










What this Plan Asks For
Delivering sustainable planned care through recovery, transformation, productivity and targeted investment

Priority What this plan commits to delivering

Deliver Sustainable Recovery Sustain elimination of 104-week waits, restore delivery of the 8-week diagnostic standard, 
maintain waiting list control and protect elective performance despite continuing growth in 
demand.

Optimise the Surgical Pathway Implement a comprehensive Pre-Surgical Optimisation Programme including intelligent health screening 
(iHSQ), prehabilitation, POPS, anaesthetic optimisation, pain optimisation, frailty pathways and digital 
patient preparation to improve outcomes, reduce cancellations and maximise theatre productivity.

Transform Outpatients Reduce unnecessary outpatient demand through professional triage, standardised referral criteria, straight-to-test 
pathways, patient initiated follow-up (PIFU), surveillance redesign, clinical/admin validation, consultant productivity 
improvements and expanded multidisciplinary models of care.

Deliver Digital Transformation Deploy AI-supported validation, AI referral screening, Ambient Voice Technology, NHS Wales App, Patient Portal, 
Hybrid Mail, Theatre Management System, virtual consultations, digital pre-assessment (iHSQ) and PRO-MAPP.

Improve Productivity Before 
Investment

Deliver measurable improvements in theatre utilisation, consultant job planning, outpatient productivity, follow-up 
ratios, day surgery performance, scheduling and pathway redesign before seeking additional recurrent investment.

Develop Sustainable Clinical Services Address underlying recurrent demand-capacity gaps across Radiology, Endoscopy, Diagnostics, Oncology, 
Neurophysiology, Cellular Pathology, Psychological Therapies, Special Care Dentistry and other priority services.

Strengthen Regional Working Develop a sustainable South West Wales elective care system through shared capacity, regional clinical networks, 
mutual aid, workforce collaboration and coordinated delivery of specialist services.

Target Investment Only Where 
Required

Following delivery of productivity, transformation, digital and regional opportunities, seek targeted investment to 
address the remaining workforce, infrastructure and capacity gaps necessary to deliver sustainable planned care.



Funding Requirements Summary

Our funding requirement reflects both the recurrent capacity gap associated with the traditional 
delivery model and the targeted transformational investment required to deliver a sustainable 
planned care system.

• Funding methodology agreed with Executive 
Team and Performance & Finance Committee.
• Combines investment required to close the 
underlying recurrent capacity gap with one-off 
transformational investment.
• Investment supports sustainable recovery 
rather than short-term activity alone.
• Transformation initiatives reduce future 
reliance on recurrent funding and improve 
long-term productivity – further work planned 
to understand how we robustly evidence 
these.

The funding ask should be considered as a single integrated investment proposition to deliver recovery, sustainability and transformation.
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Stage 2: Follow Up Waiting List: Current position:
Current snapshot shows 209k patients waiting; 92k are >25% past target and 68.5k are >100% past target.

209.2k
Total FUP WL

103.5k

Before target

49%

13.4k
0–25% late

6%

23.8k
25–100% late

11%

68.5k
>100% late

33%

Concentration

Gynaecology, Gastroenterology, Mental Illness and T&O are 
the largest >100% cohorts and together account for c.42% 
of the >100% overdue list. : the >100% cohort is a patient-
safety and governance risk, especially where not booked.

Source: current Swansea Bay follow-up waiting list snapshot. Percentages rounded; specialties ranked by >100% volume in table.

Rank Specialty / group Total WL >25% late % >25% >100% late % >100%

1 Psychotherapy 1,419 1,289 91% 1,276 90%

2 Gynaecology 14,779 11,487 78% 10,466 71%

3 Obstetrics AN 1,716 1,190 69% 1,143 67%

4 OMFS 5,558 4,011 72% 3,475 63%

5 Anaesthetics 594 426 72% 355 60%

6 Gastroenterology 11,329 7,951 70% 6,246 55%

7 Vascular Surgery 1,858 1,204 65% 1,028 55%

8 Mental Illness 11,925 7,722 65% 6,027 51%

9 Rheumatology 8,299 5,202 63% 3,791 46%

10 Midwifery 1,048 512 49% 470 45%

11 CAMHS 1,804 1,021 57% 798 44%

12 ENT 5,992 3,557 59% 2,495 42%

13 T&O 14,396 7,532 52% 6,025 42%

14 Restorative Dentistry 1,175 565 48% 476 41%

15 Plastic Surgery 7,720 3,804 49% 3,015 39%

16 MfE 2,392 1,110 46% 936 39%

17 Other <500 WL 2,238 1,089 49% 794 35%

18 Orthodontics 2,755 1,049 38% 826 30%
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Stage 2 Trend: the follow-up list has grown, but specialty trajectories differ
Monthly extract shows total follow-up list +24.4k from Jan-25 to Jun-26; recent Mar–Jun 2026 movement is flatter but not evenly distributed.
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Total FUP WL >100% overdue >100% overdue not booked

+24.4k

total FUP WL Jan-25→Jun-26

+15.4k

>100% cohort Jan-25→Jun-26

60.6k

>100% and not booked at Jun-26

Specialties increasing total FUP WL

Growing list Jan25→Jun26 Mar→Jun26 Jun26 WL

T&O +3,203 -438 14,183

Gastroenterology +1,853 -359 11,377

Gynaecology +1,754 -164 14,778

Neurology +1,293 -317 7,713

OMFS +1,279 +529 5,527

Diabetes +1,156 -149 6,764

ENT +1,114 -255 5,951

Ophthalmology +1,094 +3,370 20,555

MfE +803 +178 2,320

Specialties reducing total FUP WL

Reducing list Jan25→Jun26 Mar→Jun26 Jun26 WL

General Surgery -608 -803 7,771

Endocrinology -467 +83 2,921

Dermatology -116 -169 6,000

Rehabilitation -83 -2 341

General Medicine -7 -186 5,911

Nephrology 56 -20 4,035

Cardiology 62 +29 7,763

Restorative Dentistry 78 -2 1,141

Orthodontics 88 -11 2,738

Source: monthly trend table, Jan-25 to Jun-26. Monthly extract total at Jun-26 is 208,100, compared with current snapshot total of 209,158.







Position is for financial year 2026/27.  Deficit of c. 9500 new outpatient appointments anticipated.
The UHB's annual plan sets out that efficiencies made from reducing follow ups, increasing outpatient utilisation and 
consultant productivity are contributing to the financial savings requirements. Thus no efficiencies are included.

52 weeks: Modelled annual demand and capacity for the new outpatient stage of 

the  main  pathways



Present recurrent demand and capacity position for patients at the treatment stage
Waiting list grows by net 594 cases in the year (3265 inc RT points), theatre rescheduling process is underway to 
rebalance across specialties

104 weeks: Modelled annual demand and capacity for the treatment stage of the  

main  pathways



Stage 5: Oncology Demand versus capacity outlook – Planned Care

• Radiotherapy demand is forecast to outstrip capacity materially from 2026 onwards, with the gap widening to c.15.9k by 2028.
• SABR shows the steepest proportional growth: demand rises from 52 in 2024 to 260 by 2028 against flat capacity of 52.
• Chemotherapy demand also exceeds current capacity from 2026, reaching a projected gap of c.6.1k by 2028.

