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Annex E:  Business case template                                 

Community Diagnostic Hubs Individual Scheme Business Case Template  

Discussion V0.7 for feedback 

Note – Current working assumption is there is one approval process for the capital & revenue allocations & this is the 

‘Capital Delivery Oversight Committee’. 

This purpose of this document is to provide the information required by the Capital Delivery Oversight Committee to 

approve CDH capital & revenue spend incurred in 2021/22. 

SECTION 1 - SCHEME DETAILS 

PROJECT 

DESCRIPTION 

 

ICS Name North East and Cumbria 

Lead organisation for the 

scheme 
CDDFT and STSFT 

Title of the Scheme Central ICP University Hospital of North Durham 

One line descriptor of the 

scheme 
Expansion of CT and MRI capacity at UHND  

Specific sites for investment 

South Tyneside District Hospital, Durham Treatment 

Centre, University Hospital of North Durham, Bishop 

Auckland Hospital, Darlington Memorial Hospital 

List the other organisations 

impacted by this scheme 

Local Commissioners, Local Authorities, GPs, PCNs, 

other Acute Trusts in area 

 

SECTION 1 - LEAD ORGANISATION DETAILS  

PROVIDE SENIOR 

RESPONSIBLE 

OFFICER (SRO) 

INFORMATION FOR 

THE SCHEME  

Title 
Divisional Director Clinical Support / Associate Director 

of Operations (Clinical Specialist Services) 

Name Jackie Butterworth / Richard Morris 

Organisation 
South Tyneside and Sunderland NHS Foundation Trust 

/ County Durham and Darlington NHS Foundation Trust 

Office tel. 0191 565 6256 ext 42350 / 01325 743115 

Mobile tel. 07342 082308 (for RM) 

e-mail 
jacqueline.butterworth@nhs.net / 

richard.morris9@nhs.net 

LEAD 

COMMISSIONER 

Title 

Chief Officer 

 

Name Dr Stewart Findlay 

Organisation NHS County Durham CCG 

Office tel. 
0191 3713220 

 

mailto:jacqueline.butterworth@nhs.net
mailto:richard.morris9@nhs.net
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Mobile tel.  

e-mail stewartfindlay.ddes@nhs.net 

LEAD CLINICIAN Title  

Name 

Dr Paul Barrett (Pathology), Dr Robert Briggs 

(Radiology), Dr Jenifer Crilley (Cardiology), Dr Stephen 

Cowie (Respiratory), Dr John Silcock (Endoscopy) 

Organisation  

Office tel.  

Mobile tel.  

e-mail  

 

SECTION 2 CAPITAL AND REVENUE COSTS AND FUNDING SOURCES 
 

 

Capital Funding 

CAPITAL EXPENDITURE FUNDING PROFILE 

FUNDING SOURCE 
2021/22 

Q1 
£’000 

2021/22 
Q2 

£’000 

2021/22 
Q3 

£’000 

2021/22 
Q4 

£’000 

2021/22 Total 
£’000 

DHSC PDC funded capital 

expenditure 
0  0  0  0  0  

Internal cash / depreciation         0  

Other (specify)         0  

Total 0  0  0  0  0  

 

Capital Costs 

BREAKDOWN OF SCHEME CAPITAL COST (using OB Form headings) 

 
2021/22 

Q1 
£’000 

2021/22 
Q2 

£’000 

2021/22 
Q3 

£’000 

2021/22 
Q4 

£’000 

2021/22 Total 
£’000 

Land & Buildings 0  0  0  0  0  

Equipment 0  0  0  0  0  

Optimism bias 0  0  0  0  0  

Planning contingency 0  0  0  0  0  

Inflation Adjustment 0  0  0  0  0  

VAT 0  0  0  0  0  

Total 0  0  0  0  0  
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There are no capital costs for this project.  

