
Jeremy Miles AS/MS 
Ysgrifennydd y Cabinet dros Iechyd a Gofal Cymdeithasol  
Cabinet Secretary for Health and Social Care 

 

Bae Caerdydd • Cardiff Bay 
Caerdydd • Cardiff 

CF99 1SN 

Canolfan Cyswllt Cyntaf / First Point of Contact Centre:  
0300 0604400 

Gohebiaeth.Jeremy.Miles@llyw.cymru 
                Correspondence.Jeremy.Miles@gov.wales 

 
Rydym yn croesawu derbyn gohebiaeth yn Gymraeg.  Byddwn yn ateb gohebiaeth a dderbynnir yn Gymraeg yn Gymraeg ac ni fydd 
gohebu yn Gymraeg yn arwain at oedi.  
 
We welcome receiving correspondence in Welsh.  Any correspondence received in Welsh will be answered in Welsh and corresponding 
in Welsh will not lead to a delay in responding.   

Ein cyf/Our ref: PO/JMHSC/0492/25 
 
Peter Fox MS 
Chair 
Health and Social Care Committee  
 
seneddhealth@senedd.wales  
 

14 October 2025  
 

Dear Peter, 
 
Thank you for the invitation to provide an evidence paper to the committee about 
gynaecological cancer ahead of our appearance on 15 October. I apologise for the delay in 
responding. 
 
My predecessor provided the Committee with an evidence paper on 12 September 2023, 
responded to the inquiry’s recommendations on 8 March 2024, and took part in an 
important Senedd debate on 15 May 2024. I provided a written statement to the Senedd in 
December 2024 and I responded to your letter of 9 June, providing detailed updates in 
answer to your seven questions. I am pleased to provide you with a further update, which 
includes appended evidence previously requested by the committee. As these are internal 
NHS documents, some are available in English only. 
 
One important overarching theme of the inquiry report was ensuring that when girls and 
women approach the NHS for help and advice, the NHS listens to the concerns raised and 
provides all girls and women with dignity and respect.  
 
In recognition that this affects women’s healthcare – and experience of accessing health 
services, not just cancer – this is at the heart of the Women’s Health Plan, which was 
published in December 2024. The plan has eight priority areas and the key themes across 
the actions underpinning those include access to healthcare, the role of education and 
training, and empowering women.  
 
The plan makes it clear that health boards must involve women, and those with lived and 
learned experiences locally, to implement the actions in the plan to improve women’s 
healthcare and women’s experience of healthcare. The Women’s Health Network has 
worked with the Women’s Health Research Centre to develop a co-production framework to 
support health boards. I believe that improving education and training, both for healthcare 
practitioners and the public, will help ensure that women’s voices are heard in every 
interaction they have with the NHS.  
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The committee’s inquiry report also placed significant focus on the prevention and early 
detection of gynaecological cancer. Vaccination against HPV is shown to be effective in 
preventing cervical cancer – I hope we can work towards the eventual elimination of cervical 
cancer through our policy of HPV vaccination. We are therefore continuing to maximise 
uptake of vaccination to meet the World Health Organisation recommended target of 90%. 
The latest Public Health Wales surveillance figures (published on 17 September 2025) 
shows uptake has increased to 74.1% by the age 15.  
 
To improve uptake further, immunisation teams completed a summer HPV vaccination 
catch-up campaign; more than 1,400 additional vaccines were delivered. This included work 
targeting specific schools in areas with higher levels of deprivation. An exercise analysing 
health board vaccination delivery models is planned for the next 12 months, together with 
further catch-up exercises and engagement campaigns with younger people.  
 
Our approach to detecting cancers earlier includes a series of national interventions, such 
as the cervical screening programme, nationally-agreed pathways for treatment, 
professional learning for general practice about when to refer, and alternative referral routes 
for unclear symptoms.  
 
PHW is working with local communities and, as part of its equity strategy to improve 
participation in the screening programme, is updating public information to ensure women 
are clear which cancers are screened for. We are also working with health boards to 
introduce alternative referral pathways for women with a very-low risk of cancer so NHS 
services can take an appropriate risk-based approach to investigating symptoms. In 
addition, rapid diagnostic centres, and the GatewayC resource, have been evaluated. I 
append these reports for the committee’s information.  
 
For women who develop gynaecological cancer, our focus is on ensuring they can quickly 
access the diagnostic investigations and treatments they need. There has been an 
improvement in the cancer waiting time performance for gynaecological cancers but there is 
much more to do. As I have previously stated, while the NHS is focused on improving 
performance against the 62-day cancer target, it has struggled to meet the rising demand 
for investigations and treatment within current capacity. As part of the national cancer 
recovery programme, we are focusing on changes to respond to that rising demand and 
using accountability meetings with health boards to guide performance improvements. As 
part of the cancer data development roadmap, NHS services will introduce additional public 
reporting to support better transparency of service access. The ongoing investment in the 
cancer information system, and clinical audit, will also support better data reporting 
externally, and better operational management internally. Finally, Health Education and 
Improvement Wales has completed its pathway and workforce guidance, and I include 
these for the committee’s information. 
 
Clinical trials play a vital role in the treatment of gynaecological cancers and the Welsh 
Government supports this through Health and Care Research Wales by funding research 
infrastructure across NHS Wales. Around £18m a year is provided to NHS organisations to 
enable high-quality clinical trials and attract industry investment and there are 14 
gynaecological cancer studies which are currently open and recruiting patients. The Welsh 
Government also funds key infrastructure such as the Wales Cancer Research Centre and 
Wales Cancer Bank, which support clinical trials and bio sample collection for cancer 
research, including gynaecological cancers. Additionally, the Cancer Research Strategy for 
Wales outlines a commitment to improving outcomes through targeted investment in early 
diagnosis and treatment innovation. 
 

https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fheiw.nhs.wales%2Ffiles%2Fworkforce-planning-guidance-to-support-pathway-approach%2F&wdOrigin=BROWSELINK


In 2025, Welsh Government announced a £3m investment in the new Women’s Health 
Research Wales Centre, alongside a £750,000 funding call for women’s health research. 
This will help to address health inequalities and improve services for women, including 
those affected by gynaecological cancers. The SBRI Centre of Excellence, also funded by 
Welsh Government, is supporting a £900,000 competition to improve health outcomes for 
women and girls in Wales. Projects are expected to demonstrate scalable, near-to-market 
solutions through real-world testing, leading to earlier diagnosis, reduced waiting times, and 
more efficient treatment. These demonstration projects involve collaboration across 
business, academia, and healthcare, and align with the Women’s Health Plan. 
 
Alongside Welsh Government investments, other funders are supporting research projects 
across Wales relevant to gynaecological cancers. Examples include work in Swansea 
University to identify genetic, transcriptomic, and epigenetic markers for endometrial and 
ovarian cancers, and developing technologies for detecting these markers. Cancer 
Research Wales is funding a project in Swansea Bay University Health Board to develop 
and evaluate a novel blood test for gynaecological cancers. This test, based on molecular 
fingerprinting, could offer a less invasive diagnostic option and encourage earlier 
presentation, particularly among under-served groups. 
 
The Quality Statement for Palliative and End-of-Life Care sets out our strategic expectations 
across health, social care, and third sector services and serves as a foundation for 
improvement and quality assurance. Implementation of the quality statement is overseen by 
the National Palliative and End-of-Life Care programme (PEoLC), which delivers leadership 
and drives service improvement across Wales.  
 
Specific action has included: 

• Developing a national service specification to define service expectations for out-of-
hours support, specialist services, and referral criteria across all health boards. 

• Collaborating with HEIW to develop a multi-professional palliative and end-of-life care 
competency framework to standardise skills across health and social care roles. 

• Working with the NHS Wales Joint Commissioning Committee to standardise 
commissioning processes to secure sustainable funding for hospice services and 
ensuring long-term viability and quality care provision. 

• Strengthening advance care planning, including DNACPR policy and competency 
frameworks, ensuring professionals deliver sensitive conversations consistently with 
clarity and compassion. 

