway innovations can be introduced at in primary and secondary care, however CDCs present
an additional opportunity to introduce novel diagnostic techniques alongside traditional diagnostic
methods. Targeting high-volume specialties by diagnosing in CDCs can massively reduce workloads
in primary and secondary care, allowing for a greater emphasis to be placed on referral and access
to urgent care. In the case of dermatology, developments in AI have shown promise for rapid and
effective diagnosis of cancerous abnormalities, which could in time be integrated into CDC pathways.
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RECOMMENDATIONS:
o ICS leaders should prioritise better linking CDCs to primary care, support the education of GPs
regarding CDC referral to facilitate an increase in capacity for direct GP referral to CDCs and
provide opportunities for primary care providers, particularly pharmacy and optometry, to pilot
direct referral to CDC.

CASE STUDY 3: SKIN ANALYTICS
In 2020 University Hospitals Birmingham (UHB) entered into a collaborative partnership
with Skin Analytics, providing an AI tool called DERM to support dermatologists to triage
2ww referrals and direct patients to the right next step.
This pathway has seen over 20,000 patients discharging approximately 18 per cent of
these on average across the duration of the partnership without using Trust capacity. The
conversion rate (the percentage of urgent suspected cancer (2WW) referrals by DERM that
result in a diagnosis of cancer) for the AI is 20.4 per cent while almost 2,000 cancers have
been found to date (17/06/22).
Now expanding these benefits earlier in the patient journey, UHB and Skin Analytics are
partnering further, piloting a new pre-referral pathway, deploying the AI in community
hubs. Where patients would typically attend a GP appointment, care navigators can now
book patients directly into hub appointments where the AI can provide triage to ensure
the patient is put on the most appropriate pathway much earlier.
By doing this, we’re able to reduce GP appointments, speed up the diagnosis of skin
cancer (27 per cent of melanoma are found in non-urgent referrals) and help address
health inequalities. This pathway has launched across two PCNs comprising 15 GP
practices in the area. This pathway enables CDCs to include the earlier diagnosis of skin
cancer in their offerings by harnessing our technology without the need to expand the
workforce across the system. These AI deployments are aligned with many national
agendas including Getting It Right First Time (GIRFT), the Long Term Plan and the Faster
Diagnosis Standard (FDS).
Crucially, The UHB hub offers a unique opportunity to address the 62-day backlog and
elective recovery plan, especially given that one in four Consultant Dermatologist posts
remain unfilled and one in four melanoma are found in routine appointments which are
regularly cancelled to run extra two-week-wait clinics.
While there’s been lots of activity to set up CDCs, and there is an aspiration to address
skin cancer (the highest referring cancer speciality), there are no CDCs yet with
established pathways to optimise skin cancer referrals – the UHB hub is the first example
of this.
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CASE STUDY 4: SIEMENS HEALTHINEERS
King’s College London (KCL) is one
of the world leading universities
in imaging sciences. The School of
Biomedical Engineering and Imaging
Sciences is committed to improving
health care delivery through the
use of advanced engineering.
Research projects are aligned with
current clinical practice, facilitated
by embedding its clinical-research
facilities into St Thomas’ Hospital,
part of the UK’s most research-active
NHS Hospital Trusts.

[From left to right] Chris Kasap, MR Application Specialist, Siemens Healthineers
GB&I Dr Sharon Giles, Director of Clinical and Research Imaging Operations at
King’s College London, Matt Gibson, Diagnostic Imaging Business Lead at Siemens
Healthineers GB&I, Pip Bridgen, Advanced MRI Radiographer, King’s College London,
Mitch Harrold, Regional Sales Manager, Siemens Healthineers GB&I

Siemens Healthineers is present in over 70 countries across the globe, its core values built around
patient-centred innovation, therefore supporting health care professionals in delivering highquality care and improving patient outcomes. Over €1.5 billion is invested by Siemens Healthineers
into research and development every year, with 90 per cent of leading hospitals globally choosing
to work with them.
Partnership between KCL and Siemens Healthineers aims to create more health care opportunities
for clinicians equipping them with technology necessary to better deliver patient care, not only in
standard hospital settings, but also within resource limited areas in the broader community.
Virtually helium-free MRI research, carried out by KCL, is driving efforts to make new MRI
technology more accessible in community settings. The Advanced Imaging Centre is aiming
to emulate community diagnostic set ups. The first MAGNETOM Free.Max in the UK from
Siemens Healthineers, alongside funding by Research England, radically reduces infrastructure
requirements, increasing MRI accessibility for patients.
Unlike conventional MRI systems, the MAGNETOM Free.Max requires less than one litre of liquid
helium for cooling, an increasingly scarce resource, eliminating the need for a quench pipe which is
otherwise used to safely and quickly expel helium out of a scanner in case of an emergency.
The reduced-helium MRI allows the KCL team to evaluate this type of MRI for use outside of a
traditional hospital setting, while also using a lower field strength, which breaks the barriers
of conventional MRI expanding the scope of research into cardiac, respiratory, and foetal brain
development imaging that was previously not possible.
This first of its kind MRI also features an 80cm bore, the entry space for patients, which will
provide a more comfortable scanning experience for claustrophobic and bariatric patients,
increasing the likelihood of participation in studies. Augmented with AI, the system supports the
automation of routine examinations – reducing cognitive load for researchers and opening new
possibilities for radiographers faced with increasing time pressures.
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DIAGNOSIS OF CANCER
CDCs are a key vehicle to achieving the FDS for cancer, aiming to provide faster access to
diagnostic testing, providing multiple tests in one visit and facilitating the referral of a wide
range of symptoms that may or may not indicate cancer. CDCs’ niche lies in the capacity to
triage, facilitating efficient and accessible diagnostic testing for less urgent cases, and adding to
existing capacity for urgent cases.
By offering multiple tests in one visit, CDCs can help minimise the number of referrals patients
receive prior to a cancer diagnosis. The suitability of a CDC to serve as a one-stop-shop for all
diagnostic testing for cancer would depend on the facilities within that CDC and the current
clinical guidance on pathway-specific best practice.
CDCs could improve the diagnosis of secondary breast cancer, where patients frequently present
with non-specific symptoms. Additionally, CDCs could reduce the strain on existing clinics by
separating those presenting with urgent cancer symptoms from those with breast symptoms,
which in isolation, are not a sign of cancer, like breast pain.
Six CDCs currently offer mammography services which, if expanded, could increase the
availability of breast screening services, locate them accessibly in communities, and potentially
decrease the barriers to breast screening. 24
Providing multiple diagnostic tests in one visit is central to increasing the proportion of cancers
diagnosed at an early stage across the UK. A wide range of cancers are only diagnosed following
multiple GP visits, many of which are rarer types of cancer that cumulatively make up almost half
of the total cancer burden across the UK. 25
Reducing the time between referral and diagnosis is crucial to improve long-term survival rates for
all cancers, including non-urgent referrals to CDCs. Similarly, referring patients for testing earlier is
essential, and by providing additional diagnostic capacity to test patients with concerning but nonurgent symptoms, CDCs have the potential to improve patient outcomes in cancer.