 

Revenue Funding 

REVENUE COST FUNDING SOURCES 

FUNDING SOURCE 2021/22 
£’000 

2022/23 
£’000 

2023/24 
£’000 

2024/25 
£’000 

TOTAL 

CDH funding 772  1,584  1,625  1,668  5,649 

CCG funding*         0  

Other*         0  

Total 772  1,584  1,625  1,668  5,649  

 

*Attach letter of support for revenue consequences 

Revenue Costs 

BREAKDOWN OF SCHEME REVENUE COSTS 

 2021/22 
£’000 

2022/23 
£’000 

2023/24 
£’000 

2024/25 
£’000 

TOTAL 
£’000 

Pay  255 518 527 536 1,835 

Consumables 82 169 174 180 606 

Reporting 389 802 826 851 2,868 

Equipment Related Revenue 

(Maint/Finance Charges) 
46 95 98 101 340 

Premises 0 0 0 0 0 

Depreciation 0 0 0 0 0 

PDC Dividends 0 0 0 0 0 

Cash releasing benefits 0 0 0 0 0 

Incremental impact on I&E 

surplus / deficit 
0 0 0 0 0 

Total 772 1,584 1,625 1,668 5,649 

 Costs are included for all staffing costs required which are included under pay 

 Reporting costs cover the cost of procuring outsourcing support to report Radiology work. This is in line with 
current BAU practises. 

 Inflation is included at appropriate rates year for future years.  

 2021/22 costs only include the period Oct - Mar and does not include any funding or costs in the early 
adopter period (Jul - Sep)  

 The NENC ICS has confirmed support for the ongoing revenue consequences of the year 1 CDH proposals 
through a combination of notional growth and system/provider efficiencies.  Without such recurrent funding the 
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service would not be able to be implemented or sustained beyond Year 1 as there are no other funding 
sources available. 

 

SECTION 3 
 

Scheme Location University Hospital of North Durham 

 

BRIEF SCHEME OVERVIEW 

 

 

Summarise the key dimensions of the 

proposed CDH in terms of both the 

tangible capital asset to be delivered, 

and the outputs that will be enabled 

in service terms as a consequence of 

the investment. Draw on content that 

has been submitted in the CDH 

Regional Design plan. Content 

should include commissioning model, 

digital integration approach & 

workforce model.   

 

 

 

 

 

 

 

 

 

 

 

 

This case is one of five interdependent cases to be delivered at South 

Tyneside District Hospital, Durham Treatment Centre, University 

Hospital of North Durham (UHND), Darlington Memorial Hospital and 

Bishop Auckland Hospital (BAH), all linked and connected by a Virtual 

Hub (which is included and described in the BAH case). 

This business case focuses on diagnostic development at UHND.  

County Durham and Darlington has invested heavily in diagnostic 

replacement kit as well as expanding capacity where required. Some of 

the expansion (including a second CT scanner at Durham) has been 

designed to manage clinical risk both in the Trust and further to support 

the ICS.  

This supports the health economy in terms of now providing ring-fenced 

capacity for elective CT. This second scanner will be on line from June 

2021.  

This scanner is planned to increase the Trust’s capacity to manage the 

elective growth we have seen in the system in normal hours - gradually 

entering full service over a period of years. The second CT scanner, 

whilst on an acute site, will have available ring-fenced capacity to 

support additional diagnostic capacity. Whilst growth in imaging 

demand is nationally recognised and planned for, with the support of 

Cumbria and North East Imaging group (CNEIG) this capacity will be 

available in the short to medium term without impacting on acute 

activity - it simply would mean bringing online CDH-supported capacity 

earlier. 

The layout does not impact on emergency capacity at all as UHND has 

two modern fully complaint rooms. Flow from each room is not reliant 

on the same entrance and exit routes (which was, in part, modelled to 

allow for COVID complaint flow). As such, both CT rooms are 

completely independent of one another. One is currently used as an 

emergency and ward based scanner and the second for elective and 

outpatient department work – it is this scanner that can be extended to 

facilitate community diagnostic activity.  

Funding will be required to increase staffing levels, however in the short 

term additional payments could be offered to open this capacity early. 

Ongoing additional costs for maintenance and power will be required.  

 

Furthermore, the MRI scanner is also able to be rapidly expanded 

through an extension of the working day Monday to Friday and provide 

for a 7 day service (12 hours).  

 

Funding will be required to increase staffing levels, however in the short 

term additional payments could be offered to open this capacity early 
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using a phased approach. Ongoing additional costs for maintenance 

and power will be required.  