• Continued implementation of the national Bereavement Framework for Wales, which 
sets out core principles, minimum standards, and actions to ensure people across Wales 
have equitable access to high quality bereavement care regardless of location or 
background. 

 
Investment in palliative and end-of-life care has also increased substantially over the course 
of the Senedd term to more than £16m a year. This has included an additional £5.2m a year 
to hospices to help meet rising costs and maintain vital services. By empowering the 
national programme, increasing hospice funding and, strengthening planning, Wales is 
working towards an inclusive palliative care system, which aims to reach and support all 
communities. 
 
 
 
 
 

https://www.gov.wales/quality-statement-palliative-and-end-life-care-wales-html


Finally, I have heard the many calls, including from the committee, about the need for the 
Women’s Health Plan to include gynaecological cancer. The plan already does this. 
However, I am minded to look at how we can strengthen the links between the plan – which 
is owned by the NHS – gynaecological cancer and the Cancer Improvement Plan. The 
Minister for Mental Health and Wellbeing and I will be able to expand on this when we give 
evidence to the committee. 
 
I look forward to attending committee on 15 October. 
 
Yours sincerely,  

 
Jeremy Miles AS/MS 
Ysgrifennydd y Cabinet dros Iechyd a Gofal Cymdeithasol  
Cabinet Secretary for Health and Social Care  
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Glossary 
Abbreviations Definition 

ACE Programme Accelerate, Coordinate, Evaluate Programme 

ANP Advanced Nurse Practitioner 

AOS Acute Oncology Service 

CDH / CDC Community Diagnostic Hub or Centre 

CNB Cancer Network Board 

CNS Clinical Nurse Specialist 

CPD Continuing Professional Development 

CRUK Cancer Research UK 

CSG Cancer Site Group 

CT scan Computerised Tomography scan 

DHCW Digital Health and Care Wales 

FIT Faecal Immunochemical Test 

HEIW Health Education and Improvement Wales 

HCSW Healthcare Support Worker 

LMC Local medical committee 

MDC Multi-disciplinary Diagnostic Clinic 

MDT Multi-disciplinary Team meeting 

MUO Malignancy of Unknown Origin 

NDR National Data Resource 

NICE National Institute for Health and Care Excellence 

NOP National Optimal Pathway 

PPV Positive Predictive Value 

PREM / PROM Patient Reported Experience Measure / Patient Reported Outcome 
Measure 

RDC Rapid Diagnosis Clinic 

SMT Senior Management Team 

SPM Senior Project Manager 

UHB/ HB University Health Board / Health Board 

USC Urgent Suspected Cancer 

WCN Wales Cancer Network 

WG Welsh Government 
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About the Rapid Diagnosis Clinic Programme 

Background and purpose of national programme  

It is estimated that in the UK, 50% of patients with cancer do not present with the red flags required 

for referral to a site-specific suspected cancer pathway.1  They would often have several referrals from 

GPs for tests and investigations, sometimes going down multiple cancer pathways. This can take time, 

feel disjointed and can be an extremely anxious time for patients. 

To address this, Rapid Diagnosis Clinics (RDCs) offer a single point of access to a diagnostic pathway 

for all patients with serious vague symptoms that could represent cancer. By integrating existing 

diagnostic provision and using networked clinical expertise and information locally, the RDCs offer a 

holistic, personalised, accurate and rapid diagnosis of patients’ symptoms.2 

Following a learning visit to see the Danish model, the RDC pilots were set up in Swansea Bay and Cwm 

Tâf Morgannwg University Health Boards (UHBs) from 2017. 3 These demonstrated that RDCs are a 

cost-effective solution for improving outcomes for patients presenting with vague, non-specific, but 

concerning symptoms.4 The evaluation by Swansea University demonstrated that the RDCs align with 

the Single Cancer Pathway ambitions by providing a single point of access to diagnostics and drastically 

reduced the time from referral to diagnosis - from a mean of 84 days in comparator group to 6 days 

in the RDC. The evaluation also found that the RDC is more cost effective compared to standard patient 

pathway if at least 4 patients are seen per half-day clinic.   Furthermore, the RDCs support the ambition 

of a Healthier Wales by ensuring that the vague symptoms pathway is designed to identify the cause 

of the patients’ symptoms, whether cancer related or otherwise. Overall, the RDCs were deemed a 

worthwhile public health investment for the population of Wales. 

A national RDC programme was therefore created to set the national standards and specifications for 

service delivery but tailoring the approach by taking account of the local context of each of the seven 

health boards. The Vague Symptoms National Optimal Pathway5 gives GPs direct rapid access to their 

 
1 Neal RD, Din NU, Hamilton W, et al. Comparison of cancer diagnostic intervals before and after implementation of NICE 
guidelines: analysis of data from the UK General Practice Research Database. Br J Cancer. 2014;110(3):584–592. 
2 Wales Cancer Network (September 2022). Rapid Diagnosis Clinics: A National Programme for Wales. Available at 
https://collaborative.nhs.wales/networks/wales-cancer-network/workstreams/rapid-diagnosis-clinics-programme/  
3 Vedsted, P. and Olesen, F., 2015. A differentiated approach to referrals from general practice to support early cancer 
diagnosis–the Danish three-legged strategy. British journal of cancer, 112(1), pp.S65-S69 
4 Sewell, B., Jones, M., Gray, H., Wilkes, H., Lloyd-Bennett, C., Beddow, K., Bevan, M. and Fitzsimmons, D., 2020. Rapid 
cancer diagnosis for patients with vague symptoms: a cost-effectiveness study. British Journal of General Practice, 70(692), 
pp.e186-e192 
5 Welsh Government. (2022). Welsh Health Circular 021: National Optimal Pathways for Cancer (2022 update). Available 
at: Microsoft Word - Welsh Health Circular - National Pathways 2022 (gov.wales) 

https://collaborative.nhs.wales/networks/wales-cancer-network/workstreams/rapid-diagnosis-clinics-programme/
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local RDC if they suspect a patient might have cancer but does not present with red flag signs and 

symptoms that fit the National Institute for Health and Care Excellence (NICE) criteria for urgent 

referral.6  This national programme, started in December 2020, was funded and overseen by the Wales 

Cancer Network (WCN) in collaboration with all Welsh Health Boards and other national bodies 

including Digital Health and Care Wales, Improvement Cymru etc. Figure 1 below lays out the aims 

and objectives of the national programme and the roles required within the national programme 

team. 7  

The national programme logic model can be found in Appendix A. 

Figure 1. National RDC Programme aim, objectives and goals 

 

 

 

 
6 National Institute for Health and Care Excellence (2021) Suspected Cancer: Recognition and Referral. 
https://www.nice.org.uk/guidance/ng12 
7 The national programme team consisted of 1 Clinical Lead (0.2 WTE), 1 Clinical Fellow (1 WTE x 12 months), 1 Programme 
Manager (0.8 WTE increased to 1 WTE), 3 Senior Project Managers (0.6 WTE x 18 months) and 1 Programme Support 
Officer (0.8 WTE x 10 months then decreased to 0.2 WTE) 

https://www.nice.org.uk/guidance/ng12
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An overview of the RDCs 

Currently six Health Boards have implemented an RDC service for their local population. Table 1 

overleaf gives a quick overview of the Health Boards and the RDC model they are operating on.  