RECOMMENDATIONS:
o Communications relating to CDCs should emphasise their role in achieving the 28-day FDS and
early diagnosis for cancer.
o In future, CDCs should consider expanding cancer-specific testing to support early diagnosis.

HEALTH INEQUALITIES AND CANCER
Health inequalities are a growing problem in the UK. In February 2020, Professor Sir Michael Marmot
and The Health Foundation found several indicators that health inequalities in the UK have grown
since 2010. The report found that the health gap between the wealthiest and most deprived areas
has expanded and that improvements in life expectancy have stalled, with people spending more
of their lives in poor health. 26 As the Covid-19 pandemic unfolded in the UK, these persisting health
inequalities have come into sharp focus as some groups were more severely impacted by the virus
than others. 27
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A core ambition of CDCs is to address health inequalities. This is principally achieved through their
community-based location, which makes testing easier to access. Additionally, by offering multiple
tests in one day, individuals accessing these services are sacrificing less income and time to access
diagnostic services. Additional associated costs including fuel, parking, public transport, childcare
and more are therefore also reduced. For this reason, accessibility of location and flexibility of
scheduling within CDCs are key means of improving health outcomes among more deprived groups.
CORE20Plus5 is a national initiative set up by NHS England to reduce health inequalities across
the most deprived 20 per cent of the national population by targeting five core clinical areas. The
populations targeted in this initiative are determined according to local health priorities and include
ethnic minorities, socially excluded groups, individuals with learning disabilities and more. The five
clinical areas targeted include early diagnosis of cancer, in line with achieving the goals of the NHS
LTP, to which CDCs aim to contribute. 28
According to Cancer Research UK, there are 20,000 more cancer cases diagnosed in deprived areas
with individuals in these areas more likely to be diagnosed at a later stage, resulting in a higher
mortality rate. 29 Several complex factors contribute to this trend, as some environmental factors are
associated with an increased risk of developing certain cancers. Smoking, air pollution and obesity
tend to be observed more frequently in deprived areas and are associated with higher incidence
of certain cancers. Therefore, those living in more deprived areas are likely to suffer from a greater
disease burden of certain cancers including lung cancer, bowel cancer, and post-menopausal breast
cancer. 30,31
The ability of CDCs to tailor the diagnostic services available to meet local disease burden can
account for these environmental factors, increasing the accessibility of relevant testing to individuals
and efficiently allocating resource where it is needed.
Poor participation in screening programmes and a lack of education around the early signs of
cancer are also observed more frequently in deprived areas and are associated with poorer cancer
outcomes. 32 Crucially, greater barriers to accessing diagnosis are frequently reported by members
of these communities, such as difficulty booking appointments at a suitable time or with a particular
doctor. It is essential that CDCs address this inaccessibility and prevent its continuation, reduce
waiting times for appointments and provide services tailored to local need.

Urology, skin cancer and endoscopy, upper and lower gastrointestinal symptoms are
our priority areas because of what we are doing in our own system

It’s so important that we don’t make patients wait for referrals to secondary care
for the diagnostics that we strip those diagnostics out of that slow pathway and
bring them closer and make it easier for patients

26

It’s important to make sure we’re targeting services appropriately to deal with
some of the inequalities that we see

According to their design principles, CDCs should have a mix of advance bookings, short notice
bookings and walk-in appointments available seven days a week, including evenings (where
preparation is not required), with dedicated times of the day/week for all types of appointments,
taking account of different working patterns. Additionally, when booking an advance appointment,
patients should be presented with available dates for multiple CDCs so that they have the choice
to travel further for a sooner appointment if they would prefer. Some appointment slots should
be reserved for local residents. 33 These measures will help improve the patient experience and to
preventing resource waste as a result of patients not attending booked appointments.