Radiotherapy SABR – Stereotactic Ablative Body Radiotherapy Chemotherapy



Oncology: Clinical target compliance
Radiotherapy 21-day target across Wales &SACT treatment priority compliance for The West Wales Cancer Centre

Commentary

Present backlog waiting > target

Radiotherapy 200

SABR 0

Chemotherapy 65



Main Speciality

March 2027 
Cohort >=104 
Week waiters 
@15/5/2026.

Weekly USC 
Activity 

Required if D=A

Weekly URGENT 
Activity Required if 

D=A

Weekly ROUTINE 
Activity Required if 

D=A

TOTAL Activity to 
balance TOTAL 

Demand

Current TOTAL 
Activity Levels

Weekly Activity 
Required to Deliver 

Zero Breaches on 
31/3/2027

Current Total >= 
104 Week Cohort 
Activity per WEEK

Gap per WEEK 
Current Vs Needed 
Total Activity >=104 

Week Cohort

Gap with Increase 
in Activity from Lost 

Opportunities

No. of Patients @ 
31/3/2027

Gap per Week with 
Avoidable 

Cancellations on the 
Day Prevented

No. of Patients @ 
31/3/2027

Breast 2 7 1 1 9 9 0.04 1 0.0 0.0 0.0 0.0 0.0
Cardiac 58 NA 4 2 6 6 1.27 2 0.0 0.0 0.0 0.0 0.0
Cleft 1 NA 0 2 2 2.5 0.02 2 0.0 0.0 0.0 0.0 0.0
ENT 900 3 21 11 35 27 19.69 15.12 4.6 3.3 149.4 2.3 103.7
General Surgery 722 10 26 16 52 39 15.79 18.72 0.0 0.0 0.0 0.0 0.0
Gynaecology 346 6 10 8 24 19.3 7.57 9.65 0.0 0.0 0.0 0.0 0.0
OMFS 448 2 11 5 18 12.8 9.80 8.064 1.7 0.7 33.6 0.4 19.9
Ophthalmology 362 0 32 40 72 77 7.92 23.1 0.0 0.0 0.0 0.0 0.0
Plastics 737 34 38 15 87 81 16.12 20.25 0.0 0.0 0.0 0.0 10.0
Spinal 145 0 13 3 16 9 3.17 4.14 0.0 0.0 0.0 0.0 0.0
Thoracic 7 2 3 0 5 3 0.15 0 0.2 0.0 0.0 0.0 0.0
T&O 3080 0 40 52 92 70 67.38 46.2 21.2 16.7 762.3 15.7 716.6
Urology 81 11 10 10 31 28 1.77 22.4 0.0 0.0 0.0 0.0 0.0
Vascular 10 0 5 7 12 9 0.22 1.17 0.0 0.0 0.0 0.0 0.0

*ROTT of Cohort Adjusted for @ 50% Total 945.3 Total 850.2

Ortho breach posn 
by sub spec cohort 15/5/26 present act p.w.activity from back 

(assume 2/3) wks remaining exp activity from 
cohort Breaches Rott assumed Rott Restated Breaches

FA 320 7.5 5 45 225 95 15% 48 47

Hands 772 17 11 45 510 262 15% 115.8 146

Hips 534 12 8 45 360 174 15% 80.1 94

Knees 1179 22 15 45 660 519 15% 176.85 342

Shoulders 271 4 3 45 120 151 15% 40.65 110

Spines 289 8.3 4 45 187 102 50% 144.5 0

Total 3365 71 46 270 2062 1303 1 606 740

104 weeks: Modelled end of year breach position for the main surgical pathways

As a consequence of the underlying deficit, we anticipate challenges in all specialties maintaining 104 
weeks.
After factoring in efficiency gains, modelling indicates challenges of 850 for the surgical pathways.



104 week delivery  - Summary of anticipated breaches and costs

In addition to the modelling identifying 850 surgical 104 week breaches by March 2027, the UHB has identified 3 other 
services where patients are, and will continue to face waits of over 104 weeks if  the demand capacity position is not 
addressed.  These are:
• Special care dentistry (adults and paeds) – 169 people (Regional service)
• Psychological therapies – 836 people
• Neuro-developmental – 15 children (This assumes the new service guidelines addresses all of the long waits for the 

ASD service
The total cost of mitigating the modelled risk of the UHB having 104 week breaches is estimated at £5.37m

In addition there is an underlying deficit within radiotherapy, amounting to 2671 LINAC points of work that needs to be 
provided if the South West Wales region is to deliver on Elective targets of 3 weeks, the cost of which is £1.096m in 
2026/27.



8 weeks: Modelled annual demand and capacity for the Key Diagnostic Services

The table above shows the modalities where modelling has identified challenges in meeting the 8 week 
standard.  (n.b. Dexa & Audiodivestibular  are presently  ‘unreported’ specialties). 
The UHB has historic underlying deficits in its demand and capacity position for its diagnostic services.  
This position was exacerbated by the organisation working with HBS UK to deliver >20,000 additional 
new outpatient appointments in H2 2025/26.
Trajectories suggest that it will take 12 months to reduce the regional (SWW) DEXA waiting time to 
below 8 weeks, due to scanner availability & workforce – there would be patients waiting >8 weeks at 
31/3/27
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104 week delivery  - trajectories – All services- as per annual plan



27

104 week delivery  - trajectories – All services- subject to support from 

Welsh Government RTT recovery fund
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8 week delivery  - Diagnostic trajectories
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Outpatients: outcome & productivity measures
12-month view to June 2026 | activity, DNA, virtual attendances and PIFU/SOS outcomes

Productivity dashboard

Current position
DNA is relatively controlled; the bigger productivity gap is virtual 
delivery and PIFU/SOS uptake.

5.04%
New O/P DNA

4.85%
F/u O/P DNA

4.00%
DNA booked within 2 
weeks

6.01%
DNA booked >2 weeks ahead

14.6%
Latest new-attendance PIFU/SOS 
outcome rate

Priority messages

Short-notice booking appears to reduce DNA: c.2 percentage points 
lower when booked within two weeks.

Virtual attendances are materially below target: latest rates are 
c.13% follow-up and c.11% new.

PIFU/SOS for new patients has improved to c.15%, but still sits below 
the 20% ambition.

Source: outpatient activity and outcome dashboard extracts provided by service Draft slide for presentation use



Reducing Follow Up appointments: CHKS benchmark: targeted ratio opportunity
Aggregate positive opportunity is 25.9k follow-ups / 6,465 hours, but specialty-level clinical testing is essential before converting this into delivery assumptions.

25.9k
aggregate positive F/U opportunity

6,465
hours potentially released

1,772–8,778
modelled additional patients

Source: user-supplied CHKS peer benchmark. Opportunity = theoretical reduction in F/U demand/activity if Swansea Bay moved to CHKS peer F:New ratio; hours and indicative patients use the user-supplied timing assumptions.

