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SINGLE CANCER PATHWAY (SCP) IMPROVEMENT TRAJECTORY AND REVISED DELIVERY PLAN 2026/27

1. Purpose
This paper provides Executive Board with:
· an update on the Health Board's Single Cancer Pathway (SCP) improvement trajectory for 2026/27
· an update on the current SCP performance position, including the emergence of draft April 2026 performance data
· assurance regarding the operational actions and recovery programmes underpinning trajectory delivery
· an overview of the Health Board's Cellular Pathology Recovery Plan and the role this plays in supporting SCP recovery and
· an update on the establishment of the formal Cancer Improvement Programme 
2. Background
Swansea Bay University Health Board remains in Targeted Intervention for cancer performance. The Health Board's original 2026/27 Annual Plan submission included a trajectory demonstrating progressive improvement in Single Cancer Pathway (SCP) performance during 2026/27. Following Welsh Government feedback, a revised submission was developed which provided additional operational detail and strengthened the articulation of the actions intended to underpin delivery.
Since completion of that revised submission, draft April 2026 SCP performance has become available and indicates an initial compliance position of 48%, below the assumptions underpinning the revised trajectory. This emerging position has been escalated through Executive management arrangements and reflects the cumulative impact of several operational constraints across the cancer pathway.
It should, however, be recognised that the draft monthly SCP position is not directly comparable with final reported performance. A proportion of cancer pathways remain open at the point of initial reporting, pending completion of outstanding pathology and confirmation of malignancy. Historically, this results in a material improvement between the initial draft position and the final submitted dataset. For example, January 2026 performance improved from 55% to 61% following data maturation, February from 46% to 56%, and March from 55% to 57%.
Whilst a similar degree of improvement is anticipated as April data matures, the current position nevertheless indicates a deterioration from the assumptions underpinning the revised Annual Plan submission and reinforces the need to strengthen the operational actions and assurance arrangements supporting delivery.
Detailed review of pathway performance has identified Cellular Pathology as the most significant cross-cutting constraint impacting SCP delivery. Delays in pathology reporting are contributing directly to extended waits to diagnosis and Decision to Treat across a number of the Health Board's highest volume tumour pathways, particularly Lower GI, Urology, Skin and Haematology. In recognition of this, a comprehensive Cellular Pathology Recovery Plan has been approved, incorporating targeted backlog reduction, outsourcing arrangements, workforce stabilisation and restoration of sustainable reporting capacity. Delivery of this plan is a critical assumption underpinning the SCP trajectory and wider Cancer Improvement Programme.
Whilst the deterioration in performance is disappointing, it has provided greater clarity regarding the principal constraints affecting delivery and reinforces the need for a whole-system recovery approach. 
3. Current Position
Whilst SCP performance demonstrated periods of relative stability during 2025/26, with compliance sustained at around 60% during parts of the year, the initial draft April 2026 position indicates compliance of 48%. Whilst this position is expected to improve through the routine maturation of SCP reporting data, it nevertheless represents a deterioration from the assumptions underpinning the revised Annual Plan submission and reflects the cumulative impact of several system-wide constraints.
Current performance continues to be adversely affected by:
· diagnostic delays, particularly within endoscopy and imaging
· significant cellular pathology reporting backlogs and workforce fragility
· delays to Decision to Treat (DTT) across a number of high-volume tumour pathways
· treatment capacity constraints, including theatre and SACT capacity
· administrative delays and pathway complexity
· regional dependencies and external provider factors.

Whilst the deterioration in April performance is not wholly attributable to a single issue, a significant contributor to current delay remains cellular pathology turnaround times. The service currently holds a substantial backlog of unreported samples alongside material workforce capacity gaps. Recovery arrangements, including targeted outsourcing and backlog reduction measures, have now been developed and are progressing through implementation. Successful delivery of this programme is a critical assumption underpinning SCP recovery, particularly within Lower GI, Urology, Haematology and Skin pathways.
Detailed tumour-site analysis demonstrates that achievement of the 75% SCP standard will require an approximate 40% reduction in current breach volumes, with the majority of improvement opportunity concentrated within a relatively small number of pathways:
· Lower GI
· Urology
· Skin
· Breast
· Lung and
· Gynaecology.

These pathways will therefore form the primary operational focus of the Cancer Improvement Programme during 2026/27.
Table 1: Contribution to SCP breaches by tumour site
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4. Revised Trajectory and Improvement Logic
The SCP trajectory submitted as part of the revised Annual Plan has been reviewed in light of the emerging April position. Whilst the Health Board remains committed to achieving the national expectation of 75% SCP compliance by March 2027, the deterioration in performance has reinforced the importance of ensuring that trajectory assumptions are firmly grounded in operational reality.
The revised improvement approach is therefore based upon detailed analysis of:
· tumour-site breach volumes
· waits to diagnosis and Decision to Treat
· treatment delays
· pathology and radiology turnaround times
· diagnostic and treatment capacity constraints
· anticipated timing and impact of operational interventions.

This analysis demonstrates that:
· delays to Decision to Treat are a significant contributor within Urology, Lung and Gynaecology pathways
· pathology delays are a recurring constraint across Lower GI, Urology, Skin and Haematology
· endoscopy demand and diagnostic capacity continue to impact Lower GI performance
· treatment capacity constraints remain evident across Breast, Lower GI and Skin pathways.