RECOMMENDATIONS:
o Public or private enterprises who are awarded CDC contracts should prioritise the accessibility
and flexibility of CDCs for patients in order to prevent the perpetuation of health inequalities.
This includes providing services 7-days a week and in the evenings when suitable. Additionally,
patients should be provided with appointment dates from multiple CDCs to provide flexibility
however a number of slots should be kept for locals.
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PATIENT CARE
CDCs can improve the patient experience in multiple ways, with overall access to services increased
and time between appointment to referral, and referral to results decreased. Patient wellbeing can
also benefit from new models of diagnostics being delivered outside of hospital settings. The NHS
is increasingly prioritising a person-centred approach towards care delivery and this ethos should
also define CDC development. 34 Imperial College Health Partners recently highlighted that staff
and patients both place high importance on patient safety and comfort. They also recommended
that patients have an option at referral or when booking their appointment to request advocacy
or translation services, state a preferred gender of clinician or notify if extra support is needed to
accommodate complex needs or existing health conditions. 35
Additionally, requests were made for a CDC layout that prioritised accessibility, privacy and
discretion featuring clinic numbering rather than naming, multi-language signage, and an option
to request treatment from staff of their same gender and access to privacy via single-sex waiting
areas (e.g. if wearing a hospital gown). These measures would account for the personal and
cultural differences between patients, allowing them to access a model of diagnostic care that is
considerate of their needs.

We should make a consistent promise to patients to put them first
Patient comfort and satisfaction can be improved simply by providing multiple tests in one
day. Adopting this model of diagnostic care aims to reduce ‘scanxiety’, the unease a patient
feels awaiting CT or MRI scans. Some CDCs hire support workers with appropriate training to
appropriately support patients as they experience this period of unease. Additionally, workforce
education that includes psychology training and emphasis on communication skills is essential to
reducing the unease and trepidation patients feel in healthcare settings.
There are several other means for CDCs to improve the patient experience, such as using the
15 Steps Challenge to assess healthcare settings through the eyes of patients and relatives. 36
Additionally, CDCs have the potential to further empower patients who are concerned about
their health by offering opportunities for self-referral. This should be explored, implemented and
publicised where applicable, to encourage individuals to seek help if they are encountering barriers
to accessing a referral.

RECOMMENDATIONS:
o Each CDC should account for cultural and linguistic variation across patients and staff by
providing tailored signage and facilities.
o HEE and CDC management should ensure the workforce is provided with socio-cultural
education tailored to the needs of the population served by the CDC.
o HEE should continue to provide a patient-centred education to account for psychological stress
experienced by the patient should be acknowledged as and addressed by members of staff.

28

WORKFORCE REQUIREMENTS
One concern as CDCs emerge within a small timeframe, is how these centres will be adequately
staffed amid a nationwide healthcare staffing shortage.

We need to not just look at workforce development for community diagnostic
centres, but make sure we are not pinching from Peter to pay Paul around the
acute sites as well
With 160 centres expected to be operational by 2025, and with some existing centres expanding
their services during this period, CDCs require significant financial support and advances strategic
planning to prevent further exacerbation of workforce shortages. 37

We need to address pipeline planning now, where are we getting the students
and apprentices from and how do we get out there to allow us to motivate young
people to want to come into diagnostics

This does not account for the expansion of diagnostic services across NHSE outside of CDCs, as the
recommendations of Diagnostics: Recovery and Renewal – Report of the Independent Review of
Diagnostic Services for NHSE are implemented and NHSE acts to tackle the existing backlog.

It is projected that there will be expansion in CT scanning of 100 per cent
over the next five years.- Across the national process we’ve got, I can’t
emphasise what the size of the work is to actually get imaging endoscopy and
mammography workforce in place to achieve not only the development of
community diagnostic centres but also to maintain and sustain the existing
workforces in place, delivering to acute trusts as well

The NHS People Plan 2021/2022 addresses workforce challenges through local recruitment,
international recruitment and return to practice. 38 Several of its recommendations are being
implemented to address workforce recruitment challenges across CDCs, including offering more
apprenticeships, ranging from entry-level jobs through to senior roles.
Some CDCs are working alongside universities to develop their curricula for radiography degrees
to prepare graduates with a degree that is maximally optimised and relevant to the workforce they
are joining. These are developing alongside apprenticeship programmes comprised of a mix of
workplace and university learning.
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We are now taking a system approach to challenge back and say what we need that
is not in the curriculum they have developed, and they are very happy to accept that
This is emblematic of concerns from CDCs regarding a lack of collaboration on the strategies
adopted regionally and locally to address existing workforce concerns. Compounding this is the
need to coordinate with national initiatives.

There are many people doing the same thing around developing workforce
strategies, but we’re not doing them together at the moment and this is
where are challenge lies
The national workforce strategy is being put in place. One was released recently
by the House of Commons on the 20th of July that outlines what needs to be done
on a national level, but what we are actually finding is national [teams] are doing
something, regional teams are doing something and in my own system, we’ve got
different people doing different things to deliver the same approach
The NHS People Plan also suggests increasing international recruitment, however this must be carried
out ethically and sustainably in a mutually beneficial manner. The potential for overseas recruitment
to meaningfully address workforce shortages across the health service must be approached with
caution, ensuring overseas communities are protected and knowledge sharing is facilitated.

We must be ethical in our approach to international recruitment
A reliance on overseas recruitment should be cautioned, as government policies regarding the
provision of skilled visas to overseas professionals are debated. 39,40

RECOMMENDATIONS:
o NHSE/I, with the support of DHSC, should create a standardised workforce pipeline that
prioritises skill recruitment across different systems, accounting for diagnostic workforce
expansion required for CDCs.
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WORKFORCE RETENTION
Any workforce recruitment plan should have a corresponding retention plan of equal importance.
According to the House of Commons Health and Social Care Committee’s 2022 report, the following
are essential to retaining staff across England:
•
•
•
•
•

Review of working conditions to reduce intensity, increase flexibility and foster a positive working.
environment free from racism and discrimination.
Introduction of a ‘retire and return’ policy.
NHS pension reform.
Addressal of abatement rules to facilitate nurses.
Prevention of new graduate doctors from entering locum work for two years post-graduation.41

DHSC has yet to implement any of the above recommendations and at the time of writing DHSC’s
has yet to publish its Health and Care Workforce Strategy.

