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Further Faster — Geriatric Medicine

Introduction

Since we started the Further Faster programme in July
2023 | have continued to be hugely impressed with the
commitment, innovation and drive from the clinical and
operational teams. We have seen very significant
progress in reducing 52-week waits, with trusts in Further
Faster Cohort 1 collectively reducing 52wk waits by

almost 37% compared with an 8% reduction in all trust

that had not been in the programme.

In my regular trust meetings with all specialties in the Further Faster programme it has been fantastic to
see such commitment to supporting each other and a real enthusiasm for sharing challenges, ideas and
innovations to make things better for patients. This enthusiasm has led to calls from trusts to go even

further, and therefore I'm now setting the Further Faster 40 challenge: to reduce the number of patients

waiting between 40 and 52 weeks.

Clearly this is an ambitious goal but we've learned a great deal from each other over the last six months
and | believe it is achievable if we can maintain the current momentum. Every trust in the programme
has shown the ability to adopt and develop ideas that improve care, and we need to continue to build on
this. We have captured the best of these, expanding the knowledge base, and have therefore updated

this handbook to ensure that all trusts can benefit from the experience and success of others.

We remain steadfast in our aim that by learning from each other and harnessing the solutions that
already exist in departments across the country, we can make an incredibly positive impact for our

workforce, and for our patients, on a national scale.

Professor Tim Briggs CBE
Chair of GIRFT and NHS England National Director for Clinical Improvement and Elective Recovery
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How to use this Handbook

This guide is designed to provide “best practice”
across a number of important metrics to help you
on your journey to go further and faster towards
eliminating 52wk waits by April 2024.

The guide is organised along key sections of the
pathway and provides checklists against which
you can assess your current practice. It is
imperative we take the best practice adopted by
trusts and implement it.

Resource links signpost you to guidance, metrics
and case studies relevant to each element of the
checklists.

Review the checklists and prioritise work
on those that you think will have the
most impact in your system.

Then use this guide to:

e Assess whether you are already doing
the right things and identify where you
have opportunities to work differently
and more effectively.

o Understand your current service’s
strengths and weaknesses compared
with peers. The guide will help you to
find and review the relevant Model
Hospital System Metrics to compare
performance.

e Prioritise improvement actions based
on your findings in relation to
weaknesses and opportunities.

e Signpost you to relevant guidance and
case study examples that will help you to
identify what changes you can make to:

o reduce demand

o release capacity

o increase throughput; and
o reduce length of stay

whilst maintaining and improving quality
and outcomes.

Accessing Resource Links

Many of the links in the handbook will take
you to resources on Future NHS.

These have been made much easier to
access because you can now use your
@nhs.net login details to sign in.

To do this you need to click on the option at
sign in:

»» FutureNHS

Existing Users - Log in

Email *

Leave this blank

Password *

Leave this blank

| forgot my passward

Or log in with these services

Log In with @nhs.net

NHS England Apps

Click this link on the login page.

You will then be taken to the nhs.net login
page. Enter details as usual and you will
then be redirected into Future NHS
automatically.

- /
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Further Faster Geriatric Medicine: Delivering Outpatients Emngland

Delivering outpatients: Context

The biggest opportunities for eliminating 52-week waits are likely to be found in the outpatients part of the pathway (as that is where the highest number of
patients are waiting). Effective management of referrals, DNAs, clinic capacity, follow up (including PIFU) and discharge can have a huge impact on reducing
the burden in this area. The following checklists will help trusts to identify where they might need to focus improvement work. We also encourage trusts to be
cognisant of the principles outlined in the Clinically-led Geriatric Medicine Outpatient Guidance, NHS RightCare: Frailty Toolkit and Modern Outpatient Care —

Principles and practice for patient centred outpatient care.

NHS | Royal College
England e‘m‘

Clinically-led Geriatric Medicine Outpatient Guidance

Practical OPD guidance for geriatric medicine services to maximise efficiency and reduce waiting times for patients

July 2023

outpatient care

Principles and practice
for patient-centred
outpatient care

G| 1 |R|E i E— I by GIRFT and the O y and

RightCare

NHS RightCare: Frailty Toolkit

Optimising a frailty system

Increasing numbers of people are atrisk of devseloping
frality. Peopile living with frality are ax periencing
unwarrantad variationin thair care.