The trajectory therefore reflects a phased recovery approach:
· Quarter 1: stabilisation of performance and mobilisation of key recovery actions
· Quarter 2: implementation of pathology recovery, diagnostic improvement and pathway redesign initiatives
· Quarter 3: delivery of cumulative benefits from operational interventions and reduction in breach volumes
· Quarter 4: sustained improvement supported by embedded governance and operational grip.

The detailed month-by-month trajectory is set out in Table 2 and full detail of the in depth breach analysis can be found at Appendix 1.
Table 2 – Month on Month SCP Trajectory
	Apr 2026
	63%

	May 2026
	63%

	Jun 2026
	63%

	Jul 2026
	55%

	Aug 2026
	55%

	Sep 2026
	73%

	Oct 2026
	75%

	Nov 2026
	75%

	Dec 2026
	75%

	Jan 2027
	76%

	Feb 2027
	76%

	Mar 2027
	76%



The above reflects an anticipated phased improvement profile across the year, recognising both the progressive impact of recovery interventions and the likelihood of operational variation associated with seasonal demand, workforce pressures and patient choice.
Q1 is focused on stabilisation and mobilisation of improvement actions, with Q2 onwards reflecting the anticipated cumulative impact of diagnostic recovery, pathway redesign, treatment capacity interventions and strengthened operational grip through the Cancer Improvement Programme.
A degree of seasonal variation is anticipated during Quarter 3, particularly during the December period, reflecting historically observed reductions in elective treatment activity and patient choice to defer treatment over the Christmas period.
4.1 Principal Delivery Milestones and Expected Benefit Realisation
Delivery of the trajectory is dependent not only upon achievement of the headline SCP ambition but also upon successful implementation of a series of operational milestones. Table 3 summarises these and their expected benefit realisation that will be used to monitor whether the underlying assumptions supporting the trajectory are being delivered.
Table 3. Principal Milestones and Benefits Realisation Timescales
	Milestone
	Indicative Timescale
	Expected Benefit

	Cellular Pathology Recovery Plan Mobilisation 
	Q2 26/27
	Stabilisation of reporting capacity and commencement of backlog reduction

	Cell path backlog reduction trajectory established and monitored
	Q2 26/27
	Progressive reduction in pathology turnaround times

	Urgent suspected cancer first outpatient waits reduced towards two weeks
	Q2 26/27
	Earlier diagnosis and improved pathway flow

	Reduction in component waits from Decision to Treat (DTT) to first definitive treatment (FDT) towards 4 weeks in priority pathways
	Q2-Q3 26/27
	Reduction in SCP breach volumes

	Endoscopy recovery actions implemented and backlog reducing
	Q2 26/27
	Improved Lower GI pathway performance 

	Cancer Improvement Programme fully embedded
	Q3 26/27
	Improved operational grip and delivery assurance

	Achievement of national expectation of 75% SCP compliance
	March 2027
	Sustainable improvement in overall SCP performance.



The revised SCP trajectory remains aligned to the assumptions underpinning the 2026/27 Annual Plan and reflects the operational, workforce and financial environment within which services are currently operating. Delivery is predicated primarily on pathway redesign, productivity improvement, workforce optimisation and better utilisation of existing capacity, with targeted non-recurrent investment limited to agreed enabling schemes, principally the Cellular Pathology Recovery Plan. The trajectory and associated actions have been developed alongside operational, clinical, workforce and finance colleagues to ensure they remain deliverable within the wider planning assumptions.
Detailed tumour site delivery plans, currently in development with service groups, will further articulate the alignment between pathway actions, workforce capacity, financial assumptions and expected benefit realisation. 
5. Cellular Pathology Recovery Plan
The Cellular Pathology Recovery Plan is a pivotal element of supporting the HB to deliver SCP recovery.
The current pathology backlog and workforce fragility have a direct impact on multiple tumour pathways, delaying diagnosis, Decision to Treat and progression to first definitive treatment. Detailed demand and capacity work undertaken by the HCSE team identified a significant structural capacity gap within the service. Analysis demonstrated a shortfall of approximately 145 hours of staff capacity per week to meet current demand, with backlog growth occurring at multiple stages of the pathway including dissection, microtomy and reporting.
Current Backlog 
	Measure
	Current Position

	Microtomy backlog
	c.2000 samples

	Reporting backlog
	c.1700 samples

	Weekly capacity gap
	c.145 staff hours

	Weekly reporting backlog growth
	c168 samples

	Weekly microtomy backlog growth
	c.223 samples

	Current outsourcing volumes
	c.75 wet cases per week



The Recovery Plan has therefore been developed as a priority intervention.
Key components include:
· targeted outsourcing arrangements to accelerate backlog reduction -  this will take effect in July 2026, once the procurement process concludes.
· implementation of temporary reporting capacity from an external provider to stabilise performance
· substantive workforce recruitment and retention initiatives
· restoration and maintenance of sustainable reporting times from Q3 onwards as demand into the service will reduce through the disaggregation of the CTMUHB Pathology SLA
· continued focus on UKAS recovery and quality assurance arrangements
Successful implementation of the Cellular Pathology Recovery Plan is expected to provide material benefit across Lower GI, Urology, Skin and Haematology pathways and is a critical dependency underpinning the SCP improvement trajectory. It’s timescales for delivery are set out in Table 4. 
Table 4. Timescales for Delivery of Cellular Pathology Recovery Programme
	Cellular Pathology Recovery Milestone
	Indicative Timescale
	Anticipated Impact