The focus on existing staff as well as recruitment of new starters, we need to ensure
that we’ve got the appropriate staff with the motivation to train those people
that were bringing in and looking at cross skilling, upskilling and how we address
professionalism and culture changing behaviours across the system as well
We need to look at number things with regards to workforce retention. We need to
look at flexible working. We need to look at part-time working. We need to look at
how people can passport across to other trusts if they want to. We are nowhere near
that a present. We know how much pressure was put on during Covid and what
we’re actually looking at is basically getting to the crux of the individual workforce,
asking them questions and looking at how they get involved with making a better
flexible working environment for themselves and what they need from us to do that
Flexibility and support are key to staff retention as is greater structure and transparency on
existing career progression routes. Existing career progression pathways should be augmented and
developed alongside staff, to provide them with greater and more specific opportunities.

People need to see where their careers are leading to apprentices, et cetera.
They need to have a three-to-five-year plan in front of them. If [we] want to keep
them, we need to show them that this is what’s going to happen at the end of five
years, if [they] have this level of competences
Initiatives such as HEE’s Aspirant Cancer Career and Education Development Programme (ACCEND)
provide clear career development milestones and pathways for those interested in a career in
cancer care provision.42 Initiatives like ACCEND should be expanded and mirrored across different
areas of the healthcare system, to encourage recruitment and retention.
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In prioritising retention, the workforce would require the time and support to undergo
development and training where desired and to adapt to new innovations that may be introduced
into CDCs in future. This process can be integrated into career progression plans, which should
account for on-the-job training or further education where applicable.

RECOMMENDATION:
o CDC management should encourage workforce retention by creating a positive working
environment with plentiful opportunities for career progression, facilitating flexible working
and inter-trust rotation. Career pathways should be co-produced with staff to broaden
opportunities for progression.

FUTURE CHALLENGES
CDCs are still in very early stages of development and as such face a myriad of challenges before
reaching their revolutionary potential. The biggest obstacles centre around workforce recruitment
and retention and effectively tackling the backlog of testing in the NHS.
These challenges are significant but can be mitigated by providing education and support to the
existing workforce, expanding diagnostics teams within CDCs and increasing the wider system’s
diagnostic capacity.
Also of concern for CDC development is the ‘hidden backlog’, patients who require care but have
not yet presented or who have had appointments cancelled due to the impact of Covid-19 on the
NHS. Hidden backlogs frequently result in patients presenting with more severe conditions, leading
to a greater demand on the health service. For cancer, presenting later with more severe symptoms
is negatively associated with patient outcomes, reducing survival and increasing the burden of
treatment required.43
The expectation that the backlog could be meaningfully tackled by CDCs alone when the first
phase of their rollout commenced in March 2022 is unrealistic. In time, as CDCs recruit and expand,
they will play a key role, not just in tackling the backlog but reconfiguring diagnostics models and
processes across the entire NHS, preventing a similar scale of a backlog from recurring.
Tackling the backlog is a complex issue, and framing CDCs as a silver bullet is unhelpful at best
and damaging at worst. It is essential to manage public expectations of CDCs by transparent
communication of where CDCs are in their development and what they can contribute, in both the
short- and long-term.

The other thing is we’ve got to be careful what we promise to the patients and
public as well. So, we’ve got to ensure that we’re keeping a very tight rein on
developments, and that we only we only speak about what is actually able to be
done because they’ve been promised so much in the in the past. We need to be
careful about the future as well
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To effectively tackle the backlog and achieve the FDS, CDCs require consistent government
support and investment. However, the government has announced spending cuts, the extent of
which remain unknown including for health and diagnostics. It is important to acknowledge that
any reduction in diagnostics spending threatens the expansion and success of CDCs. Cutting
expenditure in diagnostics as the waitlist for consultant-led elective care reaches seven million
fails to account for the long-term impact of population ill-health on the economy. 44
Ultimately, cutting diagnostic spending now will result in increased future expenditure. For
cancer, later diagnosis often results in lower quality of life, which is associated with individual
losses in productivity. In an analysis of Covid-19 pandemic-related delays to cancer diagnosis, it
was estimated that productivity losses for those with colorectal, breast, lung and oesophageal
cancers alone totalled £103.8 million.45 According to Macmillan, 83 per cent of people with cancer
incur additional monthly costs of approximately £570 per month. Nationally, it is estimated that
cancer costs the national economy £7.6 billion a year due to premature deaths and time away
from work.46 Allocating sufficient funding for diagnostics, both for cancer and for other diseases
is essential for the health of the economy and the long-term health of the population.
In conclusion, the rollout of CDCs requires honouring core principles of the model while rapidly
scaling up testing to address national diagnostic need. To get this balance right, flexibility and
innovation are essential. The urgency at which additional diagnostic capacity is needed has
only increased since October 2020, therefore suppliers and Trusts need to be adaptive in their
approach to CDC rollout, while prioritising accessibility, efficiency, and capacity. For cancer, this
need is exacerbated greatly by the impact of delayed access on long-term outcomes and the
corresponding goals of the NHS to facilitate early diagnosis. By adding to national diagnostic
and imaging capacity, CDCs can contribute to early diagnosis two-fold; reducing referral wait
times and providing rapid reporting where possible. Prioritising these components of CDCs
whilst facilitating patient access can allow CDCs to adhere to their core principles, rapidly
diagnose cancer, and contribute to better patient outcomes overall.

