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Managing change and protecting quality outcomes in United Kingdom health and social care: a critical evaluation of Community Diagnostic Centres in England
Introduction
Change in United Kingdom (UK) health and social care is rarely a straightforward “plan then deliver” process, occurring instead under pressure from policy shifts, rising demand, technology, financial constraints and climate commitments. These pressures intensified after COVID-19, when NHS England introduced plans to reduce elective backlogs and expand diagnostic capacity (NHS England, 2022a). The Darzi review also links NHS performance problems to access, quality, productivity and inequalities (Department of Health and Social Care, 2024). This essay argues that maintaining quality during rapid change depends less on policy intent and more on how change is governed, led and implemented in practice. Community Diagnostic Centres (CDCs) in England are used as a strategic case study with sufficient evidence to evaluate improvements, risks and trade-offs (NHS England, 2020; NHS England, 2024a; Sivey and Wen, 2024).
Quality outcomes are central rather than optional. Community Diagnostic Centres (CDCs) were designed to improve access and timeliness for diagnostic tests, with potential benefits for safety and effectiveness through earlier diagnosis (NHS England, 2020). However, faster access may introduce risks where reporting capacity, information governance and follow-up are insufficient (National Audit Office, 2025).
Key concepts and approach
1.1. What “change” means in health and social care
In UK health and social care, “change” can refer to organisational restructuring, service redesign across pathways, or technology-enabled transformation. CDCs illustrate this clearly, representing not only new diagnostic capacity but coordinated changes in referral pathways, workforce deployment, digital connectivity and governance across organisations (NHS England, 2024a). The NHS operates as a complex system shaped by local context and national policy, reflected in the varied implementation of CDCs across different settings.
1.2. Quality outcomes and quality assurance
Quality outcomes are usually framed through safety, effectiveness and patient experience, with timeliness and equity increasingly treated as core quality issues because delays and unequal access cause harm (NHS England, 2024b). Regulators assess “quality” through defined areas of judgement. The Care Quality Commission (CQC) assesses quality across domains including safety, effectiveness and responsiveness (CQC, 2024; CQC, 2026). This is useful for this essay because CDCs are not only judged by whether they increase the number of diagnostic tests, but also by whether they protect patient safety, provide reliable results, respond to local need and are governed properly. Quality outcomes in this essay include safety, effectiveness, experience, timeliness, equity and efficiency. Quality assurance is the governance and learning infrastructure that protects those outcomes: clinical governance, audit, standards, incident learning and oversight.
A practical addition here is the NHS Patient Safety Incident Response Framework (PSIRF). PSIRF is the NHS framework for responding to patient safety incidents, focusing on learning and improvement rather than individual blame (NHS England, 2022c). Rapid CDC expansion can increase variation between sites, referral routes, reporting systems and follow-up responsibilities. Safety incidents or near misses, such as delayed results, unclear accountability for abnormal findings, or poor communication with patients, can be investigated through PSIRF as system issues to support pathway redesign and reduce future risk.
Change management lenses used
To keep the analysis critical rather than descriptive, I use three lenses.
· Kotter: change needs urgency, a coalition, a clear vision, removal of barriers and reinforcement to sustain new behaviours (Kotter, 2007).
· Lewin: unfreeze-change-refreeze helps describe what CDCs tried to disrupt (hospital-centred diagnostics), what changed (community sites and pathways), and what had to stabilise (new routines), even if the NHS rarely “refreezes” permanently (Lewin, 1947).
· Complexity lens: outcomes depend on context such as workforce, digital maturity, geography and inequality, so evaluation needs to account for unintended consequences and uneven effects.
2. Task 1: Critically analyse the main drivers of change in UK health and social care systems
2.1. Governance and policy
Governance and policy drive change by setting priorities, accountability and funding routes. UK health and social care governance is multi-layered across government, national bodies, integrated care systems, providers, regulators, local authorities and professional bodies. This complexity can support change but may also slow implementation and blur accountability across organisations.