Description
Fups per New Jan 

25 - Dec 25 
based on activity

Peer N:Fup 
Value

Potential 
opportunity 

(F/Ups)

Indicative 
Additional 

pts

Total 2.1 1 : 1.94 25862 1772-8778
Dermatology 2.9 1 : 1.75 8857 2362
Adult Mental Illness 4.5 1 : 2.08 5852 1434
Oral Surgery 1.9 1 : 1.33 3036 912
Cardiology 1.4 1 : 1.09 2306 890
Paediatrics 2.0 1 : 1.52 2001 663
General Surgery 1.4 1 : 1.26 1484 455
Respiratory Medicine 2.0 1 : 1.60 1796 579
Ear Nose and Throat 1.3 1 : 1.17 1095 345
Gastroenterology 1.6 1 : 1.46 730 247
Medical Oncology 13.5 1 : 9.5 4008 364
Cardiothoracic Surgery 3.1 1 : 2.29 677 149
Haematology (Clinical) 8.9 1 : 7.5 1574 175
Chemical Pathology 2.7 1 : 1.59 298 96
Endocrinology and Diabetes 3.7 1 : 3.6 361 71
Rehabilitation Medicine 2.8 1 : 2.63 65 16
Dental Medicine 2.7 1 : 2.15 28 8
Orthodontics 10.4 1 : 10.3 133 11

Specialty
Fups per New Jan 

25 - Dec 25 
based on activity

Peer N:Fup 
Value

Potential 
opportunity 

(F/Ups)

Indicative 
Additional 

pts

Obstetrics 1.2 1 : 3.15 -12635 -2717
Trauma & Orthopaedics 1.4 1 : 1.55 -6157 -1734
Palliative Medicine 0.8 1 : 4.6 -8223 -1246
Midwifery 2.8 1 : 4.8 -7718 -1135
General Medicine 0.2 1 : 1.60 -3490 -1126
Gynaecology 0.9 1 : 1.02 -2178 -721
Old Age Psychiatry 1.7 1 : 2.55 -2054 -529
Pain / Anaesthetics 1.2 1 : 2.05 -1751 -493
Renal Medicine 5.6 1 : 7.5 -3964 -440
Rheumatology 3.8 1 : 4.7 -2469 -398
Neurology 1.8 1 : 2.09 -1430 -350
Geriatric Medicine 0.9 1 : 1.32 -848 -301
Urology 2.0 1 : 2.16 -1117 -268
Diagnostic Imaging 0.3 1 : 1.02 -725 -240
Ophthalmology 2.9 1 : 2.98 -891 -179
CAMHS 6.1 1 : 6.7 -1189 -148
Clinical Oncology 6.5 1 : 6.9 -947 -113
Restorative Dentistry 4.1 1 : 4.7 -619 -100
Paediatric Neurology 1.5 1 : 2.99 -442 -98
Clinical Psychology 3.2 1 : 5.5 -646 -96
Orthoptics 2.2 1 : 2.66 -322 -77
Perinatal Psychiatry 0.6 1 : 3.3 -324 -61
Physiotherapy 0.9 1 : 2.42 -48 -12
Clinical Genetics 0.1 1 : 0.53 -19 -8
Medical Psychotherapy 5.8 1 : 5.8 -49 -7
Plastic Surgery 2.9 1 : 2 8584 2146

These opportunities form part of our recovery and sustainability 
plan to reduce costs by reducing capacity.  The benefits will not 
be available to support addressing the new outpatient deficit.





Treat in turn Management
Overall rates are reported, currently available high 
level reports lack sophistication to differentiate 
for clinical priority and sub specialty (e.g.paeds). 

Weekly management compensates for this, focussing on understanding the rationale for treating out of 
turn, with assurance sought at 6-4-2 and RTT touchpoint meetings.







CHKS: SB UHB BADs Results 2026 YTD

Specialty Actual day surgeries Target day surgeries
Activity volume 

variance
Activity achievement vs 

target
Operational bed day 

opportunities
Excess bed days

Day cases stayed 
overnight

IP discharged same day Potential IP savings

Gynaecology 1,031 526 +505 196.0% 54 87 11 8 117

Ophthalmology 2,484 2,371 +113 104.8% 24 52 21 0 103

Oral & Maxillofacial 478 461 +17 103.7% 34 60 14 1 0

ENT 1,827 1,792 +35 102.0% 32 41 22 14 24

Vascular 66 66 0 100.0% 3 7 2 1 15

Plastic Surgery 25 26 -1 96.2% 2 5 1 1 0

Urology 780 812 -32 96.1% 62 88 6 28 561

Paediatric Surgery 196 206 -10 95.1% 15 14 11 11 0

Orthopaedics Elective 586 669 -83 87.6% 86 164 14 16 74

Orthopaedics Trauma 70 77 -7 90.9% 8 35 0 70 7

General Surgery 173 210 -37 82.4% 47 90 29 5 3

Bariatric Surgery 0 5 -5 0.0% 7 20 0 0 0

Emergency Surgery 96 157 -61 61.1% 70 117 0 96 41

Breast 99 175 -76 56.6% 77 142 21 18 6

Endocrine Surgery 0 33 -33 0.0% 33 35 0 0 0

TOTAL 7,911 7,586 +325 104.3% 554 957 152 269 951





Optimising Consultant Job Planning to Increase Productivity – 
An Indicative Approach

Specialty
Cumulative 

Sessions OPD (Job 
Plan)

Cumulative OPD 
Sessions (Actual) 

Sum of Q2 
26_Attend/DNA Variance

Cumulative 
Theatre Sessions 

(Job Plan)

Cumulative 
Theatre Sessions 

(Actual)
Variance

Breast 100 226 2119 127 67 77 10

Cardiology 335 238 1845 -97

Cardiothoracic 105 411 2728 306 276 263 -13

Dermatology 221 366 4096 146

ENT 274 247 2583 -27 242 216 -26

Gastroenterology 226 140 1172 -86

General Medicine 0 300 1858 300

General Surgery 393 285 2839 -108 697 427 -270

Gynaecology 421 826 6112 405 254 348 94

Haematology 274 599 2500 325

Medicine For The 
Elderly

168 123 1001 -45

Neurology 520 317 2140 -202

OMFS 270 203 1551 -68 160 354 194

Ophthalmology 527 1285 10520 758 299 223 -76

Orthodontics 168 163 2586 -5

Plastic Surgery 388 812 4828 423 829 468 -361

Rehabilitation 69 35 242 -34

Spinal 202 124 836 -77 218 124 -94

Trauma & 
Orthopaedic

690 282 3823 -408 1050 475 -575

Urology 213 540 4363 327 333 252 -81

Vascular 104 9 52 -94 168 108 -60

Total 5666 7531 59794 1865 4593 3335 -1258

- Figures show sessions 
templated v delivered in 
Apr-Jun 26 & indicate 
services for potential 
productivity gains.

- As part of our financial 
recovery plan we are 
seeking to deliver the 
same level of activity 
through fewer sessions.

- Figures require 
validation to account for 
on-call and sickness 
(which presently are in 
the job plan column)

- Further validation also 
required to ensure 
sessions are core and 
consultant delivered
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Undertake patient level review to confirm 
booking order and rationale, identifying 
list fillers and sub-specialty constraints.
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Funding Requirements Summary

Our funding requirement reflects both the recurrent capacity gap associated with the traditional 
delivery model and the targeted transformational investment required to deliver a sustainable 
planned care system.