CASE STUDY ANALYSIS: BLACK COUNTRY ICS COMMUNITY DIAGNOSTIC CENTRES
The Black Country Integrated Care System, known as Healthier Futures, brings together
providers and commissioners for NHS services with local authorities and other local partners to
plan and deliver joined up health and care services, and to improve the lives of people who live
and work in the Black Country.
The Black Country ICS, and within it, the Integrated Care Board and Integrated Care Partnership, is
now established as one of England’s 42 ICSs. The demand for elective care has increased significantly
due to Covid-19 pandemic and there is continued pressure on capacity arising from workforce and
financial resource challenges. The Black Country ICS, in response to NHS England allocation of capital
funding for the development of CDCs, has undertaken a broad process of engagement involving
clinical services, including primary care to ensure that the funding is targeted as effectively as
possible.
The process has developed a clear strategic context for transformation in elective and
diagnostic care and a programme of redesign aimed at driving efficiency and delivery to meet
anticipated need and demand for diagnostic treatment in the future.
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The Initial Agreement is a product of that broad process. It has identified the services that can most
effectively benefit from capital investment as part of a longer-term investment programme. It will:
·
·
·

·

·

Advance the agreed Community Diagnostic Centre Development Plan.
Contribute to the reduction in backlog maintenance.
Minimise risks of transmission of Covid-19 between patients, visitors and staff during the diagnostic
process, thereby providing a safe environment for patients and staff for the conduct of diagnostics
for all disease pathways during the period in which Covid-19 is endemic.
Increase and optimise diagnostic capacity in the longer term through the separation of acute and
elective diagnostic provision – providing benefits in terms of efficiency and quicker access to testing
and convenience for patients.
Improve patient experience of the diagnostic process and facilitate earlier diagnosis of a range of
conditions, providing, where possible, a suite of tests in one day, at a single location.

The vision for diagnostics is to deliver treatment and care as close to home as possible through the
application of best practice, innovation and digital technology. Where treatment requires specialist
skills and technology, this will be undertaken in purpose-designed facilities which will promote
efficiency and the best patient experience possible.
In practical terms:
·
·
·
·

High volume procedures will be decentralised as far as possible – the ability to do this depends on
clinical practice and technology available at any particular time.
Self-management will be promoted to help individuals manage their own conditions.
Opportunities for diagnosis and treatment to be undertaken in the community will be exploited.
Best practice standards of efficiency will be applied as a matter of course.

Many services face common challenges which can be summarised as follows:
·
·
·
·
·
·
·

Services are fragmented, not person-centred and result in inappropriate referrals and avoidable
attendances.
Performance and quality targets are not being met.
Physical capacity is unable to cope with current and predicted demand.
Retention and sustainability of services and workforce is being adversely affected.
Scope to improve service efficiency and performance is constrained.
Access to, and use of, technology is sub-optimal.
Ongoing haphazard and wasteful use of resource will be likely in order to attempt to meet future
demand with current infrastructure e.g. through high-cost reliance on 3rd party providers and
supplementary staffing.

Through the engagement process and consideration of the need for change, the objectives
established for the CDC development are:
·
·
·
·

34

Improve future service capacity by improving supporting asset base.
Improve service performance and efficiency by optimising service redesign.
Service redesign is enabled by use of, and access to, technology.
Meet user requirements for service by being more person-centred.

Prior to the pandemic, the need for radical improvement in diagnostic services was
already clear-cut. Demand had been rising rapidly over the previous five years or more,
driven by increases in hospital attendances, more direct requests for tests from GPs and
broader clinical indications for existing technologies, such as CT scanning.
This led to a marked increase in breaches of the six-week diagnostic standard, failure
to hit the required timeframes in cancer pathways, delays in inpatient scanning and a
reliance on independent sector support.
Without investment and reforms of equipment, facilities and the workforce, existing
waiting time standards are very unlikely to be regained. Additionally, achievement of
several NHS Long Term Plan commitments – including the ambition to diagnose 75
per cent of people with cancer at an early stage – will be jeopardised, efficiencies not
achieved and, most importantly, improvements in patient outcomes put under threat.
All existing sites are fully integrated with network connection, internet access and
connectivity to all of the systems used by the Trust, including PAS, RIS, etc. Staff can work
seamlessly across the Hub and Spoke CDC and the Acute site as a result.
Each CDC contributes to six main areas of benefit:
1. The improvement of population health outcomes: significant inequality exists within
the Black Country. The Black Country has a high proportion of individuals falling in the 10
per cent of the most deprived in the country with a clear link to mortality. This translates
to a mortality rate nearly double that of the national average and a life expectancy that
is significantly shorter.
2. A substantial increase in diagnostic capacity: this bid would lead to an increase in
activity of 150,000 tests/procedures across a full year.
3. Improving productivity and efficiency of diagnostic activity: Partial or full separation of
the acute and elective diagnostic pathways allows for productivity benefits to both that
cannot be readily achieved while cohabitation exists.
4. Contributing to reducing health inequalities: work has recently been completed to
monitor diagnostic waiting list by ethnicity and deprivation. This has created the ability
to monitor waiting times across different characteristics and ensure patients wait
equitably.
5. Delivering a better, more personalised, diagnostic experience for patients: Healthier
Futures are confident that the designation of Black Country CDCs will lead to an
improvement in patient experience, primarily from a reduction waiting times.
6. Supporting integration of care across primary, secondary and community care: these
CDCs are being designed and developed in a system approach, serving the populations
of Sandwell and West Birmingham, Dudley, Wolverhampton, Walsall and South
Staffordshire who are already working together as a system on a CDC solution.
Workforce is a well-recognised risk to the CDC programme nationally. The Black Country
has mitigated this through working with local health education institutes to develop
training programmes focused on growing the workforce for the future. This has also
allowed for some redesign of the competency-based curriculum to support immediate
postgraduate deployment into the CDCs.
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The Black Country sees the benefits that CDCs bring in terms of ability to recruit and retain.
The nature of CDCs as cold sites and their locations brings benefits, both in the reduced
burden of on-call commitments, as well as to ease of access.
The Royal Wolverhampton NHS Trust (RWT) hosts the West Midlands Endoscopy Training
Academy which is the second largest endoscopy training facility in the country. RWT has
historically successfully trained many of their Endoscopy Nurse Practitioners through in
house training programmes.
RWT was jointly awarded a contract with Birmingham City University (BCU) to provide the
national HEE clinical endoscopist training programme. Aspirant endoscopists from across
the country attend online teaching, simulation days and practical courses while undertaking
training lists within their own units to be signed off as independent practitioners. The training
programme was established due to forecasted shortfalls in the number of endoscopists
nationally and has been highly successful in filling this need nationally. The RWT/BCU
collaboration has thus far trained around 50 independent endoscopists in about 14 months.
Within radiology, the recruitment and development of the workforce, including planning
around growth for the CDC programme has been a key objective of the Imaging teams.
Healthier Futures has taken a multipronged approach to ensure that the workforce pipeline is
strong, rapid, and sustainable. Initiatives include:
·
·
·