CDCs are strongly policy driven. The Diagnostics: Recovery and Renewal review recommended a new diagnostics model including community diagnostic hubs away from acute sites to expand capacity and improve access (NHS England, 2020). This also fitted the wider elective recovery agenda, where more appointments, more diagnostics and patient choice were presented as ways to reduce long waits (Department of Health and Social Care, 2023). The CDC programme sits within a broader policy drive for reform and shifting care into the “right place”, while also aligning with longer-term ambitions in the NHS Long Term Plan, which identified the need for diagnostics review and system transformation (NHS, 2019; NHS England, 2020). CDCs were part of a nationally mandated strategy rather than a local pilot.


ECONOMIE:
NHS England’s CDC guidance demonstrates governance in practice by setting best practice expectations for commissioning, engagement, regulatory requirements, digital connectivity, workforce planning and pathway development (NHS England, 2024a). Greater standardisation also makes the programme easier to evaluate. However, national targets and deadlines may unintentionally push implementation towards visible outputs, such as opening sites and increasing test numbers, before less visible quality foundations are fully established. Clear governance for diagnostic results, including agreed responsibility for reviewing, communicating and acting on abnormal findings, is therefore essential, alongside staff training and equity planning. Supporting evidence from the National Audit Office (NAO) shows that elective transformation programmes operate under significant constraints and do not always achieve intended goals, with workforce and productivity pressures shaping delivery realities (NAO, 2025). Governance can therefore create urgency and momentum for change, while also increasing delivery risk where local capacity is overstretched.
Implication for quality: governance can support quality improvement through standards and assurance but may also create perverse incentives when performance oversight prioritises speed over safe pathway redesign.
2.2. Social and cultural trends
The social driver is about both population need and the human side of implementation: expectations, trust and professional culture. The UK’s ageing population and rising multimorbidity increase demand for diagnostics and follow-up, and population projections are used to plan services (Office for National Statistics, 2025). Age UK also highlights the pressures of population ageing on health and care services, reinforcing that demand trends are not temporary (Reeves, Islam and Gentry, 2025). Growing demand makes diagnostic backlogs politically and clinically urgent.
Cultural expectations also matter because many patients now expect quicker access, care closer to home and less reliance on hospital settings. CDCs respond through community-based locations, expanded opening hours and “one stop” testing approaches that may feel more accessible and less hospital-centred (NHS England, 2024a). This is supported by Healthwatch England’s findings that patients value accessible locations, clear communication and services designed around local needs (Healthwatch England, 2024). Patient experience measurement is therefore an important part of the CDC programme, as the national experience-based design report shows that patient views are being examined across CDC sites rather than assumed by policymakers or providers (NHS Elect, 2024).
Workforce practice and professional identity are also important. Diagnostics depend on teams and clinical judgement, not only tests. 
Moving services into community settings can create concerns about fragmentation, workload, peer support and responsibility for acting on results. If these concerns are ignored, staff may develop workarounds that weaken quality assurance.
A primary care view also matters because referrals are the front door to CDC services. A UK general practice commentary links CDCs to the NHS Long Term Plan and its focus on prevention, earlier diagnosis and integrated care, while also arguing that community diagnostics must be properly integrated into referral pathways and patient communication systems to avoid confusion, delays and fragmented care (Merriel, Lee and Neal, 2021).
Technological advances
Technology enables new delivery models, but it also exposes weaknesses. Diagnostic technology includes scanners, booking systems, image transfer, reporting workflows and secure information sharing. CDCs sit across primary care, community settings and acute trusts, so interoperability becomes a quality issue, not just an Information Technology (IT) issue. NHS England’s interoperability work emphasises that effective information sharing across settings is needed to optimise outcomes and quality (NHS England, 2023a). Poor sharing of images and reports can increase delays, manual information chasing and missed follow-up risk.
Technology also interacts with workforce. Digital maturity is uneven and digital capability gaps can slow transformation. NHS Alliance commentary on digital transformation highlights that delivery depends on workforce capability and organisational readiness, not just procurement (NHS Alliance, 2025). In CDCs, even if scanning capacity increases, reporting capacity can remain constrained by shortages of radiologists, which becomes a bottleneck. Technology can therefore increase “front-end” throughput while creating “back-end” delays that may harm timeliness and safety.
Implication for quality: technology can enable faster access but only improves outcomes when it reduces friction and supports reliable reporting and follow-up. Otherwise, variation may increase and assurance may weaken.