 

Rapid expansion: c231 additional ring-fenced CT scans per week at 

UHND can be achieved. 

 

Rapid expansion: c46 additional ring-fenced MRI scans per week at 

UHND can be achieved. 

 

Whilst additional staffing is initially based on overtime this will not 

jeopardise the existing service. 

 

STRATEGIC CASE 

 

LOCAL STRATEGIC 
CONTEXT SUMMARY  
 

Please set out the local 
strategic rationale and local 
case for change. Please 
draw on content from CDH 
Regional Design plan. 
Content to include the 
additional capacity created 
and the breakdown by type 
of tests provided & 
pathways.   
 
Provide confirmation of 
stakeholders e.g. support 
from clinicians, 
commissioners and ICS 
accountable officers.  
 
Please complete appendix 
4 to show the capacity 
impact of the CDH 
investment. 

 

Central ICP partners have come together to develop a Community Diagnostic Hub 

to meet the patients’ needs in the Central IPC geography.  

The principle outcomes for the hub are: 

 Improve the populations health outcomes related to diagnosis of 
conditions (e.g. cancer; heart disease). 

 Improve diagnostic capacity (facilities, equipment and workforce) 

 Raise productivity and efficiency (pathway change, reduced steps and 
less duplication)  

 Reduce health inequalities (reduced variation in referral) 

 Improve patient experience (single point of access) 

 Integration of care across the Health System 
 
Initially the hub is utilising existing hospital sites, therefore the full range of tests 

would be made available through the hub with additional capacity as outlined 

below and in appendix 4. 

As the central hub develops it will be utilising existing community sites across the 

ICP. This will include sites other than the sites described to date such as existing 

primary/community care centres, hubs created during the pandemic to move 

services away from acute sites for example. It is anticipated that a wide range of 

tests and pathways can be incorporated into the hub offer including imaging, 

physiological tests and pathology as well as one stop shop and other pathway 

clinics. The implementation group will work with wider stakeholders, including 

GPs and PCNs, to ensure that the service design targets the needs assessment 

work across the ICP. 

The minimum ask is to receive and process referrals from primary, community 
and secondary care, book patients to ensure coordination as well as offer a full 
range of diagnostic tests including (but not exhaustive):  
 

 Imaging (CT, MRI Ultrasound and Plain x-ray)  

 Physiological Measurement such as Echocardiography (ECHO), 
Electrocardiogram (ECG), including 24 hour and longer tape recordings 
of heart rhythm monitoring, ambulatory blood pressure monitoring, 
oximetry spirometry including reversibility testing for inhaled 
bronchodilators, Fractional exhaled nitric oxide (FeNO), full lung function 
tests, blood gas analysis via Point of Care Testing (POCT) and simple 
field tests (e.g. six min walk test)  
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 Pathology: phlebotomy, Point of Care Testing, simple biopsies, NT-Pro 

BNP, urine testing and D-dimer testing. 

 

It will have the ability to onward report digitally the outcomes from the above 
tests as appropriate to referrers and or patients with an appropriate treatment 
plan. 
 
To be open 12 hours a day 7 days a week. 
 
The additional ring-fenced CT and MRI capacity will enable CDDFT to offer timely 

elective access to these key imaging diagnostics, ensuring rapid diagnosis and 

pathway to treatment. Demand modelling has been based on 2019/20 baselines.  

This early adopter model forms the first phase of the central ICP plan for diagnostic 

hub provision.  

The table below provides year one capacity (per week): 

   CT MRI Endoscopy Echo Other 

Year 1 CDH additional:           

Bishop Auckland 126 46 0 0   

Durham Treatment 
Centre 

175 140   45   

University Hospital of 
North Durham 

231 46 0 0   

Relocatable CT 231 0 0 0   

Darlington Memorial 
Hospital  

215 46 0 0   

South Tyneside Imaging  100 40 0 0   

Cardiology* 0 0 0 30 18 

Endoscopy**     224     

Year 1 CDH 532 232 0 45 0 
 

CDH Benefits Case Primary & Cross cutting aims checklist (commentary to be inserted in appendix 1 for 
each of the 11 dimensions).  
Answer Yes / No to confirm appendix 1 has been completed for each of the 11 dimensions  