 

Source: Wales Cancer Network
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Table 1. Overview of the RDCs 

Health Board Population8 GP practices Start date RDC Model RDC core workforce 

Aneurin Bevan 
UHB 

 

588,000 90 Oct 2020 
 
Service paused 
between June and 
November 2022 

• Location: Grange University Hospital 

• 2-stop model 

• 1 clinic per week (morning and 
afternoon) 

• # Clinic Slots - 20 

• GP / Consultant Physician 

• Radiologist 

• Clinical Nurse Specialist (CNS) 

• Radiology nurse 

• Clinic Co-ordinator 

• Clinical Lead 

Betsi 
Cadwaladr UHB 

687,000 119 • Mar 2022 - Glan 
Clwyd and 
Wrexham 

• Apr 2022 - 
Bangor 

• Location: Gwynedd Hospital, Glan 
Clwyd Hospital and Wrexham Maelor 
Hospital9  

• 1-stop model 

• 3 clinics per week 

• # Clinic Slots – 5 in each site, 15 total 

• GP / Consultant Physician 

• Radiologist 

• CNS x3 

• Clinic Co-ordinator x3 

• Healthcare support worker (HCSW) x3 

• Clinical Lead (x1 who covers all three sites) 

Cardiff and 
Vale UHB 

492,000 55 April 2023 • Location: University Hospital of Wales 

• 2-stop model 

• 2 clinics per week 

• # Clinic Slots - 10 

• GP / Consultant Physician 

• Radiologist 

• CNS 

• Clinic Co-ordinator 

• HCSW 

• Clinical Lead 

Cwm Tâf 
Morgannwg 
UHB 

 

442,000 67 Sep 2017  

(Patients in Bridgend 
are currently 
referred to RDC in 
Swansea Bay UHB) 

• Location: Rhondda Valley Hospital10 
(CT scans at Royal Glamorgan 
Hospital) 

• Hybrid model 

• 2 clinics per week 

• # Clinic Slots – 30 

• Consultant Physician 

• Radiologist 

• Advanced Nurse Practitioner (ANP) 

• Clinic Co-ordinator x 2 

• HCSW 

• Clinical Lead 

 

 
8 Source: StatsWales mid-year population estimates by Health Boards 
9 Wrexham Maelor Hospital also accepts referrals from North and mid-Powys. 
10 Current RDC referral pathway for Bridgend patients is to the RDC in Swansea Bay UHB. 



 

                                              Measurement Evaluation Learning: Using evidence to shape better services            Page 11 

Health Board Population GP practices Start date RDC Model RDC core workforce 

Hywel Dda UHB 383,000 55 Oct 2021 • Location: Prince Philip Hospital 

• 1-stop model 

• 1 clinic a week 

• # Clinic Slots - 5 

• GP / Consultant Physician 

• Radiologist 

• CNS 

• Clinic Co-ordinator 

• HCSW 

• Clinical Lead 

Swansea Bay 
UHB 

380,000 58 Jul 2017 • Location: Neath Port Talbot Hospital 

• 1-stop model 

• 2 clinics per week (have been adding two 
additional monthly clinics to meet demand) 

• # Clinic Slots – 5-6 (12 total) 

• GP / Consultant Physician 

• Radiologist 

• CNS / ANP 

• Clinic Co-ordinator 

• HCSW 

• Clinical Lead 

Powys Teaching 
Health Board 

134,000 16 • March 2021 -
South Powys 
(excluding 
Ystradgynlais) 

• March 2022 – 
North Powys 

• April 2022 - 
Ystradgynlais 
cluster (South 
Powys) 

• Powys GPs can refer patients to RDC in 
surrounding UHBs: 
o North Powys -> Betsi Cadwaladr UHB 
o Mid-Powys -> agreement being put in place 

to refer patients to Betsi Cadwaladr UHB 
o South Powys (excluding Ystradgynlais) -> 

Aneurin Bevan UHB 
o Ystradgynlais cluster -> Swansea Bay UHB 

• Cancer Research Wales funding to explore rural 
RDC model 
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Evaluation approach  

Evaluation purpose and objectives  

To support the WCN in assessing the implementation and impact of the national RDC programme, 

M·E·L Research were commissioned to carry out an independent evaluation. The evaluation looked 

to explore the following: 

▪ understanding the impact of the RDC programme on patients, primary care staff, secondary care 
staff and wider Health Board services 

▪ assessing whether the RDC programme represents added value for NHS Wales 

▪ learning and improving from experience, therefore, to share learning and best practice 

 
To address the evaluation aims, a set of research questions were developed:  

Evaluation aim Research Questions 

What was the impact of the RDC 

programme on patients, primary care 

staff, secondary care staff and wider 

Health Board services? 

1. Were short- and medium-term outcomes met? If not, 
why and what can we learn from that? 

2. How does the achievement of outcomes compare 
across the key stakeholder groups: patients, primary 
care staff, secondary care staff and health boards? 

3. Were there any unintended outcomes, positive or 
negative? Why? 

4. What was the value of a nationally directed but locally 
delivered model? 

5. Was there any demographical and geographical 
variation in inputs, outputs and outcomes? What could 
be learned from these? 

Did the RDC programme represent 

added value for NHS Wales? 

6. What efficiencies do RDCs offer compared to the 
alternatives? 

7. What was the added value of the programme? 

What was the wider learning of the 

programme? 

8. How well did the programme work? What could have 
been done better? 

9. How has this collaborative approach facilitated 
change? 

10. What does the future look like for RDCs?  
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Evaluation activities  

RDC staff feedback form:  

An online feedback form was designed to gather 

stakeholders' views on RDC progress to date, key 

challenges and learning of the RDC 

implementation, and their feedback on the 

national programme. The form was anonymous 

in nature unless the respondents consented to 

provide their contact details for a follow-up 

interview.  

The form was circulated by the WCN RDC programme team to 46 stakeholders who have been 

involved in the implementation and/or delivery of their local RDC.  It was also promoted in the RDC 

meetings, RDC Nurse Forum, RDC Coordinators Forum and the Vague Symptoms Cancer Site Group 

(CSG) meetings, plus email reminders sent by the WCN RDC programme team.  

20 people in total replied, resulting in an overall response rate of 43%.  8 out of those also agreed to 

be interviewed.    

RDC staff in-depth interviews 

Staff who are/were involved in the implementation and/or delivery of their local RDC were also invited 

to take part in an interview to explore further the outcomes, impact, added value and wider lessons 

of the national RDC programme. A discussion guide was used to ensure all key topics were covered 

during the interview. In total, 22 staff members took part in this activity.  

Patient in-depth interviews 

Patients attending the clinic were provided with an 

information sheet setting out details of the evaluation, what it 

would involve, how they could provide feedback, the 

importance of the research and how personal data would be 

processed and managed. A Welsh version was also made 

available. Patients who wished to provide feedback on their 

experiences could contact M·E·L Research directly to arrange 

an interview session. The approach aimed to minimise the 

1

1

2

4

5

7

Other

Consultant

Radiologist

RDC Coordinator/Manager

Clinical Nurse Specialist

GP

Figure 2: Feedback form returned by job role 
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need to exchange personal information between the RDC teams and the evaluation team at M·E·L. 

The evaluation team would only collect and process patients’ personal information with clear and 

direct consent.  

A discussion guide was used to help explore patients’ experience of the RDC, the impact of the RDC 

and where improvements could be made. The uptake of this approach was low and only six patients 

approached M·E·L to give their feedback. As part of the evaluation, 6 customer journey maps were 

created, based on the patient interviews, to visually present their experience of the RDC and the 

outcomes and impact (see Appendix B). 

All patient interviews were carried out over the phone as it was the preferred method. All staff 

interviews were conducted via MS Teams. With consent, the interviews were recorded digitally, then 

entered into a transcript analysis grid for further exploration.  

Table 2 presents a summary of the evaluation activities and the number of participants involved from 

each Health Board. 

Table 2. Evaluation data collection activities delivered 

Health Board 
Staff feedback 

form 
Staff interview 

Patient 
interview 

Aneurin Bevan 1 3  

Betsi Cadwaladr 7 5 2 

Cardiff and Vale 3 3  

Cwm Tâf Morgannwg 3 3  

Hywel Dda 2 3 1 

Swansea Bay 4 5 3 

Wales 20 22 6 

 

Limitations 

The evaluation team planned to complete around 10 interviews per Health Board RDC, engaging with 

c.6 staff members and c.4 patients. The interviewing activity was carried out between July and early 

October 2023 with several attempts made by the national programme team to encourage 

engagement with the evaluation. During this period the RDC teams also faced several challenges e.g. 

service pressures due to increased demand, limited staff availability and competing priorities which 

hindered their ability to participate in the evaluation activities.  
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As demonstrated in Table 2 above, the engagement levels are lower in some Health Boards which 

limited our ability to present views from different job roles within their RDC, particularly from GPs / 

consultant physicians and radiologists. 