• Funding methodology agreed with Executive 
Team and Performance & Finance Committee.
• Combines investment required to close the 
underlying recurrent capacity gap with one-off 
transformational investment.
• Investment supports sustainable recovery 
rather than short-term activity alone.
• Transformation initiatives reduce future 
reliance on recurrent funding and improve 
long-term productivity – further work planned 
to understand how we robustly evidence 
these.

The funding ask should be considered as a single integrated investment proposition to deliver recovery, sustainability and transformation.



Outpatients: Achieving sustainable services
Latest demand and capacity control totals applied; focus is the recurrent new outpatient deficit and the 2026/27 breach exposure after known backlog requirements.

108,038
annual recurrent demand

RoTT applied at 10%

98,476
annual recurrent capacity / 

activity

9,562
recurrent demand–

capacity gap

737
USC backlog to meet
2-week component

1,674
backlog to meet 52 weeks

110,448
total 26/27 demand

including backlog

12,895
52-week breaches expected
assuming 100% Treat in Turn

Top 52-week breach exposure by specialty

4,031

2,360

1,872
1,617

1,328

1,014 944 849
715 592
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Top 10 specialties account for the vast majority of the positive breach exposure before 
service-level offsets are applied.



Priority specialties: strategic opportunities

Specialty Gap Biomarker STT/direct dx N:F opp. Main Opportunity

Dermatology 3,598 ✕ ✓ 2,362 Telederm/dermoscopy/virtual skin pathway can replace F2F attendance

Gastroenterology 2,275 ✓ ✓ 247 FIT/calprotectin/STT endoscopy/capsule can avoid or bypass OPA

Gynaecology 1,857 ✓ ✓ -721 CA125, ultrasound one-stop, hysteroscopy/biopsy, straight-to-CT

ENT 1,014 ✕ △ 345 Direct audiology and one-stop neck lump work are cohort-specific

Neurodevelopmental 875 ✕ ✕ 147 Guidelines/digital/service model

Ophthalmology 849 ✕ ✓ -179 Community OCT/images/fields/pressures + virtual review can avoid OPA

Psychological therapies 781 ✕ ✕ 0 Workforce/service model solution

Cardiology 715 ✓ ✓ 890 NT-proBNP/community ECG/echo/CTCA can avoid or redirect referrals

Vascular 378 ✕ ✓ 0 Vascular lab duplex/ABPI may replace some outpatient clinics

OMFS 248 ✕ △ 912 Mainly one-stop H&N / neck-lump pathway compression

Cleft 23 ✕ ✕ 0 -

Plastic Surgery 16 ✕ △ 2,146 Selected skin lesion direct-to-procedure; avoid double counting



Outpatients: Achieving sustainable services:  Prioritised approaches

Priority bridge candidates

Dermatology – telederm / virtual skin lesion pathway

Gastroenterology – FIT, calprotectin, STT endoscopy / capsule

Gynaecology – CA125, ultrasound one-stop, hysteroscopy

Cardiology – NT-proBNP, community ECG, echo / CTCA

Ophthalmology – community OCT / virtual review

Vascular – vascular lab / duplex / ABPI

Conditional or pathway compression

ENT – direct audiology and selected one-stop neck-lump 
work

General Surgery – only colorectal / upper-GI components

Breast – triple assessment mainly compresses pathway

OMFS / Plastic Surgery – selected H&N or skin lesion cohorts

Spinal / T&O – MSK triage, not blanket direct imaging

Thoracic – straight-to-CT; may increase diagnostic demand

Guidelines / service model or capacity

Psychological Therapies – workforce / service model solution

Neurodevelopmental – guideline / digital / capacity solution

Special Care Dentistry – treatment capacity / regional 
solution

Burns, Cleft – no issues

Clinical Neurophysiology – STT ruse

Urology – strong STT routes



Main speciality

Annual recurrent 

demand

(RoTT 10%)

Annual recurrent 

capacity/activity

Recurrent gap

Demand - 

capacity

Cancer / 

surveillance 

pressure

Admin & 

clinical 

validation

Professional 

triage

Biomarker 

opportunity
Biomarker / rule-out test

Straight-to-test / 

direct diagnostic 

pathway

Test / pathway position / future 

state

Likely effect on first new 

OPA demand

N:F 

opportunity 

(CHKS)

Consultant 

productivity 

opportunity

AI / AVT

Breast 5,397 5,408 -11 ✓ ✓ ✕ No routine biomarker to avoid referral identified △

One-stop triple assessment: clinical 

assessment + mammography/ultrasound 

+ biopsy

Pathway compression; 

generally does not remove the 

initial breast diagnostic 

attendance

0

Burns 842 932 -90 ✓ ✓ ✕ None identified ✕
No routine national biomarker / STT 

pathway identified
- 0

Cardiac 507 877 -370 ✓ ✕
Not generally applicable to cardiac surgery 

referrals
△

Cardiology diagnostic pathways before 

cardiac surgical referral 
- 0

Cardiology 6,743 6,028 715 ✓ ✓ ✓

NT-proBNP/BNP for suspected heart failure; 

selective familial hypercholesterolaemia genetic 

testing

✓

Community ECG/ambulatory ECG; 

echocardiography; CT coronary 

angiography for selected chest-pain 

pathways

Can avoid some referrals and 

route others directly to the 

correct diagnostic/specialist 

pathway

890

Cleft 136 113 23 ✓ ✕ None identified ✕ GDP referral - 0

Clinical Neuro-

physiology
3,178 3,597 -419 ✓ ✓ ✕ None identified ✓

Direct non-complex neurophysiology, e.g. 

nerve conduction studies for carpal 

tunnel syndrome

Can bypass a consultant new 

outpatient appointment for 

protocol-defined referrals

0

Dermatology 11,025 7,427 3,598 ✓ ✓ ✕
No established routine biomarker for referral 

avoidance
✓

Teledermatology with clinical 

photographs/dermoscopy; virtual urgent 

skin-cancer pathway; direct booking to 

skin surgery for selected lesions

Can replace face-to-face new 

attendances and avoid referrals 

for suitable cases

2,362

Potential – AIaMD 

subject to 

evaluation

ENT 7,055 6,041 1,014 ✓ ✓ ✕ No broad referral-avoidance biomarker identified △

Direct audiology for defined hearing 

pathways; one-stop neck-lump 

assessment with ultrasound/FNA at first 

attendance

Partial: can bypass ENT clinic 

in audiology cohorts or 

compress the head-and-neck 

pathway

345

Gastroenterology 5,616 3,341 2,275
Increase (BSW) + 

FIT
✓ ✓ ✓

Faecal immunochemical test (FIT); faecal 

calprotectin; coeliac serology where clinically 

indicated

✓

Straight-to-test colonoscopy/CT 

colonography/colon capsule; upper-GI 

capsule sponge for eligible 

reflux/Barrett's cohorts

Can avoid referral/endoscopy 

in low-risk cohorts and bypass 

the initial outpatient 

appointment in selected 

referrals

247

General Surgery 6,910 7,605 -695
Increase (BSW) + 

FIT
✓ ✓ △ FIT for colorectal/lower-GI component only △

Colorectal STT colonoscopy/CTC/colon 

capsule; selected upper-GI/HPB 

diagnostic bundles

Can reduce/bypass new 

appointments in defined 

subspecialty pathways; not 

applicable to the whole general-

surgery caseload

455

Gynaecology 6,099 4,242 1,857 ✓ ✓ ✓

Serum CA125 for suspected ovarian cancer; 

selected tumour markers in younger patients 

where indicated

✓

Ultrasound-led one-stop clinic; outpatient 

hysteroscopy/biopsy; straight-to-CT for 

high-risk ovarian presentations

Can bypass a conventional first 

consultant appointment for 

protocol-defined cohorts

-721

Outpatients: Achieving sustainable services: Detail by specialty I 



Outpatients: Achieving sustainable services: Detail by Specialty II

Main speciality
Annual recurrent 

demand
(RoTT 10%)