 
Benefits Case Primary Aims Yes / No Cross Cutting Aims Yes / No 

To improve population health 
outcomes 

Yes / No To improve staff satisfaction Yes / No 

To increase diagnostic capacity by 
investing in new facilities and 
equipment and training new staff  

Yes / No To make every contact count Yes / No 

To improve productivity & efficiency Yes / No To utilise CDHs as test sites for cutting edge 
research 

Yes / No 

To contribute to reducing health 
inequalities 

Yes / No To contribute to NHS net zero emissions Yes / No 

To deliver a better more 
personalised diagnostic experience 

Yes / No To act as anchor institutions Yes / No 

Support integration of care across 
primary, secondary & community 
care 

Yes / No   

ECONOMIC CASE 
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ECONOMIC CASE 

 

Please provide an incremental VFM 

analysis that shows the VFM ratio (Net 

Present Social Value) for Business As 

Usual and the preferred option and 

provide an explanatory narrative on 

the VFM analysis. 

 

Ensure appendix 4 ‘capacity benefit’ is 

completed.  

 

Provide a narrative on: 

- the options considered to achieve 

the scheme’s objectives, including 

business as usual 

- the main costs, benefits and risks 

for the Business As Usual and 

preferred option. 

- The appraisal period for the 

scheme. 

- Confirm inflation, VAT, 

depreciation, PDC are excluded 

from the economic analysis. 

 

 

Options Appraisal:- 

 

BAU / Do Nothing Option: 

BAU or the Do Nothing option, which effectively is the current service 

provision with no increased capacity, this is not an option based on the 

current demand and waiting lists for diagnostics and will not meet the 

patients’ needs in the Central ICP geography or support Elective 

Recovery.  In relation to public value risks / benefits, there will be a 

negative impact on waiting lists and turnaround times, which will 

increase.  There will be no investment into GP direct access for CT and 

MRI.  There will be no support for early diagnosis of providing more 

accessible services to the public.  This option brings no benefits to the 

public or patients accessing the service. 

 

There will be no additional cost associated with this option.  However, 

to flex or increase capacity would involve costly alternatives above the 

contract arrangement in place in relation to supporting the CDH 

scheme. 

 

Preferred / New Delivery Model Option: 

This option is part of the Central ICP virtual CDH hub proposal; patients 

would be referred to a single point of contact and offered an appointment 

based on the shortest wait or their nearest location across a number of 

community facilities within the Central ICP.  This incorporates additional 

ring-fenced elective capacity for CT and MRI at UHND.  The virtual hub 

will ensure waiting lists do not increase and will ensure effective use of 

additional capacity.  This would be phase 1 of a longer term strategy to 

improve diagnostics across a wider range of diagnostic tests. 
 

Value for Money/Benefits  

Value for money is ensured through costs being modelled on current 

models of delivery which has been subjected to various staffing 

reviews.  

Diagnostic technology that meets the real clinical need of patients 

within community settings are currently either poorly positioned with 

regard to accessibility or not of sufficient advancement to deliver the 

complexity of clinical care required.  Investment in the appropriate 

technology, in the appropriate place, expertly procured and implanted 

as cost effectively as possible will ensure that the benefits of 

diagnostic hubs are realised and integrated seemingly into the patient 

pathway and uptake into their every day care and improve patient 

outcomes.  

In terms of the benefits which will be realisable; 

o Earlier Diagnosis and Treatment will improve patient mortality 
and reduce future costs 

o Increased use of same day emergency care through improved 
access to diagnostics in ED, with separate and distinct ring-
fenced CT and MRI capacity for elective diagnostics. 

o Improve accessibility for those from areas of deprivation 
o Improved sustainability / environmental impacts due to 

reduced traveling requirements 
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o Employment Benefits with 7 number of new jobs created  
 

FINANCIAL CASE 

FINANCIAL CASE 

a) Please provide an incremental 

SOCI v BAU and a Trust-wide 

SOCI including the investment for 

the Trust holding the CDH asset 

(See appendix 3). 

b) Please explain any incremental 

revenue consequences of the 

investment and how they can be 

mitigated. 

c) Are there are any cash flow issues, 

such as fees, enabling works, that 

require early funding? 

d) Confirm that the project can be 

managed within the funding capital 

and revenue envelopes. 

e) Confirm and demonstrate that the 

recurrent revenue cost of the 

scheme is affordable. 

f) Confirm the trust has assessed and 

is able to fund lifecycle costs.  