2.3. Environmental drivers
Environmental drivers matter because climate change affects health and because the NHS has net zero commitments that influence estates planning, travel and service design. The NHS net zero travel and transport strategy aims to reduce emissions and embed sustainable travel into system planning (NHS England, 2023b). CDCs could support environmental goals if they reduce long journeys to acute sites by placing services closer to communities. More sites can mean more estate footprint and energy use. Impact depends on location, utilisation and whether pathways reduce repeat visits.
Environment also links to equity. If CDC sites are accessible by public transport and designed around local needs, they can support both sustainability and fair access. If not, they risk benefiting those with cars and flexible schedules, worsening inequalities.
Implication for quality: environmental aims should be treated as part of quality and equity, not a separate “green add-on”.
2.4. Economic drivers
Economic pressure is a continuous driver because demand rises while funding remains constrained. CDCs were explicitly linked to elective recovery and building capacity. British Medical Association (BMA) analysis of NHS diagnostics also shows continuing pressure between diagnostic demand and available capacity, which helps explain why extra diagnostic infrastructure became a policy priority (BMA, 2025). The Public Accounts Committee (PAC) notes the scale of capital spending on diagnostic transformation and reflects concerns about whether elective recovery programmes delivered their intended goals (Committee of Public Accounts, 2024). This shows economic drivers clearly: invest in infrastructure to reduce waits and improve productivity.
However, economic drivers can conflict with quality if speed becomes the dominant target. Capital investment does not solve workforce shortages. Diagnostics capacity is limited by people as much as machines. NHS workforce planning also shows that service expansion depends on training, retention and new roles, not only infrastructure (NHS England, 2023c). The Royal College of Radiologists (RCR) census reports workforce shortages and links them to delays in diagnosis and treatment start (RCR, 2024). Institute of Physics and Engineering in Medicine (IPEM) workforce intelligence similarly highlights establishment and vacancy issues in diagnostic radiology and radiation protection roles (IPEM, 2024). These sources suggest CDC rollout can only improve quality if workforce planning, reporting capacity and safe staffing are prioritised.
Wider system pressure also shapes the context. The Health Foundation’s analysis of the elective waiting list highlights the scale of backlog and the difficulty of reducing it under capacity constraints, reinforcing why governments and NHS leaders pursue structural change such as CDCs (Health Foundation, 2023). Transformation programmes are therefore operating within tight productivity and staffing conditions, increasing the risk of shortcuts during implementation. 
Implication for quality: economic drivers justify change and accelerate it, but they also increase the risk that quality and equity get squeezed unless governance explicitly protects them.
2.5. How the drivers interact in CDC rollout
The drivers are interconnected. CDCs exist because policy, demand, technology, sustainability, backlog and productivity pressures came together (NHS England, 2020; NHS England, 2024a; NAO, 2025). These interactions create momentum but also risk.
Policy targets, funding and technology can accelerate CDC rollout, but workforce shortages, weak interoperability and fragmented pathways can delay reporting, harm follow-up and worsen equity. Critical analysis must therefore consider both benefits and trade-offs.
2.6. The case study: what changed and why (CDCs in England)
Before CDCs, many diagnostic services were concentrated in acute hospitals and competed with acute demand. The Richards review, Diagnostics: Recovery and Renewal, recommended separating elective diagnostics from urgent and acute diagnostic pathways and creating community diagnostic hubs as part of a new diagnostic model, with the aim of improving access, increasing capacity and supporting earlier diagnosis (Richards, 2020). Early British Medical Journal (BMJ) reporting also framed CDCs as a response to backlog pressures while highlighting workforce requirements (Mahase, 2021).  After the programme started, CDCs were approved and implemented across England. NHS England guidance describes the programme as being in its third year with around 170 approved sites and detailed expectations for governance, digital connectivity, workforce and pathway development (NHS England, 2024a). This shows a clear before-and-after strategic shift, moving a significant part of elective diagnostics away from hospital-centred pathways and into community-based CDC settings, supported by national programme governance.
Key stakeholders include NHS England, Integrated Care Board (ICB), providers, primary care, diagnostic staff, patients, carers, regulators and digital governance teams. Because CDCs cross organisational boundaries, they can only improve outcomes if pathways are integrated and safe.