The approach adopted by the evaluation team to engage with patients also did not yield the level of 

interest as anticipated. If an evaluation is to be conducted again for the RDC service, it might work 

better to recruit patient participants via the existing RDC patient experience survey.  

It is also worth noting that the evaluation has not engaged with commissioners and local authority 

public health etc. from each Health Board area to gain their views on the RDC service and on their 

future commissioning priorities.  
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Evaluation findings 
This section presents the findings under each aim of the evaluation.   

What was the impact of the RDC programme on patients, primary 

care staff, secondary care staff and wider Health Board services? 

Intended programme outcomes   

For patients with vague, non-specific symptoms that could be due to cancer, the RDC has, in the main, 

improved the speed of diagnosis from the point of GP referral which would lead to improved overall 

patient health outcomes and reduce cancer diagnoses via emergency presentations, amongst other 

long-term outcomes defined in the national programme logic model (Appendix A). According to the 

programme monitoring data11, 58% of RDC patients were seen within 14 days from the point of referral 

since April 2022 (17% within 7 days12). Impact of COVID, limited manpower within the RDC teams, NHS 

strike action and public holidays should be taken into consideration while examining this figure.  

Six out of the seven Health Boards in Wales have implemented an RDC, and agreements are in place 

for patients from Powys to be referred to RDCs operated by neighbouring Health Boards.13 Reviews 

were also carried out to see how a rural RDC could be set up for Powys. It is worth exploring the 

possibilities of providing extra clinics at different times or locations to improve the equity of access to 

the service, especially amongst the Health Boards which predominantly cover rural geographical 

areas. “I think being a rural Health Board and the restriction on space to hold our clinic, we do find that 

patients coming from afar have a long journey to clinic.”- RDC Coordinator 

Another long-term objective of the national programme was to Improve the identification and 

management of other serious non-malignant disease or those at risk of developing serious illness. This 

has certainly been achieved via the RDC with 34% of patients found with significant non-cancer 

diagnoses across Wales according to the programme monitoring data. Those patients were then 

referred to other specialists or secondary care teams. The RDC provides a “Rapid assessment of often 

very worrying symptoms for patients without significant delays in diagnostics or clinic appointments. 

Patients are visibly reassured when they leave the clinic knowing that they have had a full assessment, 

 
11 Source: National RDC outcome reporting tool and dashboard 
12 Target set in the National Optimal Cancer Pathway for Patients with Vague (Non-Specific) Symptoms, available at 
https://executive.nhs.wales/networks-and-planning/cancer/wcn-documents/clinician-hub/csg-pathways-and-associated-
documents/vague-symptoms-national-optimal-pathway/ 
13 Patients from South Powys and North Powys are currently being referred to RDCs. An agreement is in place for Mid-
Powys but at present, referrals are not being made. 

https://executive.nhs.wales/networks-and-planning/cancer/wcn-documents/clinician-hub/csg-pathways-and-associated-documents/vague-symptoms-national-optimal-pathway/
https://executive.nhs.wales/networks-and-planning/cancer/wcn-documents/clinician-hub/csg-pathways-and-associated-documents/vague-symptoms-national-optimal-pathway/
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and nothing has been found. In contrast those with a serious (cancer or non-cancer) diagnosis are 

grateful for the rapid assessment and treatment or onward referral plan.” – GP Specialist 

The RDC Patient Experience survey data collected in 2022/23 reflects the positive outcomes and 

experience of RDC patients.14  

 
Source: Rapid Diagnosis Clinics Patient Experience Data 2022-2023 Report (n=627, covering RDC patients of 
Betsi Cadwaladr UHB, Hywel Dda UHB and Swansea Bay UHB)  

 
14 The survey was developed by the WCN in collaboration with Health Board RDC Teams. Each Health Board adopted their 
own way to share the survey with patients.  
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For the Health Board RDC Teams, most have been operating for at least 12 months with the exception 

of Cardiff & Vale UHB, and have developed a working model that is suitable for their own local setting, 

while still following the agreed Vague Symptoms National Optimal Pathway (NOP) and service 

specification.15  It is also evident that the national programme has successfully facilitated cross learning 

and collaboration between the RDCs through a dedicated programme team at the WCN with regular 

forums for CNSs and RDC Coordinators and the quarterly CSG meetings for vague symptoms. “RDC 

has demonstrated that patient care and services can be standardised to a certain extent between the 

Health Boards. It's an example of how collaboration can work when people are open to it.” - GP Clinical 

Lead 

What also came across strongly during the evaluation was high level of job satisfaction expressed by 

RDC staff, a very positive outcome. “That's what gives me that fire in my belly to make a difference to 

patients' lives and the clinic in general is making a difference. And also for me, job satisfaction is 

through the roof.” – RDC ANP;  “The fact that the service offers a quick pathway from GP referral to 

clinic appointment thus avoiding delays for potential cancer diagnosis. Being involved in the patient's 

journey from booking appointment to attendance at clinic and having the results. It has been an honour 

bringing this service to the local community.” – RDC Coordinator/Manager 

For primary care, although the awareness of RDC and quality of referrals is generally improving, the 

feedback from most RDC staff engaged in the evaluation was that more work can be done to further 

improve these and face-to-face engagement and educational events would work best. The national 

programme team attempted to seek feedback from GPs via an RDC GP survey.16  Although only 16 

surveys were completed between April and June 2023, the majority found the process of referring 

patients to the RDC convenient, and the service has helped alleviate their stress/frustration for having 

no clear pathway to follow for patients with vague cancer symptoms and the need to make multiple 

referrals to different specialisms with patients “bouncing around”. 

For secondary care, there is reported increase of awareness of RDC and improved working 

relationship between the team and other secondary care teams (cancer and non-cancer), through 

proactive engagement and communication from the Health Board RDC teams and the multi-

disciplinary team meetings (MDT).  

For the wider system, as highlighted above, the national programme has helped create a collaborative 

environment for the RDC teams, and RDC staff also felt that the communications between them and 

 
15 https://executive.nhs.wales/networks-and-planning/cancer/workstreams/rapid-diagnosis-clinics-programme/rdc-
documents/rapid-diagnosis-clinics-a-national-programme-for-wales/ 
16 The online survey was disseminated by email to all GP Practices in Wales. It was also promoted through the WCN 
Newsletter, WCN Twitter account and the Macmillan Primary Care Cancer Framework GP Leads/ Facilitators, etc. 

https://executive.nhs.wales/networks-and-planning/cancer/workstreams/rapid-diagnosis-clinics-programme/rdc-documents/rapid-diagnosis-clinics-a-national-programme-for-wales/
https://executive.nhs.wales/networks-and-planning/cancer/workstreams/rapid-diagnosis-clinics-programme/rdc-documents/rapid-diagnosis-clinics-a-national-programme-for-wales/
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primary care have improved as a result. “The GPs are getting bounced from one place to the other and 

the whole purpose of this pathway was to try and give the GPs somewhere to send the patients that 

they are worried about.” – Radiologist;  ”I think it's broken down the barrier between primary and 

secondary care, which I think is has been a really positive thing...We've been able to support local GP 

meetings and tell them about the clinic, and tell them our results, and what we've done and that's a 

really positive thing as well.” - Consultant Radiologist 

Unintended outcomes 

The quality of referrals was a common issue raised by RDC staff and relevant stakeholders across all 

Health Boards, mostly around the required Set ‘A’ tests which include various blood tests and FIT 

(Faecal Immunochemical Test) not completed when referrals were made. The effort required to 

educate GPs on a case-by-case basis was perhaps not anticipated by the RDC teams initially and higher 

rates of declined referrals could be observed from the programme monitoring data in early 2022/23. 

It was also reported that not all GPs are aware of the RDC (including not knowing or not advising 

patients that it’s a cancer service for vague symptoms), some RDC teams are only getting referrals 

from a few GPs, and some GPs are using RDC as a gateway to get their patients seen more quickly 

regardless of the symptoms.  

Effort has been made and plans are being put in place to further engage and educate GPs to improve 

their awareness of the service and understanding of the referral criteria. For example, Betsi Cadwaladr 

UHB has an intranet page with all the information for RDC referrers, which has been advertised widely 

in communications with primary care. Aneurin Bevan UHB also launched their intranet page in 

Summer 2023 which enables GPs to check what the criteria for RDC referrals are and tests needed to 

help improve the quality of referrals. 