An incremental SOCI has been completed which is attached at 

appendix 3, this is in relation to the preferred option and assumes nil 

impact on the Trusts I&E surplus / deficit on the basis that the scheme 

is fully funded from the CDH Funding, as shown above in initial finance 

tables. 

 

There is no comparison shown for BAU on the basis that this option 

(the do nothing option) is current baseline service provision and would 

not have an impact of I&E. 

 

The expenditure includes inflation year on year at the below rates: 

Pay – 1.8% 

Non-Pay – 3%  
 

There are no future incremental costs included other than inflationary 

uplifts applied to each cost accordingly, at appropriate levels outlined 

above. These are included within the cost envelope of the project.  

Many of the costs will continue from the early adopter phase, therefore 

no element of the project requires early funding.  

The project can be delivered within the cost envelopes identified 

should full funding be received, recurrently.  

 

The monitoring of these costs, to ensure they remain within the 

envelope, will form part of the established trusts governance process, 

which has responsibility for holding business case holders to account 

on the deliverables of cases. It will also form part of the financial grip 

and control within the trust.  

Should full funding be received, the recurrent revenue cost is 

affordable. Should full funding not be received, the scheme would not 

be affordable to the trust. Mitigation to this would be to disinvest the 

service as no other funding streams are available at this time. 

This all said, the NENC ICS has confirmed support for the ongoing 

revenue consequences of the year 1 CDH proposals through a 

combination of notional growth and system/provider efficiencies. 

COMMERCIAL CASE COMMERCIAL CASE 

COMMERCIAL CASE  

a) Please set out the commercial and 

procurement route. 

b) Range of equipment, services & 

facilities provided. Detail to be 

inserted in appendix 2. 

c) Is the scheme deliverable in 

2021/22? 

The requisite equipment, facilities and contractual arrangements to deliver 

this case, i.e. increased ring-fenced CT and MRI capacity at UHND are 

immediately realisable with the scheme deliverable in 2021/22. No additional 

planning consent and/or approvals (outwith the case itself) are necessary. 
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d) Confirm when any necessary full 

planning consent will be achieved. 

e) Confirm status of any legal 

documentation or processes 

required for the scheme to be 

delivered in full and what (if 

anything) remains to be agreed. 

E.g.; Modern Methods of 

Construction, Net Zero Carbon. 

 

MANAGEMENT CASE 

 

MANAGEMENT CASE 

a) Confirm the arrangements for 

management and delivery of the 

scheme. 

b) Confirm the key risks to delivery 

and measures to mitigate and manage 

these risks. 

c) Provide a simple timeline with key 

milestones for the procurement and 

delivery of the scheme. 

 

a) Due to the challenging timescales an implementation team will be 

required to coordinate the delivery of the Central ICP offer. To ensure 

that organisational boundaries do not reduce the efficacy of the offer 

this will be a combined project team of clinical and managerial staff 

drawn from Primary Care, Secondary Care, Commissioners and the 

Local Authority. It will look to have patient representation advising the 

group. 

The implementation team will be responsible for overseeing options 

appraisal and delivery of the business case once ICS support is 

known.  

All supporting organisations will commit to supplying support to this 

team within existing resources and linking the plan to existing strategic 

organisational performance plans ultimately reporting progress though 

the Provider Collaborative.  The scheme will be delivered by County 

Durham and Darlington NHS Foundation Trust in partnership with 

South Tyneside and Sunderland NHS Foundation Trust – focusing 

particularly on the interdependency with the virtual hub. 

b) See risk matrix below. 

c) Key milestones: 

Recruitment processes have been activated. 

Initial use of overtime until staff fully recruited. 

Extended CT / MRI at UHND go live from October 2021. 

SCHEME RISK MATRIX 

 

Please insert standard NHS Risk matrix completed for the proposed scheme. Please provide adequate information 

to enable reviewers to understand the level and likelihood of risk and how it is to be mitigated. Please list any risks to delivery, for 

example if the spend is dependent on estates investment etc. 