3. Task 2: Evaluate strategies for managing change effectively (applied to CDCs)
3.1. Leadership and vision: urgency without unsafe speed
Change management theory argues that leaders need urgency and a clear vision to mobilise change (Kotter, 2007). CDCs had a credible urgency: backlogs, long waits and the clinical need for timely diagnosis (NHS England, 2020). But in healthcare, urgency can easily become unsafe speed. Analysis of elective recovery targets also shows that ambition must be balanced against capacity, staffing and operational reality (The King’s Fund, 2025). Effective leadership must frame success around outcomes, not only outputs. “More scans” only matters when results are reported and acted on.
The NHS quality strategy strengthens this point by linking access to safety, effectiveness and experience, and by emphasising inequality impact and quality risk in decision-making (NHS England, 2024b). Applied to CDCs, good leadership would set a balanced definition of success that includes waiting times, reporting turnaround, patient experience, equity indicators and safety signals. It would also be honest about constraints such as workforce shortages and digital integration problems.
At system level, CDCs need clinical, operational and digital leadership working together. If leadership focuses only on throughput, staff may disengage; if it lacks operational planning, services may become inconsistent. Effective leadership should remove practical barriers, such as poor referral routes, limited training time and weak reporting or follow-up governance.
3.2. Stakeholder engagement and co-production: reducing resistance and surfacing risks
Engagement is essential because CDCs rely on referrers using pathways properly and patients understanding how to access services and receive results. Feedback from service users can help programmes adapt rather than reinforce existing problems. National reporting across CDCs also suggests that user perspectives are being evaluated in a structured way, supporting “responsive” and “caring” domains of quality (NHS Elect, 2024).
Staff engagement is equally important because workforce shortages and workload pressures make “change fatigue” more likely, especially in diagnostic services where staff are already managing high demand and reporting pressures (RCR, 2024). If staff are asked to adopt new CDC workflows without time, training or involvement in pathway design, resistance is more likely to grow and quality may suffer. Effective engagement strategies should include protected training time, staff involvement in pathway design and clear escalation routes for clinical concerns. This approach is supported by NHS England guidance emphasising workforce planning, governance and skill mix across diagnostic networks (NHS England, 2022b; NHS England, 2024a).
Primary care engagement deserves explicit attention because referrals and follow-up often sit in primary care. Professional commentary emphasises that CDCs need to integrate with referral processes and communication, so patients do not experience confusion or fragmented care (Merriel, S.W., Lee, L. and Neal, R., 2021). This reinforces the idea that engagement is not only about “buy-in”, but also about making pathways usable and safe.
3.3. Governance, programme management and assurance: keeping quality visible
Governance is a key predictor of whether rapid change protects quality. CDC guidance includes governance and regulatory expectations, plus a focus on measuring benefits (NHS England, 2024a). The critical question is whether governance in practice matched the speed of rollout.
Unclear accountability for results and follow-up is a major governance risk.
 Who ensures abnormal results are seen and acted on when the test is done in a community site, reported elsewhere, and managed across settings? If accountability is unclear, safety risk increases. CQC’s “well-led” focus is relevant because weak leadership and governance often sit behind safety failures, particularly in multi-site services (CQC, 2024; CQC, 2026).
Programme management should also include “balancing measures”. The NAO’s review of elective transformation programmes highlights constraints and delivery gaps, suggesting that oversight must be realistic and focus on outcomes rather than only activity (NAO, 2025). For CDCs, balanced monitoring would include test volumes and waiting times, but also reporting turnaround, repeat tests, referral appropriateness, staff sickness and turnover, and patient complaints. This helps prevent situations where one metric improves while another worsens.
Quality assurance also depends on learning systems. PSIRF’s emphasis on learning and improvement supports the idea that during rapid change, incident response should help the system adapt and reduce risk, not just assign blame (NHS England, 2022c). Applied to CDCs, this means using early safety signals to improve workflows and governance, especially around result actioning.
3.4. Workforce capability and culture: the limiting factor
Workforce is probably the biggest barrier to CDC success. The Royal College of Radiologists  (RCR) reports shortages of radiologists and links them to diagnostic delays (RCR, 2024). IPEM workforce intelligence also points to staffing gaps across diagnostic radiology and radiation protection roles (IPEM, 2024). The Society of Radiographers has also warned that increasing CDC capacity depends on having enough radiography staff to deliver the extra activity safely (Society of Radiographers, 2025). These sources suggest CDC rollout can only improve quality if workforce planning, reporting capacity and safe staffing are prioritised.