With the increased awareness of the service, the RDC Teams are faced with increased referrals whilst 

being uncertain if extra funding to expand the workforce within the team or to introduce additional 

clinics could be obtained. This could lead to delays in the pathway and compromise the ethos of the 

service being ‘rapid’ for patients. “We get most of the sessions filled, I suppose the unintended 

consequences were a victim of our own success and the referral rate has gone up hugely. When we 

were able to get patients always seen within a week now it sometimes slipped to 10 days, two weeks 

which we don't like at all, that makes us feel quite jumpy.” - Consultant Radiologist 
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Values of the nationally directed but locally delivered model 

Most stakeholders felt that it was a necessary approach to enable the service to be rolled out across 

all of Wales. The national programme team worked with and supported Health Boards to deliver the 

RDC service which aligned with the NOP and Service Specification but allowed for adaptions to meet 

the needs of their local population. It helped overcome potential barriers and hurdles together, 

instead of each Health Board introducing the service themselves in isolation. The locally delivered 

model was also appreciated as “I think that whatever you do nationally has to allow flexibility for what 

you've got available locally, you know and that be in terms of scanning resource, in terms of clinical 

resource, in terms of a simple thing like rooms.” - RDC Clinical Lead;  “Oversight from a national team 

with expertise ensures the service is designed to deliver the right care for all patients. Locally delivered 

ensures each RDC is implemented with its local demographic in mind and works to improve local 

services and resources alongside the RDC pathway.” – RDC Clinical Lead 

19 out of the 20 staff who filled in the feedback form agreed that the nationally driven 

but locally delivered approach worked. “I think it is unlikely it would have happened if 

there had not been a nationally driven programme as it allowed many of the barriers to 

be broken down. Locally there was some dissent at us following the approach from the national 

programme.” – RDC Clinical Lead;  “By gathering all the national information, it was then 

communicated back to us and we were then able to discuss and chat about what worked well and 

what we wanted to take forward. It also helped if we needed to change practice, other ideas or ways 

that had been used Nationally for us to try.” – RDC CNS;  “Nationally driven but locally delivered works 

well as it provides a set of agreed standards but each health board will have their own challenges in 

delivering the service so it allows some flexibility in the model.” – RDC Clinical Lead 

Any demographical or geographical variation in inputs, outputs and outcomes 

From the national RDC dashboard output data, the evaluation team was able to review the number of 

accepted referrals, average number of days between referral and RDC appointment, and cancer 

conversion rate by age group and by gender (Figure 3-5). The results show very small variations 

between the different sub-group of patients which is positive. 

The evaluation team was not able to analyse the RDC patient experience survey data by demographics 

due to the information not being collected currently - something to consider for the WCN and Health 

Boards to help monitor and maintain the equity and quality of the service.  
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Figure 3. Number of accepted RDC referrals by age group and gender 

 
Sources: National RDC Dashboard output covering 2022/23-23/24 Q1 

 
Figure 4. Average number of days between referral and RDC appointment by age group and gender 

 
Sources: National RDC Dashboard output covering 2022/23-23/24 Q1 

 
Figure 5. Cancer conversion rate by age group and gender 

 
Sources: National RDC Dashboard output covering 2022/23-23/24 Q1 

 
As part of the evaluation, six in-depth case studies have been created to highlight the outcomes and 

key findings for each of the Health Boards operating an RDC. They can be found in Appendix C. Table 

3 provides a brief summary of each RDC and their key challenges.   
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Table 3. A brief summary of the RDCs 

Health Board RDC summary Key challenges 

Aneurin Bevan 
UHB 

▪ Covering mainly urban areas 

▪ Received the 3rd highest number of referrals in 

2022/23 despite service being paused in Q2 

▪ Receiving referrals from South Powys (excluding 

Ystradgynlais) 

▪ Cancer conversion rate above the Wales average 

▪ Non-cancer diagnosis not considered a clinical 

outcome of the RDC 

▪ After the service pause, the RDC was moved to 

being under the clinical delivery division which has 

helped improve the operation of the service 

▪ Consultant physicians 

are mainly locum GPs 

and can only sign off 

patient letters when in 

clinic - causing delay   

▪ RDC CNS on long-term 

sick leave 

 

Betsi Cadwaladr 
UHB 

▪ Largest Health Board in Wales, covering both urban 

and rural areas (approx. 50/50)  

▪ Only RDC operating at more than one hospital 

▪ Received the 2nd highest number of referrals in 

2022/23 

▪ Receiving referrals from North Powys  

▪ Cancer conversion rate below the average across all 

RDCs 

▪ Reported the highest percentage of patients seen 

within 7 days from referral 

▪ Coping with increasing 

service demand with 

existing resource 

▪ Securing funding and 

resource to expand the 

service 

Cardiff & Vale 
UHB 

▪ Covering mainly urban areas 

▪ Newest RDC to be operating in Wales (started in 

April 2023) so at very early stage of implementation 

▪ Knowledge sharing sessions facilitated by WCN 

helped eliminate potential barriers 

▪ Looking to move from 2-stop to 1-stop 

▪ Reported the highest cancer conversion rate in 

2023/24 Q1 

▪ Reported a higher rate of patients not attending 

appointments than the average across all RDCs 

▪ Educating and 

communicating with 

GPs to help improve the 

quality of referrals 

▪ Improving service 

resilience  

Cwm Tâf 
Morgannwg 
UHB 

▪ Covering mainly urban areas 

▪ One of the pilot sites for RDC in 2017 

▪ Only RDC operating a hybrid model; CT scans and 

physical assessments conducted at different 

hospitals  

▪ Patients in Bridgend currently referred to Swansea 

Bay UHB 

▪ Received the 2nd highest number of referrals in 

2022/23 Q1+Q2 (Q3&Q4 data not available for evaluation) 

▪ Cancer conversion rate on par with the average 

across all RDCs 

▪ Reported the lowest percentage of patients seen 

within 7 days and 8-14 days from referral (based on 

2022/23 Q1+Q2 data) 

▪ Coping with increasing 

service demand with 

existing resource 

▪ Improving service 

resilience 



 

                                              Measurement Evaluation Learning: Using evidence to shape better services            Page 23 

Hywel Dda UHB ▪ Covering largely rural areas 

▪ Received the lowest number of referrals 

▪ Cancer conversion rate above the average across all 

RDCs 

▪ Reported the 2nd lowest percentage of patients 

seen within 7 days and 8-14 days from referral 

▪ Reported the lowest rate of patients not attending 

appointments 

▪ Engaging with and 

educating GPs who 

have not referred 

▪ Improving the equity of 

access to an RDC in the 

Health Board 

Swansea Bay 
UHB 

▪ Covering mainly urban areas 

▪ One of the pilot sites for RDC in 2017 

▪ Received the highest number of referrals 

▪ Receiving referrals from Ystradgynlais cluster in 

South Powys 

▪ Have been running additional clinics to deal with 

demand 

▪ Cancer conversion rate on par with the average 

across all RDCs 

▪ Reported the 2nd highest percentage of patients 

seen within 7 days from referral 

▪ Securing resource for 

endoscopy sessions to 

expand diagnostic 

ability within the RDC 

▪ Securing extra funding 

and resource to deal 

with increasing demand 

 

Did the RDC programme represents added value for NHS Wales? 

The aim of the evaluation was not to examine the cost effectiveness of 

the RDC as the pilot conducted in Swansea Bay UHB and Cwm Tâf 

Morgannwg UHB demonstrated that RDCs are a cost-effective solution 

for improving outcomes for patients presenting with vague, non-

specific, but concerning symptoms if the capacity utilisation of the 

clinic is above 80%.17 Instead, the evaluation focused on understanding 

the added benefits and values of the service, compared to the 

conventional pathways before the RDC was introduced.  