Risk  

L
ik

e
li
h

o
o

d
 

Im
p

a
c
t 

 S
c

o
re

 

Mitigation Lead 

Officer 

Ability to recruit staff - 

radiologists and radiographers  

3 3 9 Workforce planning, links in with 

university, seeking alternative 
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recruitment paths (e.g. international 

recruitment), locum staff. 

Project management capacity  

 

2 3 6 Fund project support.  
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CDH Aims Commentary for the proposed scheme   Appendix 1 

 

For each section describe how the proposed scheme meets the aim. 

 

CDH Benefits Case Primary Aims 
Suggested data to include referenced in sections below 

 
1.To improve population health outcomes  
 
Diagnostics play a very important role in health outcomes. The overarching aim of the CDHs is to 

improve access to services across a larger area and therefore reduce waiting times, variation and 

inequalities across neighbourhoods. This means that health outcomes should be impacted on positively, 

particularly for those in more deprived areas. Experience for both patients and referrers should be 

improved and variation decreased. 

The idea of the virtual hub is that there will be a single point of access and the team booking will focus on 

identifying those that have waited the longest, therefore delivering the earliest possible diagnosis for 

patients across the ICP, speeding up their pathways and treatment times. Clearly this will have a positive 

impact on health outcomes.  

The population covered by the Central ICP has poorer outcomes compared to national averages. The 

major contributors to this are cardiovascular disease, cancer, digestive and respiratory conditions. In the 

more deprived areas there is some evidence of poorer engagement with diagnostic services, often due to 

barriers to access in the most vulnerable communities. 

This case will improve access to MRI and CT via the virtual hub, focusing on development of ring-fenced 

capacity at UHND. 

2.To increase diagnostic capacity (Also complete appendix 4) 
 
The principal of the virtual hub means that there will be coordinated use of resources from a centralised 
point over a much wider geographical area than current capacity. The success of the early adopter bids 
means that there is significantly more capacity to support the availability and accessibility of diagnostics 
to help manage the backlogs that exists post COVID-19.  
 
The additional capacity for year one is clearly demonstrated in appendix 4 and this additional resource 
for University Hospital of North Durham, combined with increased capacity across the ICP as a whole, 
will increase diagnostic capacity to a level that will support patient pathway and outcomes for the better. 
Wait times for diagnostics and therefore treatments and patient outcomes will improve.  

 
3.To improve productivity and efficiency of diagnostic activity  
As the Central ICP plans are centred on a single point of access with a single waiting list for particular 
diagnostic tests it means that all available capacity would be clearly visible, improving both resource and 
waiting list management. This means not only that patients can be allocated appointments based on 
priority, but also that there is greater choice about where to have your scans/tests. This will support the 
reduction of DNAs and cancellations, further improving productivity.  
 
A single booking team with clear and accessible administrative systems will be able to monitor available 
sessions as well as any gaps. Late cancellations will be easier and quicker to fill as there will be a larger 
pool of patients to choose from.  
 
This will also provide a simple, single point of contact for patients should they have questions or need to 
change an appointment.  
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4.To contribute to reducing health inequalities 
 
The Central ICP CDH initiation plan will focus on combining the skills and expertise of the Public Health 
Teams within the ICP to define specific insight areas for placement of mobile diagnostic capacity, 
planned alongside the business intelligence functions available in NECS, PCNs, LAs and Acute Trusts.  
 
This approach will help determine: 

 Conditions with highest disease burden 

 Pathways with the poorest performance against target 

 Pathways with the highest backlog from COVID-19 

 Which pathways have most variable access and outcomes for communities with protected 

characteristics 

 Which conditions have highest anticipated levels of unmet need, as well as identify locations of 

hard to reach populations in relation to access to health. 

  

An overarching public health strategy for education would also be developed to ensure reach to all 

populations. This combined offer would also look to use local religious influencers and minority groups to 

communicate the services being offered in addition to the well-established roles in Health Improvement, 

such as the Joining the Dots team and Social Prescribing link workers.  