	Outsourcing arrangements mobilised
	Q1 26/27
	Immediate increase in reporting capacity

	Backlog reduction programme implemented
	Q2 26/27
	Progressive reduction in outstanding cases

	CTM disaggregation implemented
	Q3 26/27
	

	Workforce stabilisation actions delivered
	Q2 26/27
	Improved resilience and sustainable reporting model

	Improvement in pathology turnaround times
	Q2 onwards
	Earlier diagnosis and DTT

	Sustainable reporting capacity established
	Q3-Q4 26/27
	Reduced cross-cutting pathway delays



A key assumption within the Recovery Plan is cessation of the current Cellular Pathology Service Level Agreement with Cardiff and Vale University Health Board (CTM) from September 2026. Approximately 9,000 specimens per annum are currently processed through this arrangement. Subject to successful implementation of the planned disaggregation, this will release a significant proportion of service capacity currently utilised for external work and forms a key component of the recovery trajectory. Should implementation be delayed, the recovery assumptions and associated trajectory will require review.
Benefits realisation associated with the Cellular Pathology Recovery Plan will be monitored through reduction in backlog volumes, improvements in reporting turnaround times and the associated impact on Decision to Treat performance across Lower GI, Urology, Skin and Haematology pathways.
6. Key Improvement Opportunities and Operational Actions
The actions set out below represent the principal operational opportunities identified through tumour-site deep dive analysis and are aligned to the assumptions underpinning the SCP trajectory. Work is currently underway with operational and clinical teams to translate these into detailed tumour-site delivery plans, including quantified milestones, implementation timescales and expected benefit realisation. These plans will be completed and agreed through the Planned Care and Cancer governance arrangements by 13th July 2026, following which they will form the basis of routine programme monitoring and Executive oversight.
Urology
Analysis demonstrates prolonged waits to DTT are the principal contributor to breaches within Urology pathways, particularly prostate cancer, where median wait to DTT currently exceeds 70 days. Key actions include:

· reducing waits to prostate biopsy
· reducing pathology reporting delays
· additional short-term capacity to address backlog
· progression of revised pathway management arrangements through CIN discussions.
Lower GI
Lower GI pathways continue to be significantly impacted by endoscopy, pathology and theatre constraints. Key actions include:

· optimisation of Straight to Test pathways
· review of urgent suspected cancer referral quality
· progression of FIT optimisation and CanSense proposals
· reduction in endoscopy waiting times and backlog
· reduction in pathology turnaround times
· improved referral from endoscopy to MDT
· increased theatre access.
Skin
Actions include:
· maintenance of targeted locum capacity
· recruitment to substantive workforce
· improved utilisation of urgent suspected cancer clinic capacity
· implementation of Healthcare Systems Engineering recommendations.

Breast
Breast pathway delays are predominantly linked to surgical and SACT treatment capacity. Key actions include:
· maintaining first outpatient waits below 10 days
· increasing theatre access
· strengthening SACT manufacturing and chair capacity
· Reducing DTT to treatment waits.

Lung
Lung pathways remain impacted by diagnostic complexity and radiology turnaround times. Key actions include:
· pathway deep dive to DTT
· reduction in radiology reporting times
· improved primary care referral quality
· strengthened diagnostic sequencing.

Gynaecology
The PMB pathway remains the principal contributor to breach volumes within Gynaecology. Key actions include:
· PMB pathway redesign
· review of sonographer capacity
· progression of pathway decoupling discussions
· detailed review of ovarian pathways.

5 Cross Cutting Improvement Themes
In addition to tumour-site actions, several cross-cutting themes are being progressed across the cancer system.
Diagnostic Timeliness
· reduction in waits for imaging, biopsy and endoscopy;
· reduction in radiology reporting times;
· implementation of Cellular Pathology recovery arrangements, including backlog reduction and outsourcing support;
· pathology recovery planning and restoration of sustainable reporting capacity;
· optimisation of screening diagnostics.

Faster Decision to Treat
Analysis identifies delays to Decision to Treat (DTT) as a significant contributor to current SCP breaches, particularly within Urology, Skin and Lower GI pathways. Reducing delays to DTT and consistently achieving decision-making by day 31 represents one of the greatest opportunities to improve overall SCP compliance and reduce breach volumes.

Priority actions include:
· implementation of the Cellular Pathology Recovery Plan to reduce reporting delays
· earlier diagnostic sequencing and MDT decision-making
· tumour-site deep dives into Urology, Skin and Lower GI pathways
· reduction in administrative delay through enhanced pathway management
· strengthened pathway tracking and operational oversight
· pathway redesign aligned to national guidance.

Progress will be monitored through routine reporting of DTT performance and component waits within priority tumour pathways.