It is estimated that in the UK, 50% of patients with cancer do not present with the red flags required 

for referral to a site-specific suspected cancer pathway.18  Even when a patient is referred on to an 

urgent suspected cancer (USC) pathway with specific red-flag symptoms, there can still be different 

routes within the pathway that they need to go down. The RDC provides a single point of access to a 

diagnostic pathway and can normally see a patient within 7 to 14 calendar days from the point of GP 

referral. Those RDCs that operate the 1-stop model can normally give patients their diagnosis on the 

 
17 Sewell, B., Jones, M., Gray, H., Wilkes, H., Lloyd-Bennett, C., Beddow, K., Bevan, M. and Fitzsimmons, D., 2020. Rapid 
cancer diagnosis for patients with vague symptoms: a cost-effectiveness study. British Journal of General Practice, 70(692), 
pp.e186-e192 
18 Neal RD, Din NU, Hamilton W, et al. Comparison of cancer diagnostic intervals before and after implementation of NICE 
guidelines: analysis of data from the UK General Practice Research Database. Br J Cancer. 2014;110(3):584–592. 
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same day.  “The patients referred to us would have sat on waiting lists for a long time as 'Routine' or 

'Urgent' as their symptoms do not meet the criteria for USC pathway. Patients that are seen on the 

Vague Symptom Pathway in the RDC are more likely to have a cancer found at a stage that is treatable. 

Previously patients would likely arrive in A&E with a higher-grade cancer, very poorly and with a poor 

prognosis. In short, patients have a better prognosis, receive treatment that can be curative/life 

prolonging and less strain on hospital waiting lists.” – RDC Coordinator/Manager;   “It is saving patients 

being referred via an incorrect pathway and causing them to have inappropriate investigations and 

then investigations repeated. I also think it will save some emergency admissions.” – RDC Clinical Lead 

The RDC has substantially sped up the diagnostic pathway as it provides a one-stop shop for patients 

with direct access to CT scans, holistic assessment, clinical expertise and MDT. Patients with a cancer 

diagnosis are normally referred directly to the relevant specialties straightaway which further reduces 

their waiting time for treatment. Those who receive a non-cancer diagnosis but with chronic or 

complex health conditions have also been referred to appropriate service for treatment.  

The fast turnaround time also helps reduce patients’ anxiety and stress levels as "for the patient it can 

be stressful because their GP says to them, well I think we could do a CT scan but I'm going to have to 

ask to see if I can get you one and then I'll let you know if we have…..So it just cuts out all of that anxiety 

and waiting on things as well.” – RDC Clinical Lead;   “The ethos of RDC is just remarkable. Patients are 

just seen so quickly and the support they receive is phenomenal.” – Cancer Service Manager 

In terms of cancer diagnosis, 203 were diagnosed across all RDCs between 2022/23 Q1 and 2023/24 

Q1, representing a 6.9% diagnosis rate. The figure is an indication and may not reflect the true 

conversion rate of the RDCs in Wales due to missing data from one Health Board in 2022/23 Q4 and 

the RDC in Cardiff & Vale UHB only started operating in 2023/24 Q1. 

When reviewing the non-attendance rate of RDC appointments, a statistical report produced by The 

Welsh Government on outpatient activity highlights that across Wales in 2018-19, the percentage of 

appointments where outpatient did not attend was 7.7%.19 In comparison, the rates of RDC 

appointments are 4.1% on average, a very positive outcome of the service. 

Another added value which comes across strongly in the evaluation is high job satisfaction amongst 

RDC staff. “It's very satisfying working in the clinic. I have time to talk to patients, understand their 

personal circumstances, explain to them the test results and the next steps.” – RDC Clinical Lead;  “It's 

really rewarding to be part of the pilots that show that things can be done to make things better across 

the board. I've been really, really proud to be part of it actually.” – Consultant Radiologist 

 
19 Source: https://www.gov.wales/outpatient-activity   

https://www.gov.wales/outpatient-activity
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Finally, other cancer specialties within Swansea Bay UHB are using funding from Moondance Cancer 

Initiative to trial the RDC model within their specific pathways, i.e., neck lump cancer, colorectal 

cancer.20 This is something other Health Boards are very interested in also.   

What was the wider learning from the programme? 

How well did the programme work? What could have been done better? 

Overall, the programme was perceived to work well although some teething issues still needed to be 

reviewed and addressed, particularly around the quality of referrals and resilience of the service / RDC 

team. Key enablers of the success have been:  

▪ Support and endorsement from radiology 

▪ The development of the NOP and service spec 

▪ A dedicated National Programme Team to facilitate change and collaboration 

▪ Endorsement from senior management within the Health Boards 

▪ Buy-in across primary and secondary care 

▪ A strong belief of the ethos and what the RDC is trying to achieve within the RDC teams and 
secondary care teams. 

Figure 6: From a scale of 1 to 10, how well the following were achieved by the programme 

 
Source: staff feedback form (n=20) 

 
20 https://moondance-cancer.wales/projects/supporting-the-rapid-diagnosis-centre-model-in-wales/supporting-the-rdc-
model-in-wales 

7.5

8.2

8.3

8.5

A standardised Outcome Reporting Tool

Wider sharing of best practice, knowledge and expertise
through Project Managers / Programme team

Development of the Service Spec

Development of the National Pathway

https://moondance-cancer.wales/projects/supporting-the-rapid-diagnosis-centre-model-in-wales/supporting-the-rdc-model-in-wales
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The feedback on the National Programme Team was positive 

overall.  Almost all who took part in the staff feedback survey agreed 

that the team worked well with their Health Board to deliver an RDC 

in their local area. “I personally have received a lot of support from 

the Wales Cancer Network in setting up the RDC. Their input has 

been invaluable in getting the service off the ground.” – RDC Clinical 

Lead;  “I think The Wales Cancer Network has been an important key 

to the Health Board. Through them sharing of ideas and opportunity 

to talk with other Health Board areas has been implemented.” - RDC 

Coordinator / Manager;  “They [the National Programme Team] have been so supportive throughout. 

When I first started the job, I was anxious but excited about the brand new role; they were always 

available to chat and answer questions. They encouraged us to grow in our roles and question if we 

thought there was a better way to run our clinics. Throughout they arranged regular meetings to 

update us and allow time to discuss changes and our thoughts and feelings on our RDC. They have 

been a great support and a wealth of information.” – RDC CNS 

Figure 7. Feedback on the national RDC programme team 

 
Source: staff feedback form (n=20) 

Ideas for WCN to improve support and engagement for RDC moving forward include: 

▪ continuing with the regular updates for all RDC staff members 

▪ continuing with the CNS / ANP / Co-ordinator forum meetings for exchanging ideas and 
networking 
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▪ providing more advice on data collection and data analysis to assess the efficacy of the service 
including identifying and addressing any inequality.  

 
The programme implementation was not without challenges; some key ones highlighted by 

stakeholders were: 

▪ A lack of awareness and understanding of the RDC within primary care 

▪ A lack of buy-in from secondary care staff at the beginning and push back from other specialties 
when making onward referrals 

▪ Having a suitable ‘home’ for the clinic, including its physical location and which directorate it sits 
under 

▪ Limited workforce which impacts on the resilience of the service  

▪ A lack of readily available funding to expand current capacity to deal with increasing demand 

▪ Wider factors such as COVID 19 and financial situation with NHS Wales 

Some argued that RDC would not be needed if GPs can have direct access to CT scans and can have 

direct dialogue with radiologists. Many counterargued that the RDC does not just provide CT scans but 

a one-stop holistic assessment of the patient to determine the cause of their symptoms, regardless of 

whether it is cancer or something else, combined with clinical expertise from the consultants / 

physicians and specialist GPs who are experienced with cancer or other chronic diseases. Moreover, 

the RDC has direct access to MDT which “has very open lines of communication which greatly speeds 

up the process. They [RDC] can achieve much more in the time that they have with the patient.” – RDC 

Co-ordinator 

Some felt that it would have been more helpful for them to set up the local RDC if they had had the 

opportunity to visit the pilot sites in Cwm Tâf Morgannwg UHB and Swansea Bay UHB to see how it 

worked in practice. This could not have been achieved as most RDCs were set up during COVID which 

made face-to-face engagement difficult. It’s a useful learning for future, nonetheless.  