·

·

·

Development of their own internal overseas recruitment process and support network (12
international posts recruited to in last 3 months).
Adopting a full workforce development profile from Band 2 imaging assistants to Band 5
radiographers and beyond, under the apprenticeship model.
Implementing an internal radiographer training programme utilising Annex 21 of Agenda for
Change to train radiographers in advanced modalities (20 radiographers recruited have been
under this scheme).
Innovative ‘zero backlog’, fully allocated, reporting workflow. Recruitment of consultant
radiologist workforce above baseline establishment complimented by a clinical fellow
programme.
Partnering with a local higher education institution to design and implement a level 6
radiographer apprentice programme, the Black Country Imaging Academy. This will recruit
straight into the programme and include a 3-year ‘training on the job’ model where the
apprentice is embedded within the workforce model. The plan anticipates 10 apprentice
radiographers being appointed in 2023 under a split intake into the Black Country academy.
This will be in addition to the undergraduate programme and will represent a significant
uplift in the size of the pipeline. The course has been designed with the Black Country System
Providers to include a final CT/MRI module where the apprentice radiographer will qualify
with skills allowing them to be deployed straight into the CDC and work as a newly qualified
Band 5 radiographer, alongside an experienced Band 6 radiographer, on the CDC CT and MRI
scanners.
Extended sonographer training programme.

Bringing all these together will ensure that the workforce numbers are ready for the CDC
deployments.
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Digital connectivity is an important enabler to CDCs being utilised by all referring clinicians
within the region. The long-term vision for CDCs locally is that patients can attend those most
convenient to them, rather than necessarily the local trust. The ability to book flexibly across the
system and report flexibly is therefore a key requirement. Currently, due to the emergence of
imaging networks, the CDCs are trust-aligned due to IT infrastructure. Currently all images can be
transferred across the BC system via Image Exchange Portal (IEP).
However, the position of convergence is progressing at pace, with acute level providers already
linking up access to multiple clinical systems for provision of data and images. Test results
throughout Black Country for pathology are already regionally accessible via cloud-based hosting
for the ICS and this will only improve with the plans for wider regional digital diagnostics.
In addition, the sharing of vital clinical information is in scope for the Regional ICS Shared Care
Record (SHcR). This is due to be delivered within 2022 and the planned growth of information
provision will only ensure a more complete holistic longitudinal record that is available across
multiple locations. Regional pathology is already hosted within Black Country Trusts and regionwide result reporting is currently available which will integrate further into the wider regional ShCr,
coming online in 2022/23. Evolution of digital pathology within cloud infrastructure is currently
being deployed from a nationally funded business case which spans multiple regions outside of the
immediate Black Country.
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•
•
•
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360 Care Grimsby
Alliance Medical Warwick
Ashford & St Peters Hospitals NHS Trust
Chertsey
Beacon Medical Services Group Manchester
Chartwell Private Hospital & Diagnostics
Leicester
Circle Health Holdings London
Cobalt Health Cheltenham
Community Health & Eyecare Preston
Curx Health Chadderton
Dartford & Gravesham NHS Trust Dartford
Diagnostic Healthcare Manchester
Diagnostic World Coleshill
Locum Vision Chertsey
Endocare Diagnostics Llandudno
Express Diagnostics Plymouth
GE Medical Systems Chalfont St Giles
GP Care Bristol
Guys & St Thomas NHS Trust London
Harmonic Medical Sonography Manchester
Healthshare Kent
Ics Operations Hertfordshire
Imaging Matters Leamington Spa
Inhealth Buckinghamshire
Lewisham & Greenwich NHS Trust London
Fountain Diagnostic Leeds
Manchester University NHS Trust Manchester
Medical Imaging Partnership West Sussex

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Med Idx East Sussex
Medneo Diagnostics London
Modality Wolverhampton
Nimbuscare York
Norfolk & Norwich University Hospitals NHS
Trust Norwich
Omnes Healthcare London
FCMS NW Lancashire
Perspectum Oxford
Philips Electronics Farnborough
Phoenix Health Solutions Pontefract
Physiological Measurements Shropshire
Practice Plus Group Hospitals Berkshire
Ramsay Health Care UK Operations London
Ravenscroft Healthcare Harrow Weald
Royal Surrey NHS Trust Surrey
Rutherford Diagnostics Hereford
Sah Diagnostics London
Sussex Medical Chambers West Sussex
Tac Healthcare Group Aberdeen
Clatterbridge Cancer Centre NHS Trust Wirral
Northern Care Alliance NHS Trust Greater
Manchester
DR Anand Despande & Partner Stanford le
Hope
Venturi Cardiology Leeds
DR Tim Chan & Partners Kent
York & Scarborough Teaching Hospitals NHS
Trust York