Treatment Capacity
· theatre timetable redesign;
· robotic surgery expansion;
· SACT capacity improvements;
· targeted workforce support.

Administrative Flow
· improved referral management;
· reduction in pathway handoffs;
· strengthened utilisation of digital administrative tools.

7. Cancer Improvement Programme
A formal Cancer Improvement Programme has been established to provide a single delivery and assurance framework for SCP recovery.
The Programme will:
· provide strengthened governance and accountability arrangements;
· bring together diagnostics, pathology, surgery, oncology and tumour-site improvement activity into a single coordinated programme;
· ensure clear ownership of operational actions;
· monitor delivery against trajectory milestones and expected benefits;
· provide assurance through Executive and Board reporting arrangements.

The Programme comprises six interdependent workstreams:
· Prevention, Screening and Earlier Diagnosis
· Diagnostic Excellence and Pathway Flow
· High Performing Tumour Pathways
· Sustainable Oncology and Treatment Services
· Personalised Care, Rehabilitation and Survivorship
· Workforce, Digital and Improvement Capability
A detailed Cancer Improvement Programme summary will be presented to Board in July 2026. This will include agreed tumour-site delivery plans, quantified milestones and benefit realisation measures to support ongoing assurance against the SCP trajectory. This next phase of work will further strengthen the line of sight between operational actions, anticipated impact and delivery, providing enhanced assurance regarding overall programme deliverability. 
8. Delivery Assurance and Performance Monitoring
Delivery of the SCP trajectory will be supported through strengthened performance management arrangements and monitored through the Cancer Improvement Programme governance structure.
Whilst overall SCP compliance remains the principal outcome measure, it is recognised that improvements in pathway flow should be evident before significant movement is seen in the headline SCP metric. Delivery will therefore be monitored through a suite of leading operational indicators and programme milestones, providing early assurance that recovery actions are delivering the anticipated impact.
During the initial phases of delivery, particular focus will be placed upon:
· reduction in urgent suspected cancer first outpatient waits, with an operational ambition of reducing waits towards two weeks
· reduction in component waits from Decision to Treat to first definitive treatment, with an initial focus on reducing waits towards four weeks across priority tumour pathways
· achievement of Decision to Treat by day 31 across key pathways, particularly Urology, Skin and Lower GI
· delivery and benefit realisation of the Cellular Pathology Recovery Plan, including reduction in reporting backlog and improvements in turnaround times
· delivery of tumour-site specific milestones, including pathway redesign, diagnostic recovery actions and treatment capacity improvements, with progress monitored against detailed tumour-site delivery plans to be finalised through the Cancer Improvement Programme by 13th July 2026.

These indicators will be reviewed routinely through the Cancer Improvement Programme governance structure alongside monthly SCP performance, tumour-site breach analysis and programme delivery milestones. This approach will provide earlier visibility of whether the assumptions underpinning the trajectory remain valid and whether additional corrective action is required.
9. Risks and Dependencies
Delivery of the revised trajectory remains subject to a number of key risks and dependencies.
	
	

	
	

	
	

	
	

	
	

	
	

	Risk
	Mitigation

	Failure to deliver the Cellular Pathology Recovery Plan
	Backlog reduction programme, outsourcing arrangements, workforce stabilisation and strengthened performance management

	Diagnostic bottlenecks, particularly endoscopy and imaging
	Targeted recovery plans and increased operational oversight

	Theatre and treatment capacity constraints
	Theatre timetable redesign and targeted additional capacity

	Workforce fragility
	Recruitment, temporary workforce solutions and pathway redesign

	Regional dependencies and external provider variation
	Escalation route to be provided through Cancer Improvement Programme governance

	Administrative delay and pathway complexity
	Improved pathway management and digital process improvement



The most significant cross-cutting dependency remains successful implementation and realisation of the Cellular Pathology Recovery Plan, which underpins the anticipated recovery profile across several of the highest volume tumour pathways.