Change management strategies that matter here include job planning models that protect supervision and development, supported skill mix such as reporting radiographers where appropriate, rotation models to avoid isolated working, and retention and wellbeing measures. NHS imaging workforce guidance also supports planned workforce models across diagnostic networks, including staffing, training and skill mix (NHS England, 2022b). Workforce culture matters because staff often interpret transformation through their lived workload. If CDCs are perceived as “do more with less”, staff engagement declines and quality risks grow.
3.5. Technology and information governance: making pathways reliable
In CDCs, technology strategy is really an information flow strategy because safe diagnosis depends on information moving reliably between primary care, CDC sites, acute trusts and reporting teams. NHS England frames interoperability as necessary for optimising outcomes and quality because different digital systems need to share patient information safely and consistently (NHS England, 2023a). The NHS Interoperability Toolkit is part of the infrastructure intended to support this kind of integration (NHS England, 2025). In practical terms, CDCs require digital systems that allow referrals, appointments, images and results to move reliably between organisations. If systems do not integrate properly, staff may create informal “workarounds” such as manually chasing results or duplicating records. Although these approaches may solve immediate problems, they increase variation and weaken quality assurance.
Task 3: Maintaining or improving quality outcomes during rapid change (with CDCs)
3.6. Quality risks when scaling quickly
Rapid scale-up increases variation, and variation creates risk. The clearest intended quality gain from CDCs is timeliness and access. A peer-reviewed evaluation using English NHS data found that introduction of CDCs was associated with increased diagnostic volumes at local NHS organisations and examined impacts on waiting times (Sivey and Wen, 2024). Healthwatch England (2024) also highlights the role of CDCs in improving local access to diagnostic testing. 
Patient experience may improve through convenience and calmer environments but worsen through poor communication or fragmented follow-up. National patient experience reporting suggests there is at least a mechanism for monitoring this (NHS Elect, 2024). Good experience does not guarantee safe or effective outcomes, so experience data should sit alongside clinical metrics.
Equity remains a major risk because community-based sites may improve access for some groups while creating new barriers for others depending on geography, transport links and digital access. Alignment with the NHS Core20PLUS5 approach is therefore important, as services are expected to focus on deprived populations and groups with poorer access or outcomes (NHS England, 2024). Improvement in average waiting times while disadvantaged groups continue to face barriers would mean progress in one quality domain but deterioration in equity. Explicit evaluation of these effects is therefore necessary rather than assumed.
Efficiency also remains uncertain. Although CDCs may reduce acute pressure and improve patient flow, weak referral pathways or poor interoperability can still lead to duplicated testing. Assessment of efficiency should therefore consider the whole diagnostic pathway rather than activity within the CDC alone.
3.7. How to protect quality during rapid change: governance, measurement and learning
Maintaining quality during fast change usually requires three connected approaches.
1) Strong, active governance.
Using CQC domains as a quality checklist helps avoid tunnel vision: safe, effective, caring, responsive and well-led (CQC, 2024). Effectiveness includes appropriate referrals, accurate reporting, and action on results. Responsiveness includes access and communication. Well-led includes oversight of multi-site services and consistent standards. NHS England CDC guidance supports this by setting out governance and accreditation expectations, but the key issue is active use of governance, not simply having documents (NHS England, 2024a).
2) Measurement with balancing measures.
The NHS quality strategy links access to safety and effectiveness and emphasises inequality impact, which implies measurement should include a full set of indicators, not a single target (NHS England, 2024b). Evaluation of CDCs should therefore include waiting times and activity, reporting turnaround, repeat test rates, incident signals, patient feedback, Did Not Attend (DNA) rates, equity breakdowns, and workforce measures. Diagnostic Waiting Time data can support monitoring but should be interpreted alongside safety, workforce and equity indicators (NHS Digital, 2025; NHS England, 2018).  This also supports realistic and multi-dimensional evaluation (NAO, 2025).
3) Learning and adaptation.
PSIRF supports a learning-oriented response to patient safety incidents, which is especially relevant in rapid change where early problems are likely (NHS England, 2022c). Applied to CDCs, this means treating early safety signals and patient complaints as system feedback. It also means using quality improvement approaches to tighten workflows, reduce referral confusion, improve reporting routes and standardise communications.