APPENDIX 2: NEW CDC LOCATIONS AND OPENING DATES 48
CDC location

Opening date

Willesden Centre for Health and Care, north west
London

Winter 2022 to 2023

Wembley Centre for Health, north west London

Autumn 2023

Leigh, Greater Manchester

Winter 2023

Whitegate Drive Health Centre: 2 spoke CDCs in
Clifton and Lancashire

Spring 2023

St Albans

Winter 2023 to 2024

Eltham Community Hospital, south east London

Spring 2023

APPENDIX 3: LIST OF OPERATIONAL CDCS 49
Region

Area

CDC title

Live date

Tests, checks
and scans
delivered as of
14 Aug 2022

East of England

Basildon and
Billericay

Basildon Community
Diagnostics CDC

1 Aug 2021

38,788

East of England

Peterborough

Cambridge and
Peterborough CDC

1 Jul 2021

35,692

East of England

Norwich South

Central Norfolk CDC

4 Apr 2022

200

East of England

Clacton

Clacton CDC

8 Aug 2021

85,525

East of England

Great Yarmouth

East Norfolk CDC

12 Dec 2021 5,802

East of England

Welwyn Hatfield

New QEII Hospital CDC

1 Mar 2022

3,647

East of England

North West Norfolk

West Norfolk CDC

4 Apr 2022

3,375

London

Barking

Barking Community
Hospital CDC

14 Jul 2021

22,432

London

Finchley and
Golders Green

Finchley Memorial
Hospital CDC

2 Aug 2021

50,341

London

Hornsey and Wood
Green

Finchley Memorial
Hospital CDC (Wood
Green)

25 Aug
2022

Not yet reporting
activity

London

Bermondsey and
Southwark

Guy’s Cancer Centre CDC 4 Sep 2021

3,028

London

Bethnal Green and
Bow

Mile End Hospital CDC

1 Jul 2021

13,938

London

Ealing and Southall

North West London CDC

19 Jul 2021

11,028

39

40

London

Putney

Queen Mary’s Hospital
Roehampton CDC

1 Aug 2021

114,844

London

Mitcham and
Morden

Queen Mary’s Hospital
Roehampton CDC
(Epsom)

Reporting
through
hub (Queen
Mary’s
Hospital

Reporting
through hub
(Queen Mary’s
Hospital
Roehampton
CDC)

London

Richmond Park

Queen Mary’s Hospital
Roehampton CDC
(Kingston)

Reporting
through
hub (Queen
Mary’s
Hospital

Reporting
through hub
(Queen Mary’s
Hospital
Roehampton
CDC)

London

Croydon South

Queen Mary’s Hospital
Roehampton CDC
(Purley)

Reporting
through
hub (Queen
Mary’s
Hospital

Reporting
through hub
(Queen Mary’s
Hospital
Roehampton
CDC)

London

Tooting

Queen Mary’s Hospital
Reporting
Roehampton CDC (St
through
Georges Site: Non-Acute) hub (Queen
Mary’s
Hospital

Reporting
through hub
(Queen Mary’s
Hospital
Roehampton
CDC)

London

Wimbledon

Queen Mary’s Hospital
Roehampton CDC (The
Nelson)

Reporting
through
hub (Queen
Mary’s
Hospital

Reporting
through hub
(Queen Mary’s
Hospital
Roehampton
CDC)

London

Mitcham and
Morden

Queen Mary’s Hospital
Roehampton CDC (The
Wilson)

Reporting
through
hub (Queen
Mary’s
Hospital

Reporting
through hub
(Queen Mary’s
Hospital
Roehampton
CDC)

London

Dulwich and West
Norwood

Tessa Jowell Health Care
Centre CDC

26 Jul 2021

6,884

Midlands

Cannock Chase

Cannock Chase CDC

14 Jul 2021

24,906

Midlands

Stourbridge

Corbett CDC

1 Oct 2021

118,728

Midlands

Coventry North East

Coventry City
Community CDC

1 Nov 2021

21,162

Midlands

Derby North

Florence Nightingale
Community Hospital
CDC

1 Nov 2021

26,017

Midlands

Grantham and
Stamford

Grantham CDC

1 Nov 2021

16,485

Midlands

Erewash

Ilkeston Community
Hospital CDC

6 Dec 2021

6,533

Midlands

Wyre Forest

Kidderminster
Treatment Centre CDC

15 Aug 2021 31,702

Midlands

Leicester East

Leicester CDC

3 Oct 2021

8,708

Midlands

Stratford upon Avon

South Warwickshire CDC

1 Nov 2021

20,737

Midlands

Nuneaton

Warwickshire North CDC

1 Nov 2021

2,339

Midlands

Birmingham

Washwood Heath CDC

13 Dec 2021 3,491

Midlands

Derbyshire Dales

Whitworth Hospital CDC
(the new name will be
North Derbyshire CDC in
2023)

10 Oct 2021

North East and
Yorkshire

Barnsley Central

Barnsley Glassworks
CDC

18 Apr 2022 10,615

North East and
Yorkshire

Bishop Auckland

Bishop Auckland CDC

14 Jul 2021

10,575

North East and
Yorkshire

Darlington

Bishop Auckland CDC
(Darlington Memorial
Hospital)

14 Jul 2021

22,039

North East and
Yorkshire

Durham

Bishop Auckland CDC
(University Hospital of
North Durham)

14 Jul 2021

20,023

North East and
Yorkshire

Blaydon

Blaydon CDC

19 Jul 2021

13,924

North East and
Yorkshire

Tynemouth

Blaydon CDC (North
Tyneside)

Reporting
through
hub
(Blaydon
CDC)

Reporting
through hub
(Blaydon CDC)