9. Conclusion
The emergence of draft April 2026 SCP performance at 48% demonstrates that the challenge facing the organisation has increased beyond the assumptions underpinning the revised Annual Plan submission. Whilst this deterioration is disappointing, it has provided greater clarity regarding the principal operational constraints affecting delivery.
Analysis identifies Cellular Pathology as the most significant cross-cutting contributor to current underperformance and a comprehensive Cellular Pathology Recovery Plan has been developed to address this. Alongside this, the establishment of a formal Cancer Improvement Programme provides stronger operational grip, governance and accountability across the whole cancer pathway.
The revised trajectory and associated delivery plan reflect a realistic assessment of the current baseline position and are underpinned by a defined programme of operational interventions rather than reliance on aspirational performance assumptions. Progress will be monitored not only through overall SCP compliance, but also through a suite of leading indicators including first outpatient waits, component treatment waits and delivery of the Cellular Pathology Recovery Plan, providing early assurance that operational interventions are translating into sustainable pathway improvement.
Delivery of the revised trajectory will be supported by a strengthened assurance framework that monitors not only overall SCP compliance but also the leading indicators expected to drive improvement. Particular emphasis will be placed on reducing urgent suspected cancer first outpatient waits, reducing component treatment waits, improving Decision to Treat performance and realising the anticipated benefits of the Cellular Pathology Recovery Plan. This will provide earlier assurance that operational interventions are translating into sustainable pathway improvement and allow corrective action to be taken where required.
The detailed tumour-site delivery plans currently being developed with service groups will provide the next layer of assurance, strengthening the link between individual pathway actions, quantified impact and overall trajectory delivery
Whilst delivery risk remains significant, there is now a clearer understanding of the principal constraints affecting SCP performance and a coordinated programme of work designed to address them and support achievement of the national expectation of 75% SCP compliance during 2026/27.
10. Recommendations
Executive Board is asked to:
1. Note the current SCP performance position, including draft April 2026 performance.
2. Note that current performance is below the assumptions underpinning the revised Annual Plan submission and that this position has been escalated through Executive management arrangements.
3. Note the role of Cellular Pathology as the principal cross-cutting constraint affecting SCP performance.
4. Note the development and implementation of the Cellular Pathology Recovery Plan and its importance in underpinning trajectory delivery.
5. Note the establishment of the Cancer Improvement Programme and associated governance arrangements.
6. Support the revised SCP trajectory and operational delivery plan for 2026/27.
7. Note the proposed approach to monitoring delivery through a combination of headline SCP performance and leading operational indicators, including first outpatient waits, component treatment waits and Cellular Pathology Recovery Plan realisation.
8. Note the key risks and dependencies associated with delivery and approve inclusion of the revised trajectory and supporting narrative within future Welsh Government escalation and performance reporting arrangements.

	Governance and Assurance

	Strategic Objectives

	Strategic Objectives
(please choose which is impacted)
	People of Swansea Bay live healthier, fairer and more prosperous lives
	☒
	
	Care is high quality, safe, efficient and delivers the best possible outcomes for people in partnerships  
	☒
	
	Care is delivered in partnership with our communities in safe and appropriate setting, supported by innovation
	☒
	
	The health board is a great place to work where staff feel valued and work together towards a common goal
	☐
	
	The health board is a resilient, sustainable and responsible organisation
	☒
	Health and Care Standards

	Standards (please choose which applies)
	Safe Care
	☒
	
	Timely Care
	☒
	
	Effective Care
	☒
	
	Efficient Care
	☒
	
	Equitable care
	☒
	
	Person-centred Care
	☒
	
	Staff and Resources
	☒
	Enablers (please choose which applies)
	Whole Systems Approach
	☒
	
	Leadership
	☒
	
	Workforce
	☒
	
	Culture
	☐
	
	Information 
	☒
	
	Learning, Improvement and Research
	☐
	Quality, Safety and Patient Experience

	Delivery of the Single Cancer Pathway Improvement Programme is intended to improve the timeliness of diagnosis and treatment for patients with suspected and confirmed cancer. The proposed actions focus on reducing delays across key pathway stages, particularly diagnostic reporting, Decision to Treat and treatment initiation, thereby reducing the risk of harm associated with prolonged waits. Improved pathway performance is expected to enhance patient experience through earlier diagnosis, reduced uncertainty and more timely access to treatment, whilst strengthening assurance regarding the quality and safety of cancer services.

	Financial Implications

	Delivery of the Single Cancer Pathway Improvement Programme is primarily predicated on pathway redesign, productivity improvement, workforce optimisation and improved utilisation of existing capacity rather than recurrent growth funding. The principal financial dependency relates to implementation of the Cellular Pathology Recovery Plan, which includes targeted backlog reduction and temporary capacity measures and is subject to separate governance and approval arrangements. Detailed tumour-site delivery plans are currently being developed and will further articulate any workforce, capacity or financial implications associated with individual pathway actions. Any material financial risks, unfunded pressures or investment requirements identified through this process will be escalated through the appropriate planning and financial governance arrangements.

	Legal Implications (including equality and diversity assessment)

	There are no specific legal implications arising directly from the recommendations within this paper. Any pathway redesign or service changes arising from detailed tumour-site plans will be subject to appropriate equality impact assessment and governance processes to ensure potential impacts on protected groups are identified and mitigated.

	Staffing Implications

	Delivery of the Single Cancer Pathway Improvement Programme will require continued engagement and leadership from clinical, operational and corporate teams across a number of services. The programme includes actions relating to workforce optimisation, pathway redesign and improved utilisation of existing capacity. Whilst the Cellular Pathology Recovery Plan includes targeted workforce stabilisation measures, the overall approach seeks to maximise the effectiveness of existing resources wherever possible. Detailed tumour-site delivery plans will further articulate any workforce dependencies, capacity gaps or recruitment requirements, with significant risks escalated through the appropriate governance arrangements.

	Long Term Implications (including the impact of the Well-being of Future Generations (Wales) Act 2015)

	The proposals support the Act's goals of a healthier Wales and a more equal Wales through improving timely access to cancer diagnosis and treatment and reducing unwarranted variation in pathway performance. The Cancer Improvement Programme adopts a long-term, preventative and collaborative approach, bringing together clinical, operational and corporate teams to address the root causes of delay and improve outcomes for patients. The programme also reflects the principles of integration and involvement through engagement with services and stakeholders in the development of tumour-site improvement plans. There are no specific implications for the Welsh Language identified within this paper; however, services will continue to ensure that patients can access care and information in their preferred language in line with the Welsh Language Standards.