3.8. Information governance and pathway safety
Information governance is sometimes treated as a barrier, but in CDCs it is a quality enabler. Weak information sharing delays results and increases follow-up risk. NHS England’s emphasis on interoperability is directly tied to outcomes and quality (NHS England, 2023a). Safe CDC pathways depend on reliable access to results and clear patient communication. Improved access to testing without equally effective access to results may enhance test timeliness while delaying clinical decision-making, ultimately undermining safety and effectiveness.
3.9. Environmental sustainability as part of quality
Environmental drivers connect to quality because travel and estates have health and cost impacts. The NHS net zero travel and transport strategy reinforces that travel emissions are part of NHS responsibility and planning (NHS England, 2023b). CDCs might reduce travel to acute hospitals, but only if sites are placed well and pathways minimise repeat visits. Sustainability planning also overlaps with equity. If sites are designed around car access only, then both sustainability and equity suffer.
4. Critical evaluation of CDCs: outcomes, contestation, and judgement
4.1. What the evidence suggests improved
The core argument for CDCs is that shifting elective diagnostics into community settings increases capacity and reduces waits (NHS England, 2020). Evidence supports at least part of this: the Health Policy evaluation using English NHS data reports increased volumes of diagnostic procedures associated with CDC introduction and examines waiting time impacts (Sivey and Wen, 2024). However, a rapid review suggests that evidence on effectiveness and cost-effectiveness is still developing, so benefits should not be assumed from policy aims alone (Wale et al., 2024). These sources suggest CDCs represent measurable rather than purely rhetorical change.
There is also evidence of attention to patient experience through national reporting, which supports the idea that experience is being measured rather than assumed (NHS Elect, 2024). 
4.2. What was contested and where risks remain
The biggest constraint is workforce. Capacity is not only buildings and scanners, but also people. RCR workforce evidence links shortages to delays in diagnosis and treatment (RCR, 2024). IPEM workforce intelligence adds further evidence of gaps in diagnostic radiology and radiation protection roles (IPEM, 2024). CDCs may therefore increase scanning capacity faster than reporting capacity, shifting the bottleneck and delaying results.
A second contested area is programme realism and delivery under constraint. The NAO’s review indicates elective transformation programmes faced delivery constraints and did not meet all goals, which is relevant because it suggests a pattern of optimism meeting operational reality (NAO, 2025). The Public Accounts Committee similarly scrutinises elective recovery and highlights the scale of spending and the challenge of achieving goals (Committee of Public Accounts, 2024). This supports a critical claim that rapid change can create pressure to deliver visible outputs, sometimes at the expense of deeper system integration and assurance.
A third contested area is equity. CDCs aim to improve access, including for deprived communities, but equity effects depend on geography, transport and pathway design. Wider analysis of community services also shows that shifting care closer to home does not automatically remove waiting time or capacity pressures (Nuffield Trust, 2025). Without disaggregated evaluation by deprivation, ethnicity, disability and rurality, it is hard to conclude whether equity improved or whether average improvements masked uneven benefits. A critical analysis should treat equity as uncertain unless evidenced.
Finally, information governance and interoperability are ongoing risks. National policy emphasises interoperability, but practical implementation is often messy because of varied systems and contracts (NHS England, 2023a; NHS England, 2025; NHS Alliance, 2025). If systems are not integrated, follow-up becomes harder and safety risks increase through delays and missed results.
5. Judgement
Overall, CDCs are a rational strategic change with evidence of increased diagnostic activity and potential waiting-time improvements (Sivey and Wen, 2024; Moscrop, 2021). Governance guidance and patient experience reporting suggest an intention to protect quality beyond throughput (NHS England, 2024a; NHS Elect, 2024).
However, the risks are structural. Workforce shortages can push delays into reporting and decision-making, undermining safety and effectiveness even if test waits fall (RCR, 2024; IPEM, 2024). Governance complexity may create unclear responsibility for follow-up.
 Equity outcomes also remain uncertain without stronger disaggregated evidence. My judgement is that CDCs can improve timeliness and patient experience, but only if interoperability, results governance, workforce capacity and equity are treated as core safeguards.
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