Annual recurrent 
capacity/activity

Recurrent gap
Demand - 
capacity

Cancer / 
surveillance 

pressure

Admin & 
clinical 

validation

Professional 
triage

Biomarker 
opportunity

Biomarker / rule-out test
Straight-to-test / 
direct diagnostic 

pathway

Test / pathway position / future 
state

Likely effect on first new 
OPA demand

N:F 
opportunity 

(CHKS)

Consultant 
productivity 
opportunity

AI / AVT

OMFS 5,249 5,001 248 ✓ ✓ ✕
No broad referral-avoidance biomarker 

identified
△

One-stop head-and-neck/neck-
lump diagnostics with imaging and 
FNA/biopsy for selected suspected-

cancer cases

Mostly pathway 
compression; limited 

whole-specialty demand 
avoidance

912

Ophthalmology 12,207 11,358 849 ✓ ✓ ✕
No routine blood biomarker for referral 

avoidance
✓

Community optometry 
imaging/OCT, visual fields and 

pressures with virtual 
ophthalmology review

Can avoid hospital new 
outpatient attendance and 

reserve clinics for 
treatment/high-risk cases

-179

Plastic Surgery 7,437 7,421 16 ✓ ✓ ✕ No routine biomarker identified △
Teledermatology/dermoscopy with 

direct-to-procedure booking for 
selected skin lesions

Can avoid a plastic-surgery 
clinic for selected lesions

2,146

Spinal 1,127 1,309 -182 ✓ ✕ None identified △

Community MSK interface triage 
with protocol-based imaging and 

direct surgical referral where 
indicated

Can reduce inappropriate 
surgical referrals; not a 

blanket direct-MRI 
pathway

0 Potentially

Thoracic 280 304 -24
Increase (lung 

scans)
✓ ✓ ✕

No routine biomarker identified for 
referral avoidance

✓

Straight-to-CT before first 
lung/pleural cancer outpatient 

appointment

Can rule out disease or 
ensure the first specialist 
contact is decision-ready

0

Trauma & 
Orthopaedic

17,686 17,966 -280 ✓ ✓ ✕ None identified △

Community MSK/FCP triage, 
selective imaging and direct 

surgical referral for patients likely 
to require surgery

Can reduce inappropriate 
orthopaedic new referrals

-1,734 Potentially

Urology 4,804 5,781 -977 ✓ ✓ ✓

PSA; selected testicular tumour markers 
(AFP, β-hCG, LDH) in appropriate 

pathways
✓

Haematuria one-stop 
ultrasound/CT urography + flexible 
cystoscopy; mpMRI-first prostate 

pathway; urodynamics/direct 
cystoscopy

Can bypass the initial 
outpatient appointment 

and avoid onward referral 
in selected patients

-268

Vascular 1,739 1,361 378 ✓ ✓ ✕ No routine biomarker identified ✓

Vascular laboratory assessment: 
duplex ultrasound and protocol-

based physiological testing such as 
ABPI

Diagnostic work can 
replace some outpatient 

clinics
0 Potentially

Psychological 
therapies

2,758 1,977 781
Ongoing increase 

(c.200 p.a.)
✓ 63 cases ✕

No validated biomarker for routine 
demand management

✕ Not applicable No biomarker/STT bridge 0

Special Care 
Dentistry

158 180 -22 ✓ ✕ None identified ✕ Not applicable No biomarker/STT bridge

Neurodevelopmental 1,085 210 875 ✓ ✕
No validated routine biomarker for 

ADHD/ASD diagnosis
✕ Not a straight-to-test pathway No biomarker/STT bridge 147

42 cases (Magic 
Notes)

TOTAL 101,292 91,262 10,030 4,602



Psychological therapies: recurrent capacity gap and staged recovery plan

2,758
annual demand

RoTT at 10%

1,977
expected activity

781
headline recurrent gap

63
professional triage

impact included

£0.60m–£2.90m
staged staffing options

8.5–32 WTE
additional workforce depending on service model

Demand / capacity scenarios

Model Capacity to treat Shortfall Staff required Planning interpretation

Current lean model 1,714 716 8.5 WTE minimum stabilisation 
ask

Moderately lean model 1,285 1,145 19 WTE recovery model

NICE-compliant model 959 1,471 32 WTE development trajectory

Investment options

Route Cost Purpose Caveat

Stabilise / lean £595k restore minimal establishment; avoid 
further deterioration does not deliver NICE compliance

Recover / moderate £1.90m increase capacity and reduce backlog 
over time still short of full NICE model

Develop / NICE £2.90m move toward OAAT/open-access and 
NICE-aligned treatment

requires recurrent workforce 
expansion

Actions to bridge the recurrent gap

1  Immediate stabilisation
Confirm the baseline model and fund the minimum establishment required to stop further deterioration 
in the size of the waiting list and the waiting time position.

2  Increase clinical throughput without double-counting savings
Use professional triage, group work where clinically appropriate, standardised pathways and 
administrative streamlining.

3  Recurrent workforce route
Phase recruitment across low-intensity therapists, high-intensity therapists, senior therapists and 
psychology leadership, using short-term capacity only as a bridge to substantive posts.

4  Model of care development
Move toward one-at-a-time / open-access therapy and NICE-aligned provision, recognisingthis as a 
development trajectory rather than a Year 1 guaranteed efficiency.



Neurodevelopmental: recurrent capacity gap and staged recovery plan

1,085
gross annual demand

906
net demand

after guidelines

210
core capacity

+251
identified service

improvements

445
residual capacity

to identify

0
modelled recurrent deficit after additional capacity is 

secured

Capacity bridge: from gross demand to balanced recurrent position

Bridge step Cases Meaning for the plan

Gross recurrent demand 1,085 baseline annual demand across ADHD / dual / ASD pathways

Guideline impact -179 50% reduction assumed in ASD demand

Net demand 906 capacity requirement after demand management

Core capacity 210 current recurrent assessment capacity

Identified improvements +251 Band 8A, Magic Notes, Wellness / Youth Justice and new model

Residual capacity to secure 445 n

Bridge component Impact Action required

Application of new guidelines 179 confirm adoption and monitoring of reduced ASD demand

0.8 WTE Band 8A from Oct 42 confirm recurrent funding and start date

Magic Notes productivity 42 track realised clinical capacity gain

Wellness Centres / Youth Justice 20 agree joint-post model and governance

New service model incl. AI 147 clinical lead expects minimum 6/week; validate run-rate

Additional capacity required 445 recurrent workforce / regional capacity ask

Actions to bridge the recurrent gap

• Demand reduction: implement the new guidelines and audit the actual ASD demand avoided.  
• Productivity through AI and job plan review: Magic Notes and AI-enabled pathway gains.  
• Build recurrent workforce/capacity: define the 445-case residual as the capacity still to be secured through workforce, joint posts or regional/system solutions



Endoscopy sustainability plan
Demand/capacity bridge for 2026/27 recurrent endoscopy capacity, including screening growth, Neath early-diagnosis effect and symptomatic FIT-positive pathways.