The public health workforce within the ICP will analyse and create a suggested placement plan for the 

relocatable CT scanner and the necessary educational support. This expertise will be supplemented by 

use of national data sets. An example of this can be found below from the Shape Atlas tool, highlighting 

those communities with transport access to Durham most in need of support. 

 

(Shape Atlas Top 10% most deprived areas in red snapshot) 
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Once a central point of access has been established the team will seek to increase access and reduce 

barriers to healthcare. 

 

5.To deliver a better, more personalised, diagnostic experience for patients  
 
Due to the increased activity and capacity proposals at UHND, patients will experience reduced waiting 
times, with the potential to be seen at locations closer to home.  
 
The central administrative team will provide patients with more choice in terms of proximity and available 
appointment times and help to level up the patient experience across the ICP.  
 
Established clinical networks with primary care engagement will ensure that patients can be seen quickly 
and efficiently, reducing variation in clinical practice and unnecessary referral. It will also enable follow up 
imaging to be enacted quickly with referral back to the GP when results are negative or onward referral if 
that is required. Increased choice and capacity will allow for more efficient pathways, e.g. one stop shops 
to be developed.  
 
Speeding up diagnostic pathways inevitably means a more timely diagnosis and treatment for patients 
leading to better health outcomes. 
 
6.Support integration of care across primary, secondary and community care  

Integrating systems and coordinating resources across the ICP is central to the model that the Central 

ICP is planning to adopt. A single point of access for referrals and a centralised booking system will 

enable the staff coordinating appointments to manage resources and waiting lists more easily and 

equitably across the patch. 

Ensuring that there is clear integration with primary care is key. The models will support the Central Hub 
to put in the place the foundations that will enable established clinical networks with primary care 
engagement to ensure that patients can be seen quickly and efficiently, reducing variation in clinical 
practice and unnecessary referral to hospital. It will also enable follow up imaging to be enacted quickly 
with referral back to the GP when results are negative or onward referral if that is required. 
 
Additional ring-fenced CT and MRI capacity at UHND will, in particular, strengthen system relationships 
between local GPs, PCNs, Community Services and the acute Trust. 
 
Cross Cutting Aims 
 

7.To improve staff satisfaction 

The CDH will provide a service with new equipment and increased capacity meaning that staff are likely 
to have a much improved experience, working with state of the art kit and in an environment that is less 
stretched.  

COVID-19 and its subsequent recovery has meant staff have been working in very highly pressured 
environments. Staff are now dealing with backlogs and often requested to work additional hours to cover 
gaps and ensure delivery of patient care.  

Waiting lists will be reduced and flow of patients more efficient. Improved patient experience often also 
means improved staff experience. 

These CDHs will provide greater capacity over a larger area allowing for more equitable spread of 
resources. The Central Hub will work together across its providers to ensure that workforce and staff 
experience is of utmost importance. 
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8. To make every contact count and deliver health promotion where it is meaningful and impactful 

to do so.  
 
This hub is specifically designed to meet the patients’ needs in the central ICP area. Facilities will be 
located as close to patients’ homes as possible whilst also providing choice for patients.  
 
Efficiency will be improved as will patient choice and their health pathways. The Central Hub in time will 
allow for more one stop clinics and direct access for GPs, reducing any unnecessary visits for patients. 
 

9. To utilise CDHs as test sites for cutting edge research, new innovations and evaluations.  
 
This is an opportunity for CDHs to work with local universities for both training and education purposes, 

helping to support research work within the facilities provided.  

These new, well-functioning CDHs with improved capacity, capability and therefore health outcomes for 

patients with the ability to attract high calibre clinical staff to the hubs, contributing to cutting edge 

healthcare. 

10.To contribute to NHS Net Zero ambitions 

 
The CDH will aim to be as efficient as possible, particularly as newer equipment will have a lower carbon 

footprint.  

Any new estates work will meet all current standards in terms of thermal efficiency and will support 

minimising consumption of energy and they will have BREEAM credentials to show their impact has been 

minimised.  

New estates will follow sustainable and low energy designs which reflect the demand for energy required 

to support the environmental services and additionally conserve and utilise energy to the maximum 

extent practicable. 

Locating services closer to patients will reduce NHS-related travel and associated CO2 emissions. 