How has this collaborative approach facilitated change? 

The national programme enabled all the Health Boards to collaborate on a service that each one is 

operating slightly differently, but with the same aim. The forums and meetings facilitated by the 

national programme team has offered RDC staff the opportunity to learn from each other – enabling 

cross-pollination between Health Board RDC teams. “We had where people were sharing their 

experiences which was very useful because I think we are all experiencing similar issues.” – Radiologist;   

“RDC has demonstrated that patient care and services can be standardised to a certain extent between 
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the HBs. It’s an example of how collaboration can work when people are open to it.” – RDC Clinical 

Lead 

What does the future look like for RDCs? 

The national RDC programme has proved the concept and that RDCs work well in practice. There is a 

strong consensus amongst staff that the service should be continued and can be adopted by some 

other specialties, e.g., neck lump cancer, colorectal cancer.  However, many felt that the RDCs would 

struggle with capacity to deal with the increasing demand if extra funding cannot be secured from 

their Health Board or other sources to recruit more staff and provide extra clinics. “We are trying to 

build a more robust and resilient service to minimise the delays in access and appointments. Part of 

this is negotiating the financial and workforce demands of the service in the context of the wider Health 

Board spend. Education and communication between RDC and primary care needs to constantly evolve 

so that the right patients attend the right service first time. This is an ongoing challenge.”- RDC Clinical 

Lead 

The idea of situating the RDC within a community diagnostic hub (CDH)/centre (CDC), out of the 

secondary care setting was mentioned.  The CDCs have been operating in England for a few years, 

following Professor Sir Mike Richards’ Review of NHS diagnostics capacity.21 They allow patients to 

access planned diagnostic care nearer to home without the need to attend acute hospital sites. Similar 

to the concept of the RDC, the CDCs aim to provide a single point of access for patients, enabling 

access to a range of diagnostic tests to achieve early diagnosis and streamline healthcare services.  

Having the RDC within a CDH/CDC could help improve the equity and access of the service for patients 

with vague cancer symptoms across Wales, particularly for those who live in more rural areas. Key 

considerations would be how the RDCs within a CDH/CDC could be staffed and how the CDC pathways 

could be integrated with existing systems within primary and secondary care.  “Ideally the RDC should 

be within a community diagnostic hub where patients can have rapid access to all test mediums, and 

not just CT scans. Around 30% patients could avoid complete body radiation and might just need an 

endoscopy and an ultrasound for example. It's not possible to do so in the secondary care setting.” – 

RDC Clinical Lead

 
21 Richards, M., 2020. Diagnostics: Recovery And Renewal: Report of the Independent Review of Diagnostic Services for 
NHS England. Available at https://www.england.nhs.uk/wp-content/uploads/2020/11/diagnostics-recovery-and-renewal-
independent-review-of-diagnostic-services-for-nhs-england-2.pdf 

https://www.england.nhs.uk/wp-content/uploads/2020/11/diagnostics-recovery-and-renewal-independent-review-of-diagnostic-services-for-nhs-england-2.pdf
https://www.england.nhs.uk/wp-content/uploads/2020/11/diagnostics-recovery-and-renewal-independent-review-of-diagnostic-services-for-nhs-england-2.pdf
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Key learnings 
All in all, the national RDC programme has achieved the objectives as set out in the implementation 

specification document:  

 

Six out of the seven Health Boards in Wales have implemented an RDC, and agreements are in place 

for patients from Powys to be referred to RDCs operated by neighbouring Health Boards. 17% of 

patients were seen within 7 days from the point of referral since April 2022, and a further 41% were 

seen within 8-14 although these ratios may decrease as the RDCs continue to deal with the increasing 

demand of the service. To support the Welsh Government’s vision of a healthier Wales, around a third 

of RDC patients were diagnosed with non-cancer but serious or concerning health conditions and were 

referred for further investigation.  

A high level of job satisfaction is apparent amongst RDC staff.  Many felt they were making a 

difference and felt proud to be involved in a service as such. Several also highlighted the different 

standards of service NHS patients receive beyond the RDC pathway and how the ethos of RDC should 

be the ethos of all public health care services.  
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The nationally directed but locally delivered model worked well. Many considered it an essential 

approach to enable the collaboration and roll-out of the RDCs across Wales. It is worth noting that the 

same concept of service model is being explored in other cancer specialities in Swansea Bay UHB, 

supported by funding from Moondance Cancer Initiative.22   

Although the national programme was successful in its delivery, some key challenges remain to be 

addressed. To improve the quality of referrals will require a continuous effort of RDC staff to 

communicate and educate their local GPs. Face-to-face engagement is considered to be much more 

effective than digital and paper communications, however it is more labour intensive.  

The data fed into the national dashboard were not of consistent quality across the Health Board RDC 

teams. Some missing information and inconsistent numbers can be found and therefore relevant 

figures presented in this report and case studies are for indication only.  

The resilience of the RDC service in each Health Board is also a key concern highlighted by RDC staff. 

It is the evaluator’s understanding that most, if not all, of the RDC staff are on a permanent contract, 

either full-time or part-time. This signifies the Health Boards’ commitment and the sustainability of 

the service although it does not eliminate the challenge of the RDCs needing to serve an increasing 

patient cohort with the same limited resource, while trying to achieve the 7-day target. How to future 

proof the service will be an important consideration for each Health Board RDC team moving forward.     

Recommendations for future delivery 

 

RDC teams to consider engaging with GPs through e.g., newsletters, CPD 
(continuing professional development) events, or individual visits (labour intensive) 
to increase service awareness and improve quality of referrals. 

 

As a standalone service, it would be challenging to ringfence the funding for RDC on 
a longer-term basis due to financial pressures faced by the NHS and future changes 
in service priorities. To help improve the sustainability and resilience of the service, 
Health Boards to consider: 

▪ mainstreaming RDC by incorporating it into existing funding, this could also 
help with recruitment of new staff (e.g. offering a full-time instead of 0.2 WTE 
role); 

▪ reviewing staff structure and the appropriateness of the staff renumeration in 
relation to the job roles required in an RDC; 

▪ opportunities to develop Community Diagnostic Hubs incorporating a RDC. 

 
 
22 https://moondance-cancer.wales/projects/supporting-the-rapid-diagnosis-centre-model-in-wales/supporting-the-rdc-
model-in-wales 

https://moondance-cancer.wales/projects/supporting-the-rapid-diagnosis-centre-model-in-wales/supporting-the-rdc-model-in-wales
https://moondance-cancer.wales/projects/supporting-the-rapid-diagnosis-centre-model-in-wales/supporting-the-rdc-model-in-wales
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WCN to review the purpose of the national dashboard, who the key audience are 
and what the future monitoring and evaluation needs might be. This would help 
define the key performance indicators and the Health Boards to see the benefits of 
providing the data. 
 
Other indicators which could be included to support continuous service 
improvement are:  
▪ Percentage of cancers (out of total) diagnosed through RDC, 
▪ Number of GP practices use/not use the service, 
▪ Clinic capacity utilisation.  
 
Other information to help assess the equity of the service could include 
demographics (beyond age and gender), the Welsh Index of Multiple Deprivation, 
etc. It is also worth reviewing whether all indicators should be reported on a 
quarterly basis; some could be done annually.  

 

WCN and Health Boards to consider including demographic questions in the 
existing RDC patient experience survey to help monitor and maintain equity and 
equality of the service. The survey could also be utilised as a means to recruit 
research participants for future service evaluation needs.  

 

WCN to continue to facilitate forums and meetings to enable cross-pollination and 
networking amongst RDC staff. 
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Appendix A: The national programme logic model 

RDC Logic Model – National RDC Programme 
Situational context Inputs Outputs Outcomes/ Impact 

Context 
What external factors 

interact with and influence 
the programme? 

Resources 
What resources will 

be required to 
achieve the desired 

outcomes? 

Activities 
What activities need to 
be performed to cause 

the necessary 
outcomes? 

Participants 
Who will we 

reach? 

Short Term (ST) (12 
months) 

What knowledge or skills 
do people need for the MT 

outcomes occur? 