27,784
expected 2026/27 demand 

points

26,052
recurrent activity points

1,732
net recurrent gap points pa

87
whole-day lists required net 

recurrent

£0.74m
net recurrent list cost @ £8,516/day

Demand/capacity position by procedure type
The recurrent gap is driven by colonoscopy; gastroscopy and flexible sigmoidoscopy are modelled with small surpluses.

Modality Demand Activity Gap pa Gap pw Whole-day
lists Cost

Colonoscopy 17,956 15,626 +2,330 +31 116 £991,900

Gastroscopy 8,736 9,126 -390 -8 -20 -£166,055

Flexisigmoidoscopy 1,092 1,300 -208 -4 -10 -£88,563

Total 27,784 26,052 +1,732 +19 87 £737,283

Colonoscopy uplift included in demand: +728 points pa

Screening growth +68  •  Neath early-diagnosis programme +60  •  symptomatic FIT-positive pathways +600

Sustainability solution and assumptions

1 Efficiency prerequisite

Demand/capacity assumes delivery of list utilisation, points per list, numbers of 
sessions on list, reduced cancellations/DNAs and efficient room turnaround.

2 Develop colonoscopy surveillance workforce

Train and accredit nurse endoscopists for colonoscopy surveillance through the 
national HEIW programme, reducing reliance on medical endoscopist capacity.

3 Demand substitution and pathway redesign

Use capsule sponge endoscopy and maintain FIT-led risk stratification / validation 
so suitable patients avoid conventional endoscopy where clinically appropriate.

4 Regional delivery with Hywel Dda UHB

Collaborate on a South West Wales endoscopy solution: shared training, mutual 
aid, screening/surveillance resilience and recurrent capacity options.



Audio-vestibular and DEXA sustainability plan
Both models depend on sustaining productivity measures before residual capacity is funded: list/session utilisation, skill-mix, reduced DNA and pathway redesign.

Audio-vestibular DEXA scans

1,774
on list

261
breaching standard

22 wks
longest wait

142
routine demand p/w

154.5
capacity p/w

c.9.3
extra sessions p/w

+10%
demand growth p.a.

5,366
peak >8wk Oct-26

2,076
>8wk Mar-27

Jul-27
modelled clearance

19.2k
27/28 activity

2nd
scanner from Nov-26

Demand / capacity position

Cohort Std List Breach Demand/wk Capacity/wk Extra sess/wk Skill mix

Adult 14 wk RTT 1,258 28 60 43 6 Band 5

Paeds 6 wk 425 179 62 50 2 Band 6

Diagnostic 8 wk 91 54 20 16 2 Band 5 + 0.25 Band 7

Total 1,774 261 142 154.5 c.9.3

Solution and productivity assumptions
• Sustainability to meet demand  on a recurrent basis requires c.9.3 additional 3.75-hour sessions per week, targeted by 
cohort and skill mix.
• Adult audiology PIFU has reduced hearing-aid follow-ups to c.25% of initial demand and DNA to <1% for this appointment 
type.
• Paediatric self-referral, gatekept by HV / SaLT, has improved engagement and reduced preschool DNA.
• Service will continue trials of shorter appointments, pre-reassessment triage and BPPV skill-mix pilot.

Service intends to use additional sessions as targeted recovery capacity while locking in PIFU, self-referral and 
skill-mix changes as recurrent sustainability measures.

Scenario 7: second scanner, staffing and performance improvement

Metric 2026/27 2027/28 Meaning

Demand + deferred + DNA 11,451 12,420 includes +10% demand growth p.a.

Revised activity 11,939 19,200 2nd scanner + weekends/evenings from Nov-26

Net annual capacity effect +488 +6,780 backlog reduction / headroom

>8 wk backlog at year end 2,076 0 model clears during 27/28

Peak risk 5,366 in Oct-26 cleared by Jul-27 before full Nov-26 model takes effect

Solution and productivity assumptions
• Plan requires additional staff and a second scanner to be implemented from Nov-26 with adequate staffing, including 
weekends.
• Reintroduce long weekend scanning sessions and Sunday use of the mobile scanner.
• Improve evening performance, lunchtime productivity and admin support to reduce lost slots.
• Maintain DNA improvement plan: the plan assumes DNA performance improves once staffing and booking resilience are 
restored. 
• 2026/27 reduces the backlog but does not fully clear the >8-week backlog; full benefit is realised in 2027/28.

DEXA is a phased sustainability plan — stabilise and reduce backlog in 2026/27, then clear and sustain 8-week 
compliance in 2027/28 , but is dependent upon the second scanner and full staffing model being delivered.



Radiology Scanning demand: recovery restores the in-year position, but the recurrent gap remains

Recast assumption: recovery schemes are non-recurrent and should not be treated as future baseline capacity.

130,446
Annual scanning demand

NOUS, CT and MRI exams

118,759
Core recurrent capacity

91.0% of current demand

11,687
Underlying recurrent gap

capacity to replace recurrently

14,004
In-year recovery

non-recurrent exams

2,317
In-year w/l reduction

only after recovery schemes

0

10

20

30

40

50

60

NOUS CT MRI

Demand vs recurrent and in-year capacity

Demand Core capacity Core + non-recurrent recovery

Modality Demand Core capacity Recurrent 
gap

Non-recurrent 
recovery

26/27 In-year 
backlog 

reduction

NOUS 42,439 41,719 720 2,619 1,899

CT incl. cardiac 56,500 51,300 5,200 5,414 214

MRI incl. cardiac 31,507 25,740 5,767 5,971 204

Total 130,446 118,759 11,687 14,004 2,317

Once the 8-week backlog is recovered, the sustainable ask is the 11,687 
recurrent underlying gap, plus growth, resilience and reporting.



Radiology Productivity benchmark

Area Local position Benchmark / case mix judgement Outcome

CT
~2.92 

scans/hour 
weighted

Broadly in line with NHS England 3–4/hour. Justified as 
Cardiac CT takes longer; Morriston 24/7 rate is lower 
because overnight elective demand is not available.

Positive: Not assuming a major CT productivity deficit; focus 
on scheduling, cancellations and pathway-specific rates.

NOUS

20-minute 
average for non 

complex - 
2.4/hour overall

NHS England comparator is 3/hour. But injection/procedure 
work and complexity must be weighted before converting this 

to a cashable gain.

RIS vetting Some vetting 
already in place

King’s RIS module case study increased scans vetted per day 
by >20%; this is a vetting-throughput benefit, not a 20% 

demand reduction.

Assume 1–2% net demand avoidance / test-change sensitivity 
until local data proves more.