	Report History

	N/A


	Appendices

	The detailed performance analysis underpinning the plan is detailed here:
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SCP Cancer Performance – 75% 


 


To achieve the 75% target against the SCP the HB must reduce the current breach volumes by 
approximately 38 (40%), to 57 breaches.  


The following tumour site specific analysis will demonstrate a cumulative breach volume of 55 
breaches for the highest volume tumour sites. 


BREAST 


 


75% Target breach volume is 8 or fewer patients based on 32 treated patients. 


9-10 breaches to hit 70% 


Notes: 







Median wait to DTT in 2025 was 26 days.  Around 1/3 of patients waited longer that 31 days. 


Median wait from DTT to Treatment was 26 days, with just over 1/3 of patients waiting longer 
than 31 days.  Just under 2/3 of patients waited longer than the ideal 21 days from DTT to 
treatment.   


Surgery and Chemotherapy are the most common treatment modalities. 


Chemotherapy – 37 days median wait from DTT to Treatment.  33 (70%) waiting longer than 21 
days, 27 (57%) waiting longer than 31 days to treatment. 


Surgery – 28 days median wait from DTT to Treatment. 192 (73%) wait longer than 21 days; 100 
(38%) wait longer than 31 days to treatment. 


 


Actions: 


• Maintain first OPA waits under 10 days, aim to reduce to less than 7 days. 
• Increase theatre capacity at Singleton.  Improve access to Morriston theatres (currently 


no routine access, is ad-hoc/on request) 
• SACT capacity (manufacturing and chair) to deliver treatment in 21 days. 


 


UROLOGICAL 


 


75% Target breach volume is 8 or fewer patients based on 32 treated patients. 


9-10 breaches to hit 70% 


Notes: 


Median wait to DTT in 2025 was 71 days.  78% waited longer than 31 days to DTT 







Median wait from DTT was 0 days, with 73 (26%) waiting longer than 31 days, 121 (26%) waiting 
longer than 21 days.  The median wait is skewed heavily by patients who choose active 
monitoring or hormone therapy as First Definitive Treatment.   


Where an anti-cancer therapy is the FDT (excl. hormone therapy), Surgery is the most common 
treatment modality.  The median wait to surgery was 29 days, 86 (66%) waited longer than 21 
days, 55 (42%) waited longer than 31 days. 


Majority of reported pathways are prostate cancers. Focussing on prostate specifically, the 
median wait to diagnosis was 38 days; the median wait to DTT was 77 days, 86% waited longer 
than 31 days to DTT.   


 


Actions: 


• Reduce wait to prostate biopsy. 
• Reduce wait to pathology reporting. 
• Increase theatre robotic theatre capacity permanently and additional short-term 


capacity needed to clear current backlog.  
• Business case to increase SCP x1 (supports additional robotic capacity required and 


reduces lost capacity when current SCP is on leave) 
• Waiting confirmation from CIN on pathway management changes for CPG1 and CPG2 


prostate cancer patients that would stop the clock earlier in the pathway, even if a 
patient choses surgery as the FDT.  Approval for this pathway change has the potential to 
reduce prostate backlog and breaches by approximately 40%, noting that the median 
wait to DTT is currently 77 days and increasing, the HB may not see full benefit of this 
pathway change, if approved, in the breach numbers due to the current diagnostic 
delays.  
 


LOWER GI 


 







75% Target breach volume is 6 or fewer patients based on 27 treated patients. 


8 breaches to hit 70% 


Notes: 


Median wait to DTT in 2025 was 43 days.  64% waited longer than 31 days to DTT 


Median wait from DTT was 46 days, with 209 (63%) waiting longer than 31 days, 227 (68%) 
waiting longer than 21 days.     


193 patients underwent primary surgery as FDT.  The median wait to surgery was 43 days, 117 
(61%) waited longer than 21 days, 111 (58%) waited longer than 31 days. 


98 patients received SACT or Radiotherapy as FDT.  The median wait was 56 days with 89% 
waiting longer than 31 days from DTT.  SACT/Chemoradiotherapy having the longest waiting 
times. 


47 screen detected cancers were noted in the period.  The median wait of 58 days to Diagnosis, 
diagnosis date is usually the date of index colonoscopy, therefore demonstrates a significant 
impact on overall performance as the whole pathway wait is to first investigation.  The median 
wait to DTT was 66 days, indicating once diagnosed, staging investigations & MDT discussion is 
usually swift, around 1 week from colonoscopy.  The vast majority of screening patients undergo 
surgery as FDT.  The median wait from DTT to FDT was 43 days, with 57% (27) of patients waiting 
longer than 31 days to treatment.  62% of patients (29) waiting longer than the optimal 21 days. 


Actions: 


• Reduce USC demand 
o Dr R Evans undertaking a larger audit of USC endoscopy requests (including STT 


requests).  Small sample has indicated inconsistencies in application of USC 
criteria amongst surgical and gastroenterology consultants.  


o Business case being developed for the adoption of CanSense, it is suggested in 
conjunction with FIT testing, 63% of USC/STT colonoscopies could be avoided 
and it would be a useful alternative to support triage where a FIT test is not 
returned.   