North East and
Yorkshire

Kingston upon Hull
West and Hessle

Humber Coast and Vale
CDC

31 Oct 2021 28,265

North East and
Yorkshire

Doncaster North

Montagu Hospital CDC

6 Jan 2022

3,308

North East and
Yorkshire

North Tyneside

North Tyneside CDC

1 Feb 2022

1,911

North East and
Yorkshire

Penrith and the
Border

Penrith CDC

4 Oct 2021

14,634

North East and
Yorkshire

South Shields

South Tyneside CDC

26 Jul 2021

3,023

North East and
Yorkshire

Durham

South Tyneside CDC
(Durham Treatment
Centre)

14 Jul 2021

14,144

4,246

41

42

North East and
Yorkshire

Hartlepool

Tees Valley CDC

18 Jul 2021

30,869

North East and
Yorkshire

Richmond (Yorks)

Tees Valley CDC (Friarige)

Reporting
through
hub (Tees
Valley CDC)

Reporting
through hub (Tees
Valley CDC)

North East and
Yorkshire

Redcar

Tees Valley CDC (Redcar)

Reporting
through
hub (Tees
Valley CDC)

Reporting
through hub (Tees
Valley CDC)

North East and
Yorkshire

Hartlepool

Tees Valley CDC
(University Hospital
Hartlepool)

Reporting
through
hub (Tees
Valley CDC)

Reporting
through hub (Tees
Valley CDC)

North West

Bolton South East

Bolton CDC

5 Nov 2021

9,514

North West

Eastham Wirral

Clatterbridge CDC

14 Jul 2021

27,667

North West

Wirral West

Clatterbridge CDC
(Arrowe Park)

Reporting
through
hub

Reporting through
hub (Clatterbridge
CDC)

North West

Ellesmere Port and
Neston

Ellesmere Port CDC

17 Dec 2021 7,454

North West

Liverpool Riverside

Liverpool Women’s
Hospital CDC

6 Mar 2022

North West

Manchester
Withington

Manchester And Trafford 1 Nov 2021
CDC

66,925

North West

Salford and Eccles

Northern Care Alliance
CDC - Multi Site

1 Jul 2021

18,323

North West

Oldham West and
Royton

Northern Care Alliance
CDC - Oldham

4 Jan 2022

5,605

North West

Preston

Preston Healthport CDC

1 Oct 2021

28,905

North West

Rossendale and
Darwen

Rossendale CDC

1 Nov 2021

13,918

North West

St Helens South and
Whiston

St Helens CDC

3 Jul 2021

34,280

North West

Weaver Vale

Victoria Infirmary
Northwich CDC

4 Oct 2021

16,609

North West

Westmorland and
Lonsdale

Westmorland CDC

21 Jul 2021

11,279

North West

Blackpool North and Whitegate Drive CDC
Cleveleys

2 Aug 2021

16,082

South East

Aldershot

Aldershot Centre For
Health CDC

4 Oct 2021

6,082

South East

Chesham and
Amersham

Amersham Community
Hospital CDC

18 Oct 2021

61,003

3,036

South East

Bexhill and Battle

Bexhill Community
Hospital CDC

15 Nov
2021

17,752

South East

Bognor Regis

Bognor CDC

27 Nov
2021

15,574

South East

Dover

Buckland Community
Hospital CDC

1 Oct 2021

42,228

South East

Reigate

East Surrey CDC

1 May 2022

1,545

South East

Brighton Kemptown

Falmer Community
Stadium CDC

21 Nov
2021

5,399
(as of 7 Aug 2022,
no report for 14
Aug 2022)

South East

New Forest West

Lymington New Forest
Hospital CDC

1 Nov 2021

53,854

South East

Maidstone and
Weald and Greg
Clark

Maidstone And
Tunbridge Wells Hospital
CDC

30 Sep
2021

22,702

South East

SW Surrey

Milford Community
Hospital CDC

27 Jun 2022

593

South East

Oxford East

Oxford CDC

1 Oct 2021

14,308

South East

Mid Sussex

Queen Victoria Hospital
CDC

14 Jul 2021

9,653

South East

Windsor

Slough CDC

1 Oct 2021

9,806

South East

Worthing and
Shoreham

Southlands Hospital CDC 7 Nov 2021

South East

Portsmouth North

St Mary’s Community
Hospital CDC

25 Oct 2021 14,029

South East

Newbury

West Berkshire
Community Hospital
CDC

1 Oct 2021

37,956

South East

Woking

Woking Community
Hospital CDC

1 Apr 2022

6,185

South West

Weston Super Mare

BNSGG (Phase 1) Weston 8 Sep 2021
CDC

3,756

South West

Bath

BSW Banes Locality CDC

22 Nov
2021

49,078

South West

Poole

CDC Poole at Dorset
Health Village

10 Dec 2021 11,906

South West

West Dorset

CDC Poole at Dorset
Health Village
(Outpatient Assessment
Clinic Dorchester)

Reporting
through
hub (CDC
Poole at
Dorset
Health
Village)

10,319

Reporting
through hub (CDC
Poole at Dorset
Health Village)

43

South West

Dorset

CDC Poole at Dorset
Health Village
(Outpatient Assessment
Clinic Poole)

Reporting
through
hub (CDC
Poole at
Dorset
Health
Village)

Reporting
through hub (CDC
Poole at Dorset
Health Village)

South West

North Cornwall

Cios Bodmin CDC

13 Sep 2021 10,524

South West

St Ives

Cios West Cornwall CDC

4 Apr 2022

6,219

South West

Exeter

Devon Exeter
Nightingale CDC

1 Jul 2021

30,431

South West

Gloucester

Gloucestershire
Community CDC

4 Oct 2021

5,571

South West

Gloucester

Gloucestershire
Quayside CDC

14 Dec 2021 19,999

South West

Taunton Deane

Somerset Community
CDC

24 Jul 2021

South West

Taunton Deane

Somerset West CDC

26 Sep 2021 20,307

86,916

Appendix 3. List of existing CDCs, their opening dates and the number of tests carried out by Sept 2022 where available (7)
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