Modality Recurrent gap Targeted efficiency to test Indicative gain

NOUS 720 Professional triage 424

CT 5,200 1–2% RIS vetting demand avoidance 565–1,130

MRI 5,767 1–2% RIS vetting demand avoidance 315–630

Total 11,687 NOUS + CT/MRI vetting 1,714–3,012

Plain film 
reporting

100 
reports/session GIRFT range broadly 91–130 Benchmark-consistent

Positive: Requested P& I set national standard to avoid 
differences across HBs, which results in flow of staff to less 

demanding environments. 



Radiology sustainability approach - Scanning

11,687
recurrent scan gap Productivity & Efficiency Targeted

capacity expansion
Reporting

turnaround plan
Residual ask

after evidence

Modality Core gap Efficiency & productivity actions Recurrent capacity solution Residual position

NOUS 720 Nurse-referral vetting; NIAW training cases; case-weight simple vs 
procedural/injection lists

Service plan: 10 consultant sessions + advanced practice 
sonography + support/admin

Likely bridgeable; exact residual depends on NIAW 
sessions and vetting rate

CT incl. cardiac 5,200 Nurse-referral vetting where applicable; RIS breach / utilisation control; 
no generic uplift to 24/7 or cardiac CT

Phase 1 weekday extension + weekend CT service; preserve 
acute overnight capacity Phase 2: weekend CT at Morriston, 

NPTH and Singleton

MRI incl. cardiac 5,767 RIS recovery control; reporting prioritisation; no blanket scan-rate 
assumption due protocol complexity

Weekend three-scanner operation + Morriston MRI2 once 
commissioned

Likely bridgeable; - requires recruitment

Likely bridgeable; - requires recruitment



Radiology sustainability approach - Reporting

44.5 DCC
identified reporting gap

RIS workflow
& breach visibility

Vetting &
prioritisation

Targeted reporting
capacity growth

Residual ask
after evidence

RCR-aligned reporting 
standards in plan

USC

3 days
Treatment dep.

7 days
Urgent

7 days
Routine

28 days Implementation focus: faster prioritisation, clearer breach reporting and 
protected specialist reporting time.

Area Current / funded position Gap Efficiency & control actions Recurrent capacity solution Status

MRI reporting
Demand 31,507; funded capacity 

21,216 incl. Everlight-funded 3,744 
reports

10,291 reports
20 sessions

RIS prioritisation and breach visibility; match reporting capacity 
to scan expansion; protect reporting DCC

Add recurrent MRI reporting sessions alongside weekend / MRI2 
scanning expansion

Capacity growth 
required

CT reporting
Demand 56,500; funded capacity 

51,300; 29 consultant sessions + 6 
Everlight sessions

5,200 reports
10 sessions

Nurse-referral vetting where applicable; RIS breach control; 
preserve acute and cardiac CT complexity

Add CT reporting sessions; acute CT / out-of-hours model 
remains a separate option Targeted ask

Nuclear Medicine / 
PET

NM reporting 4 sessions; PET delivered 
through JCC-funded arrangements 4 sessions Prioritise reports through RIS; clarify commissioned PET growth 

and local reporting requirements
Increase NM reporting from 4 to 8 sessions and define JCC-

funded PET growth route
Bridgeable once 
commissioned

Cardiothoracic / 
lung

Cardiac CT 3→5 sessions; cardiac MRI 
3.5→7 sessions; lung cancer / biopsy 

growth
10.5 sessions Pathway-based TAT control for cardiac and lung cancer; case-

weighted productivity rather than simple report counts
Add cardiothoracic reporting and biopsy resilience for regional 

cardiac and lung screening growth
Strategic growth 

pressure



Radiology Resource and cost requirement

Costs remain a planning envelope; mandated schemes are included as mechanisms to reduce residual ask rather than generic productivity assumptions.

c. £4.8m pa 54.5 WTE costed 62.5 DCC sessions/week
reporting, specialists and vetting

Admin + data standards
£0.06m in current envelope

+ £1.55m OoH option
not in core envelope

Component WTE Cost Mandated scheme / purpose

Reporting, specialist consultants and vetting 12.69 £2.43m
Improve reporting times; includes 15 vetting sessions to support demand reduction 

and IR(ME)R justification

CT expansion 8.15 £0.51m Recurrent extended-day / weekend capacity; protects acute overnight and cardiac 
complexity assumptions

MRI expansion — phases 1 and 2 14.7 £1.02m Weekend scanning and Morriston MRI2 capacity; reporting capacity must be aligned

NOUS and NIAW training route 3.7 £0.18m
Core sonography, advanced practice and support; NIAW cases/training agreement 

to be quantified separately

Data standards and admin 1.8 £0.06m Breach reporting, booking validation, productivity dashboard and recovery control

VIR and radiology nursing 13.5 £0.97m Interventional resilience; possible +£0.27m if full service-plan VIR WTE confirmed

Where the recurrent envelope sits

Medical reporting / vetting + VIR consultants

£3.39m

Scanning & acquisition workforce

£2.57m

VIR / radiology nursing support

£0.86m

Digital, booking & admin

£0.20m

Counting rule: NIAW NOUS cases, nurse-referral vetting and RIS 
data-standard benefits should reduce the residual capacity ask 
only once local run-rate and denominator data are available.

Not yet included: acute CT/OoH final model, MRI2 capital, contrast and 
consumables, implementation/training, and net benefit from reduced 
insourcing/outsourcing.

Source: Radiology Sustainability Plan Costing v6 and Sustainable Services Plan V6. Figures rounded; finance validation still required.



Vascular interventional radiology: investment case

Business case reinforces the need to stabilise a fragile regional service, address hidden demand and build a sustainable workforce model.

Fragile core service
One substantive VIR consultant; locum / 
SLA cover is used to sustain inpatient and 
emergency provision.

Capacity deficit
+432 procedures p.a. peer-adjusted 
estimate; 42% uplift required

Regional dependency
VIR supports vascular, major trauma, 
renal, cancer, bleeding and stroke 
pathways across South West Wales.

Preferred direction
Full-service model moves toward 24/7 
provision and a centre of excellence over 
five years.

Resource requirement in radiology plan What will be gained from the investment

Workforce role WTE

Consultant(s) 2.0

Cross-site modality lead (B8a) 1.0

Superintendent radiographer (B7) 1.5

Radiographer (B6) 3.5

Nursing (B6) 4.0

Nursing (B5) 4.0

Nursing associate (B4) 1.0

IR stock co-ordinator (B3) 1.0

Total 18.0

Total excluding consultants 16.0

Capacity Stabilises core VIR capacity and reduces reliance on variable locum / short-term 
external support.

Access Creates capacity to address unmet demand and bring more appropriate minimally 
invasive procedures in-house.

Outcomes Supports fewer amputations, shorter waiting times / length of stay and safer day-case or 
less invasive care.

Efficiency Improves stock control, procedure flow, MDT use and operational resilience across 
dependent pathways.

Sustainability Builds a training and development platform, supporting recruitment, retention and 
progression to centre of excellence.

Business case context: preferred full-service model steady-state annual cost c. £4.03m, c. £2.45m incremental vs BAU. Capital / non-pay activity costs are excluded; 
business case notes data limitations and recommends stronger demand, activity and reporting infrastructure.