• Audit to be undertaken of referral from endoscopy to MDT to ensure timely referral. 
• Reduce Pathology reporting waits. 
• Increase theatre capacity, particularly at the Morriston site.  High acuity of patients often 


leads to extended surgical waits due to limited access and on-call commitments further 
hampers flexibility and ability to schedule patients in a timely manner. 


• Reduce BSW waits to index colonoscopy.  Waiting times have reduced but remain long.  
One of our consultants has recently become an accredited screening colonoscopist, a 
positive development that supports our ability to reduce waiting times.   


• Improve communication and expectation of the STT pathway; to undertake an audit of 
patients who decline a STT pathway and/or non contactable following referral, 
preventing us from arranging investigation in a timely manner. 


• Reduce colonoscopy/flexi-sigmoidoscopy waits from median wait of 14 days to 7 days 
or less as per NOP.  







GYNAECOLOGICAL 


 


75% Target breach volume is 2 or fewer patients based on 8 treated patients.  


3 breaches to hit 70% where treatment volumes are higher 


The median wait to DTT in 2025 across all gynaecological subgroups was 51 days, with 75% (92) 
patients waiting longer than 31 days. 


The median wait from DTT to treatment was 23 days.  67 (55%) of patients waiting longer than 
the optimal 21 days, and 42 (34%) of patients waiting longer than 31 days. Waits longer than 31 
days were predominantly surgical.  


Most patients breaching are attributed to the PMB pathway, where the median wait to DTT rose 
to 63 days, 49 (89%) of patients waiting longer than 31 days.  


 Actions:  


• PMB waiting times are in the region of 6-8 weeks, the reasons for which are multi-
factorial, including loss of weekend capacity through HBSUK; maternity and sick leave 
within the nurse led PMB service; unscheduled bleeding on HRT pathway has not 
reduced PMB demand as anticipated and demonstrated elsewhere in Wales.  
A meeting was held 20th April with Radiology colleagues to consider decoupling the 
‘one stop’ pathway for PMB.  An SBAR is being prepared scoping sonographer capacity 
and to progress discussion and decision making. 


• To progress discussions regarding disaggregation of gynae services with CTM, this goes 
beyond gynaecological services, and includes oncology as well as considerations 
needed to ways of working following the notice served to CTM in relation to 
histopathology services. 


• Undertake a detailed review of the ovarian pathway, this pathway has the second largest 
number of breaches under gynaecology.  Smaller in numbers, there is scope in this 
pathway to make improvements that still have substantial impact on performance. 


 







 


SKIN 


 


75% Target breach volume is 14 or fewer patients based on 55 treated patients.  


16 breaches to hit 70%. 


Notes: 


Median wait to DTT in 2025 was 0 days.  This is because many skin cancers are suspected at 
follow up, or a patient is referred for one lesion but points out further lesions when reviewed in 
clinic or they are noted at survey, furthermore there is the scenario of incidental findings, where 
a lesion is biopsied or excised on a non USC pathway and confirmed malignant upon 
pathological assessment.  Therefore, when removing all the 0 day waits, the median wait is 
brought up to 32 days, or 34% of all skin cancers wait longer than 31 days to DTT.   


Once more, incidental findings play a large part in reducing the median wait from DTT to 
treatment.  The median wait being 7 days.  Removing the 0 days wait brings the median wait up 
to 22 days, 37% waiting longer than 31 days, 58% waiting longer than the optimal 21 days.  


Actions: 


• To progress discussion of the findings and recommendations of the HCSE D&C review. 
• Awaiting decision regarding the continuation of locum appointments to support the 


dermatology pathway.  3 locum plastics consultant posts are in various stages of 
progress. Each post has cancer activity associated to it for skin and head & neck. 


• Working with the booking team to improve clinic utilisation for USCs, providing the 
booking team with up to date, clear instructions of who is able to see cancer cases, 
supporting more autonomy to staff and timelier booking of clinics.  


Expected seasonal demand increase will begin to escalate; progress regarding the above 
actions will be key our ability to manage and mitigate this impending risk. 


 







LUNG 


 


75% Target breach volume is 6 patients based on 23 treated patients would achieve 74%. 


7 breaches to hit 70%. 


Median wait to DTT in 2025 was 47 days.  69% of patients (208) waiting longer than 31 days.   


The median wait from DTT to treatment was 6 days.  With 10% of patient waiting longer than 31 
days. 


The median increases for both measures when only looking at those receiving an anti-cancer 
therapy as FDT; the median wait to DTT increasing to 55 days with 82% of patients waiting longer 
than 31 days. The median wait from DTT to administration of an anti-cancer therapy was 20 
days.  79 (43%) of patients waiting longer than the optimal 21 days to treatment.  29 (16%) 
waiting longer than 31 days. 


Lung cancer is often associated with a protracted diagnostic pathway; a number of 
investigations and repeated investigations to confirm malignancy prior to treatment.   


Our waiting times are affected by incidental findings on imaging or progression of known lung 
nodules; this is due to imaging being undertaken in a routine or urgent (not USC) manner.  Our 
reporting times for urgent scans may take two months.  SCP point of suspicion rules dictate the 
date of the scan as day 0 on pathway. 