Medium Term (MT) (1-3 
years) 

What behaviours need to 
change for LT outcomes to 

be achieved? 

Long Term (LT) (3-5 years) 
What will the situation 

look like when we achieve 
the desired situation or 

outcome? 

WELSH CONTEXT 

• No pathway for patients 
with vague symptoms 

• NICE Guideline 12 – 
Suspected Cancer 

• Vague symptoms poor/ 
PPV for cancer 

• Poor cancer outcomes 
and experience for patients 
presenting with vague 
symptoms 

• Danish Three-Legged 
Strategy 

• CRUK ACE MDC 
Programme 

• RDC Pilot Evaluation 

• Diagnostic and workforce 
pressures 
 
POLITICAL SITUATION 

• Welsh Govt commitment 
& priority 

• HB commitment to 
maintain funding for RDCs 
beyond WCN contribution 

PEOPLE 
 
WCN Programme 
Team: 

• Clinical Lead 

• Clinical Fellow 

• Programme 

Manager 

• Regional Project 

Managers (x3) 

• Programme 

Support Officer 

 
Stakeholders: 

• HB RDC teams 

• WCN programmes 

• NHS Collaborative 

programmes 

• Health Board 

executives 

• Health Board 

Cancer Teams 

• Provide leadership, 

project management 

and an enhanced level 

of support to Health 

Board RDC teams 

• Clinical Leadership/ 

Support and Advice 

through National 

Clinical Lead role 

• Develop a Vague 

Symptoms National 

Optimal Pathway 

• Develop and 

implement the RDC 

Service Specification 

• Deliver RDC Learning 

Events (x2) 

• Develop and 

implement a National 

RDC Dashboard 

• Develop and 

implement an 

PRIMARY CARE 

• Clusters and 

LMCs 

• GPs 

• ANPs 

• Non-clinical 

staff 

 
SECONDARY 
CARE 

• Cancer-specific 

pathways/ MDTs 

• AOS/ MUO 

Pathways 

• Non-cancer 

specialists 

• Radiology 

• Diagnostic 

Services 

• AHP/ Pre-

habilitation 

Teams 

HB RDC TEAMS 

• Increased knowledge 

amongst HB RDC teams 

so that they have the 

confidence to implement 

an RDC service 

• Enhanced information 

available for HB RDC 

teams to support 

planning, development, 

and implementation 

processes 

• RDC service models 

designed to support 

COVID-19 guidance 

• Enhanced information 

sharing and networking 

between HB RDC teams 

• Patient experience 

collected by all RDC 

teams (PREMs/ PROMs) 

 

HB RDC TEAMS 

• Joined up implementation 

of RDCs across Wales 

• Reduced ‘silo’ working  

• Use of a nationally agreed 

and clinically endorsed 

pathway and service spec to 

support implementation 

and ongoing service 

development 

 
PRIMARY CARE 

• Increase in appropriate 

GP referrals to the RDC/ 

reduced referral back to GP 

from RDC triage 

 
WIDER SYSTEM 

• Increased access to data 

pertaining to an RDC service 

and the Vague Symptoms 

Pathway to drive service 

• Population of Wales has 

access to an RDC service 

• Support earlier 

diagnosis for patients with 

vague, non-specific 

symptoms that could be 

cancer 

• Reduce cancer 

diagnoses via emergency 

presentations  

• Improve overall patient 

health outcomes by 

detecting cancer earlier 

• Improve patient and GP 

experience 

• Improve the 

identification and 

management of other 

serious non-malignant 

disease or those at risk of 

developing serious illness 
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GEOGRAPHICAL 
SITUATION 
Urban and rural geography 
within and between HBs  
POPULATION 
Considerable variation 
across and within HBs in 
age structure, ethnicity, 
mobility, health education, 
patient performance status 
and  
multiple chronic diseases 
 
ECONOMIC SITUATION 

• Significant financial 

pressure within the NHS 

• Covid-19 recovery 

pressures 

 
 
 

• Health Board 

teams (other 

specialisms) 

• Improvement 

Cymru 

• HEIW 

• DHCW/ NDR 

• Cancer Research 

UK 

• Cancer Research 

Wales 

• NHS Scotland 

• Department of 

Health (NI) 

• Wales Cancer 

Alliance 

• Macmillan Cancer 

Support 

• Swansea Bay RDC 

leadership team 

 
FINANCIAL  
~£800,000 WCN 
funding 
 
TIME 
• To build and 
maintain 
relationships with 
stakeholders  
• Time and 
flexibility to attend 
meetings 

evaluation and 

reporting framework 

• Develop RDC 

educational sessions 

(with HEIW) 

• Establish and support 

RDC Nursing and 

Coordinator forums 

• Promote the Welsh 

RDC model locally, 

nationally, and 

internationally 

• Facilitate the sharing 

of knowledge and 

learning across HBs 

 
COMMUNITY 
CARE 

• Dietician 

• Social 

prescribers 

• Occupational 

Health 

 
HEALTH BOARD 

• RDC teams 

• Senior 

management 

• Cancer 

performance 

managers 

• Decision 

makers/policy 

makers 

• Health Board 

Executive Teams 

• Business 

Intelligence 

teams 

 

• Patients, 

Families and 

Carers 

 
 
 

 

PRIMARY CARE 

• Increased awareness of 

Vague Symptoms 

pathway and referral 

process  

• GP experience collected 

by all RDC teams 

 
SECONDARY CARE 

• Increased awareness of 
the aims, value and 
impact of an RDC across 
secondary care teams 
(cancer and non-cancer) 
 
WIDER SYSTEM 

• Increased awareness 

locally and nationally of 

RDCs and the national 

programme 

• Improved Primary/ 

Secondary Care interface 

and enhanced 

communication 

improvement and 

innovation 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• Decreased mortality and 

morbidity (from earlier 

specialist care) 

• Reduced demand in 

outpatient clinics/ 

secondary care 

• Reduced variation and 

improvement in cancer 

outcomes within and 

between Health Boards 

• Increase in clinically 

appropriate care 

• Achievement of 

WG/CNB Earlier Diagnosis 

vision 
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Assumptions:  

• Key stakeholder groups in Health Boards are interested in the RDC model (buy-in) 

• Health Boards have the resources to plan, implement, maintain, and continuously improve their RDC service 

• Health Boards are willing to work with and share information with the WCN RDC programme and each other 

• Key stakeholder groups will be interested in attending learning events, webinars, and forums 

• Programme activities will be effective in changing behaviours and increasing knowledge/ awareness 

Issues/ Challenges: 

• Data collection and monitoring system 

o Delayed submissions and issues with data quality due, in part, to the manual entry that is required 

• Nationally driven but locally delivered model 

o SPMs limited in terms of ‘doing the doing’ 

• Engagement and relationship with Health Board teams 

o Project heavily reliant on the acceptance (or not) of the SPM 

• Personnel changes within the National Programme team 

o Clinical Fellow, SPMs, Programme Manager – slowed processes and progress due to loss of continuity and working knowledge of the programme and projects 

Enablers: 

• Swansea Bay Leadership team 

o Clinical expertise and knowledge which ensured that teams would not ‘reinvent the wheel’ 

• Nationally driven but locally delivered model 

o Facilitated the sharing of information and enabled teams to overcome challenges at pace 

• Mixture of skill sets within national team 

o Data, evaluation and working knowledge of the programme  

• Communication 

o Diverse range of engagement activities (e.g., learning events, webinars) provided multiple platforms to engage with stakeholders 

• Commitment from WCN SMT 

o The funding, enthusiasm, and support from the WCN supported the rapid planning and implementation of RDCs across Wales 
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Appendix B: Patient journey maps 
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Appendix C.1: Case study for Aneurin Bevan RDC 
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Appendix C.2: Case study for Betsi Cadwaladr RDC 
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Appendix C.3: Case study for Cardiff & Vale RDC 
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Appendix C.4: Case study for Cwm Tâf Morgannwg RDC 
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Appendix C.5: Case study for Hywel Dda RDC 
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Appendix C.6: Case study for Swansea Bay RDC 
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