11. To act as anchor institutions, consciously supporting positive social, economic and 
environmental impacts locally. 

Both County Durham and Darlington NHS Foundation Trust and South Tyneside and Sunderland NHS 
Foundation Trust will express their role as anchor institutions by delivering community diagnostic hub 
elements in a sustainable and environmentally prudent way (for example by offering services closer to 
patients’ homes). 

The linked schemes will also create high quality local jobs, supported by education and training, 
contributing to the economic development of the local area. 

 
 

Estates Key Information        Appendix 2 

Size of development M2 
 

 

List of services (Type & number /any services not 
provided from CDH specification e.g.; endoscopy) 
 
Services: Imaging: CT (including colonography), 
MRI, Ultrasound, Plain X ray 
Physiological measurement 
Pathology 

CT 
MRI 
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Endoscopy  
 
 
 

Site ownership (NHS, public or private estate) 
 

University Hospital of North Durham is an NHS 
facility within CDDFT owned by Consort, a Special 
Purpose Vehicle. 
 
 
 
 
 

Is this an owned or leased facility – provide 
details if leased? 
 

 

New or refurbishment or % of each 
 
 
 
 

A new, second CT scanner has recently been 
commissioned at UHND. The operating hours of 
both this, and the MRI scanner can be adjusted to 
increase activity, providing ring-fenced access to 
elective diagnostics. 

Stage of design development & Trust approval 
(Please attach design drawings) 
 
 
 

 

 

Wider considerations (achieving VFM, longer term 

impact, speed of deployment, coordination with local & region 
priorities. 
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APPENDIX 3 

 

Impact of scheme on the Statement Of Comprehensive Net Income of lead organisation which holds the CDH 

asset.  

    
   

Activity 

2020/21 2021/22 2022/23 2023/24 2024/25 TOTAL 

 

£'000 £'000 £'000 £'000 £'000 £'000 

Revenue Income  772  1,584  1,625  1,668  5,648  

Pay & non pay to mainland providers  -772  -1,584  -1,625  -1,668  -5,648  

Transport costs          0  

Depreciation  0  0  0  0  0  

PDC dividends  0  0  0  0  0  

Cash-releasing benefits            

Incremental impact on I&E surplus/ 

(deficit) 
 0  0  0  0  0  

 

NHS Trust / Foundation Trust Statement of Comprehensive Net Income (whole trust position including the 

investment over the appraisal period) 

Not completed based on further correspondence confirming this is not needed 

Statement of Comprehensive Net 

Income 

2020/21 2021/22 2022/23 2023/24 2024/25 TOTAL 

 

£'000 £'000 £'000 £’000 £’000 £'000 

Gross employee benefits       

Other operating costs       

Revenue from patient care activities       

Other operating revenue       

Operating surplus/(deficit)       

Investment revenue       

Other gains and losses       

Finance costs        

Surplus/(deficit) for the financial year       

Dividends payable on public dividend 

capital (PDC) 
      

Net gains/(loss) on transfers by 

absorption 
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Retained surplus/(deficit)       

Adjustments (including PPA, IFRIC 12 

adjustment) 
      

Adjusted financial performance retained 

surplus/(deficit) 
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Appendix 4 

Capacity benefit of CDH investment 

 

Modality  Diagnostic test Additional capacity 
provided (full year 
effect) 

Additional capacity provided 
in 2021/22 Financial year 
(Oct – Mar only – Early 
adopter period excluded) 

Imaging  CT  11550 5775 
MRI 2254 1127 
Ultrasound   
Plain X-Ray    

Physiological 
measurement  

Echocardiography 
(ECHO) 

  

Electrocardiogram 
(ECG) including 
holter monitoring 

  

Oximetry   
Blood Pressure 
Monitoring 

  

Spirometry   
FeNo and Lung 
Function Tests 

  

Blood Gas Analysis   
Simple Field Tests 
(e.g. 6 min walk 
test) 
 

  

Pathology  
 

Phlebotomy   
Point of Care 
Testing 

  

Simple Biopsies   
NT-Pro BNP   
urine testing   

Endoscopy 
services 

Gastroscopy   
Colonoscopy   
Flexi 
sigmoidoscopy 

  

CT colonography   

    

    

    

    

    