Actions: 


• Sample audit undertaken to demonstrate USC referrals received without a CT scan 
being undertaken or requested.  Findings to be discussed with primary care colleagues 
and targeted communication where required for learning. 


• Deep dive into the diagnostic pathway to DTT. 
• Reduce reporting times in radiology across all priorities.  


 







HEAD & NECK 


 


75% Target breach volume is 3 or fewer patients based on 13 treated patients.  


4 breaches to hit 69%. 


Median wait to DTT in 2025 was 43 days.  101 (64%) of patients waiting longer than 31 days. 


The median wait from DTT to treatment was 18 days, 22 (14%) of patients waiting longer than 31 
days, 56 (35%) of patients waiting longer than 31 days.  Waiting times longer than 31 days are 
predominantly surgical. 


There are a smaller proportion of H&N cancers classed as unknown primary of Head & Neck, 
these patients usually undergo a number of investigations to try to determine point of origin, 
adding additional complexity in terms of managing to 62 days or less.  


Most H&N breaches originate from OMFS pathways.  OMFS receives direct referrals from 
primary care for POW (CTM) and Hywel Dda patients, who are repatriated to local Health Boards 
for radiological investigations, these can incur longer waiting times, particularly at Hywel Dda. 


Actions:  


• Reduce and maintain waiting times to first OPA in OMFS, waits have been more than 10 
days since September 2025 and the median as high as 22 days in March 2026. 


• Regional conversations regarding diagnostic delays. 
• Reduce time to surgery 


UPPER GI 







 


75% Target breach volume is 4 or fewer patients based on 16 treated patients.  


5 breaches to hit 69%. 


In 2025 the median wait to DTT across all the UGI sub-groups was 36 days, with 79 (57%) of 
patients waiting longer than 31 days. 


The median wait from DTT to treated across all the sub-groups was 8 days, with 25% (35) 
patients waiting longer than the optimal 21 days and 8% (11) patients waiting longer than 31 
days.  


Focussing on those receiving an anti-cancer therapy as FDT, the median wait to DTT increased 
to 49 days.  The median wait from DTT to treatment increased to 17 days.  


A review of each of the three primary sub-groups (pancreato-biliary, liver, gastro-oesophageal) 
demonstrates the liver pathway to be the poorest performing.  The HB does not host a liver 
cancer MDT, cases are referred to Cardiff.  


Actions:  


• There is a clear need to develop an improvement plan that reflects the needs of each 
pathway separately. 


• Prioritise a deep dive into the liver cancer pathway 


 


HAEMATOLOGICAL & ACUTE LEUKAEMIA 







 


75% Target breach volume is 4 or fewer patients based on 16 treated patients.  


5 breaches to hit 69%. 


The median wait to DTT was 54 days in 2025, 157 (70%) of patients waiting longer than 31 days. 


The median wait to treatment was 0 days with just 8% waiting longer than the optimal 21 days.  
Even when focussing on those receiving anti-cancer therapy the median wait is just 5 days, with 
13% of patients waiting longer than 21 days, and just 9 patient waiting longer than 31 days. 


Haematological pathways, specifically lymphoma, rarely begin under the care of Haematology 
and can be complex in terms of the number of investigations required.  Patients presenting with 
lumps, like H&N lumps will usually present to ENT or appropriate service corresponding to the 
presenting complaint. FNA is not a diagnostic tool for lymphoma (unlike carcinoma), therefore 
often patients require further core or excisional biopsy of a node to obtain sufficient tissue for 
diagnostic histological assessment.  All lymphomas must be reviewed by the All-Wales 
Lymphoma Panel (AWLP) for accurate histological assessment and subclassification.  This 
process often takes 3-4 weeks, if not longer due to current constraints, to conclude. 


There is also insufficient Bone Marrow (non AWLP) reporting capacity to meet demand. 


Actions: 


• Pathology recovery plans must include a review of the AWLP capacity as well as Bone 
Marrow reporting capacity for non AWLP cases. 


• The MDT meets weekly, however the meeting alternates weekly between lymphoma and 
myeloid cases, this incurs additional delay due to waiting for MDT decisions.  There is a 
need to develop a clear process to allow cases to be advanced outside of a formal MDT 
process or the MDT must evolve to meeting weekly with a mix of all cases discussed.  


 


Areas for overarching improvement: 


Pathology – time to authorised report. Recovery plans to be initiated on approval. 







Radiology.  Reduce time to scan and authorised report for USCs whilst reducing reporting times 
for non-USC scans. 


Administrative delays.  


• Gaps in services resulting in delay to clinic letters and onwards referral.  This could be 
improved through the role out and utilisation of HIR within the Health Board. 


• Gaps in service within pre-registration is contributing to delays to grading or 
administrating upgrades of Routine/Urgent referrals to USC within the system so that 
they are identifiable for booking. 


Oncology outpatient waits.  Oncology are excluded from RTT reporting, therefore there is a lack 
of visibility of current waiting times.  D&C plans specifically for oncology outpatients at 
consultant level due to the subspecialised nature of working within the service.  
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