Neurophysiology and cellular pathology sustainability plan

Neurophysiology Cellular pathology

3,218
annual demand

2,991
expected capacity

227
annual deficit

365
present waiting list

187
current breaches

Key actions to achieve sustainability
• Appoint two practitioner neurophysiologists and enrol
them on the national training programme to create a 
sustainable future workforce as consultant sessions 
reduce.

• Use skill mix to protect core diagnostic capacity and 
reduce reliance on a single consultant model.

• Validate and clear the surveillance backlog and breaches, 
with priority management of long waiters.

• Commit to service efficiencies through standardised
referral criteria, pathway vetting and maximum use of 
protocol-driven testing / reporting.

• National and regional determination of role of insourcing 
in this service.

177,672
annual demand

155,416
core capacity

22,256
26/27 deficit

5,869
current backlog

11,786
recurrent deficit

Key actions to achieve sustainability

• Appoint additional consultants and combine this with 
outsourcing to address the immediate backlog while 
building recurrent reporting capacity.

• Adopt recognised good practice through digital pathology / 
networked reporting, advanced practitioner / biomedical 
scientist roles, and standardised demand management.

• Use outsourcing as a tactical backlog and resilience 
measure.

• Strengthen regional collaboration and subspecialty 
consolidation where this improves resilience and 
turnaround times.

Cellular Pathology requires a recurrent workforce and productivity solution, 
supported by outsourcing and modernised reporting pathways.

Neurophysiology requires succession planning and skill-mix expansion to close 
a relatively modest recurrent gap

Measure 26/27 Recurrently

Impact of CTM LTA 
ceasing

4,500 9,000

Impact of locum 
consultant starting

857.5 1,470

Backlog by Mar-27 22,768 11,786

Indicative cost – £1.884m



Treatment delivery plan: residual gaps and regional solutions

Delivery narrative

• Gross demand-capacity pressure is ,3418 cases, with the largest pressures in Radiotherapy, General Surgery, Ophthalmology and T&O.

• Productivity schemes are being progressed through theatre utilisation, OTD cancellation reduction, job-plan/template review and cases-per-list benchmarking.

.



Special care dentistry: recurrent treatment-stage gap
MDT assessment capacity is sufficient recurrently (+22), but the service still carries 300 patients on the waiting list, 108 waiting over 104 weeks and a 97% conversion to 
treatment. The recurrent issue is therefore treatment capacity, not assessment capacity.

158
annual MDT demand

180
MDT assessment 

capacity

+22
assessment surplus

153
annual treatment 

demand

94
treatment capacity

-59
recurrent treatment 

deficit

1.1
lists per week treatment 

deficit

Assessment model and current pressure

Cohort MDT 
demand

MDT 
capacity

Surplus Waiting 
list

>104 Tx conv.

Paeds 63 72 +9 154 57 97%

Adult 95 108 +13 146 51 97%

Total 158 180 +22 300 108 97%

Treatment demand / capacity model

Cohort Tx 
demand

Tx 
capacity

Deficit Lists/wk 
reqd

Current Gap

Paeds 61 47 -14 1.22 1.0 0.2

Adult 92 47 -45 1.84 1.0 0.8

Total 153 94 -59 3.06 2.0 1.1

Key point: assessment capacity is not the constraint; the unresolved recurrent gap sits in 
treatment capacity, equivalent to c.59 patients per annum or c.1.1 lists per week.

Actions to bridge the recurrent gap

1  Validate and prioritise
Using the available MDT assessment capacity to validate demand, 
clinically prioritise the backlog and maintain tight Treat in Turn discipline 
across the 300-patient waiting list and 108 over-104-week waits.

2  Seek regional solutions
The recurrent treatment gap is dependent upon identification of 
appropriate theatre availability. AS specialist paediatric work. The UHB 
continues to explore opportunities across the region where we can 
provide additional treatment capacity

3  Optimise local treatment capacity
Model assumes 100% utilisation - no cancellations and maximised
productivity from the existing 2 weekly treatment lists while scoping 
whether capacity can move closer to the modelled 3.06 lists per week 
requirement.



Oncology sustainability plan: radiotherapy, SABR and SACT
Demand exceeds recurrent capacity from 2026 and widens materially by 2028; the bridge requires regional radiotherapy infrastructure, SACT chair expansion and pharmacy/nursing workforce resilience.

2,670
2026 RT gap

+ 200 backlog

108
2026 SABR gap

flat capacity at 52

1,955
2026 SACT gap

+ 65 backlog

15,910
RT gap by 2028

without Linac growth

£6.832m
WG capital ask

5th Linac

+4 chairs
SACT expansion

by 2027/28 model

£0.702m
FYE for first

4 SACT chairs

Demand / capacity position
Treatment
stream

2026
demand

Recurrent
capacity

2026
gap

2028
gap

Backlog
> target

Radiotherapy 35,195 32,525 2,670 15,910 200

SABR 160 52 108 208 0

Chemotherapy
/ SACT 19,526 17,571 1,955 6,055 65

Scale of the recurrent bridge

2026 gaps are already material: radiotherapy requires c.2.7k additional slots and SACT c.2.0k 
attendances. SABR demand triples against flat capacity. By 2028 the combined pressure is 
dominated by radiotherapy and SACT growth.

Efficiencies have already absorbed significant growth with chair utilization between 90-
11%; sustainability cannot rely on further generic productivity gains alone.

Target issue: radiotherapy 21-day performance is volatile and SACT overall compliance remained low 
in Jan–Jun 2026, with June at 31%

Sustainability solution

1  Radiotherapy and SABR capacity

• Progress 5th Linac BJC: capital £6.832m from Welsh Government and £2.8m recurrent revenue 
requirement shared with Hywel Dda (£1.4m each).
• Aim for clinical delivery of 5th LINAC in Q2 2027/28, subject to approval and construction timetable.
• Develop 6th / twin bunker option for replacement resilience and future Linacs 6–7; seek design 
funding and align with regional SWWCC model.
• Enable adaptive radiotherapy, SRS/SABR and complex treatments locally, reducing reliance on 
outsourcing.

2  SACT / chemotherapy chair capacity

• Additional pharmacist posts are critical  - 4 additional CDU chairs required in 2026/27, FYE £701,973 plus 
pharmaceutical costs. 
• Longer-term model is to continue adoption of subcutaneous delivery, increases time to delivery and enables 
greater throughput per chair, but is dependent upon pharmacist capacity.: Aim in 2027/28 to reset chair utilisation 
towards the safe 80–85% range.
• Maintain tiered SACT training / passport approach to bring nurses into safe administration more quickly while 
preserving competence.

3  Pharmacy, workforce and regional enablers

• Resource pharmacy verification, technical services, supportive medicines and outsourcing 
administration in parallel with chair expansion.
• Bridge to TrAMS: use outsourced dose-banded / pre-filled SACT where feasible until the South-East 
hub comes on stream in 2027/28.
• Continue collaboration with Hywel Dda, Cancer Performance & Improvement and regional oncology 
governance for capacity, prioritisation and resilience.



Delivery, 

Governance and 

Assurance
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Working together with our 
Regional Partners
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