This toolkit will provide you with expert practical advice
and guidance on how to commission and provide the best

system wide care for people living with frailty.
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https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/ClinicallyledGeriatricMedicineOutpatientGuideJuly23FINAL-V1.pdf
https://www.england.nhs.uk/rightcare/wp-content/uploads/sites/40/2019/07/frailty-toolkit-june-2019-v1.pdf
https://medicalcare.rcp.ac.uk/media/bemfa4cv/cqid_qi_modern-outpatient-care_0.pdf
https://medicalcare.rcp.ac.uk/media/bemfa4cv/cqid_qi_modern-outpatient-care_0.pdf
https://medicalcare.rcp.ac.uk/media/bemfa4cv/cqid_qi_modern-outpatient-care_0.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/ClinicallyledGeriatricMedicineOutpatientGuideJuly23FINAL-V1.pdf
https://www.england.nhs.uk/rightcare/wp-content/uploads/sites/40/2019/07/frailty-toolkit-june-2019-v1.pdf

Further Faster Geriatric Medicine: Delivering Outpatients Emngland

Checklist: Pre-Appointment

GIRFT has observed considerable variation in the application of clinical referral triage, waiting list validation and use of specialist advice/guidance. Judicious
implementation of these often results in significant freeing of capacity and it is worth considering the potential benefits of reallocating some clinic time to
enable these functions to be carried out effectively. For geriatric medicine it is also important to have a system-based approach in place using the Enhanced

Health in Care Homes Framework to support care homes to link in with primary and social care to ensure access to appropriate support and care.

Guidance:

A system is in place for regular administrative and clinical validation of all patients that have

been on the non-admitted pathway for 12wks or more (see resources). Clinically-led Geriatric Medicine
Outpatient Guide pg. 7 & 14

Clinical review systems are established for patients waiting > 6 weeks for a 1st appointment. NHSE Validation toolkit and

guidance

All referrals are clinically triaged and referred to relevant sub-specialties or returned with
appropriate specialist advice and guidance (as appropriate) before offering first appointment.

Non-clinical validation of long
waiters at Leicester

Primary, secondary and community care services have agreed referral pathways in place for
falls, memory assessment and continence assessment (common frailty syndromes).

AOMRC General practice &
There is an effective system in place to manage referrals for specialist advice and guidance, secondary care Working better

including standard responses for the most common queries. together - Pg. 12 & 45

Job plans include dedicated time for clinical validation, clinical triage and provision of
specialist advice and guidance.

Good systems are in place to ensure diagnostics are undertaken prior to first appointment, or
a one stop clinic visit is offered.



https://www.england.nhs.uk/publication/the-framework-for-enhanced-health-in-care-homes/
https://www.england.nhs.uk/publication/the-framework-for-enhanced-health-in-care-homes/
https://www.england.nhs.uk/wp-content/uploads/2022/12/B2121ii-validation-toolkit-and-guidance-december-2022.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/ClinicallyledGeriatricMedicineOutpatientGuideJuly23FINAL-V1.pdf
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Checklist: Reducing and managing missed appointments (DNAs)

Nationally, around 7.0% of outpatient geriatric medicine appointments are lost to missed appointments, but there is considerable variation in this amongst
trusts. This is a huge drain on use of clinic capacity and although some factors are outside the immediate control of trusts, there are many things that can be
done to help reduce failed attendances. As demonstrated in Norfolk (see case study), taking action on areas the trust can control makes a very tangible
difference.

(o, [:\{. @l Good Practice Solutions & Resources

All patients receive appointment reminders — including letters, emails, SMS and phone call reminders. |= Geriatric Medicine OP

Guide pg. 15 - 16

Appointment reminders provide ‘two-way’ communication with patients and follow health literacy

Booking processes are standardised and effective and patients find them easy to engage with.

OPRT: Reducing DNAs in
OoP

Patients at high risk of DNA are identified and systems are put in place to reduce DNAs e.g. confirming

attendance with patient/carer the day before.

A process is in place to consider following up DNA patients as a DNA can be a marker of functional M DNA WMetrics on MHS

change.

Reducing DNAs Norfolk &
DNA rates are monitored routinely and DNA audits are conducted regularly to understand potential || e = ROre

Norwich

causes.

Understanding of DNA rates is used to inform clinic overbooking to maximise use of clinic capacity.

A list of patients that can attend at short notice is held to fill last minute cancellations.

DNA patients’ notes are reviewed and attempts are made to contact them remotely/to write to them with

next steps.

Clinic time lost to DNAs is used effectively e.g. for clinical triage, validation etc.



https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/ClinicallyledGeriatricMedicineOutpatientGuideJuly23FINAL-V1.pdf
https://www.england.nhs.uk/long-read/reducing-did-not-attends-dnas-in-outpatient-services/
https://www.england.nhs.uk/long-read/reducing-did-not-attends-dnas-in-outpatient-services/
https://www.england.nhs.uk/long-read/reducing-did-not-attends-dnas-in-outpatient-services/
https://model.nhs.uk/compartments/43e2cd1a-c59e-4c7f-bc86-2a5d8db9830e/subcompartments/29a58243-2fe5-46e8-92fa-7f013cb50159
https://future.nhs.uk/GIRFTNational/view?objectID=182266405
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2021/09/Geriatric-Medicine-Sept21h.pdf
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Checklist: Outpatient Activity and Capacity

From visits and clinical discussions we have observed that there is currently considerable variation in outpatient clinic templates at present. It is vital that we
maximise use of clinical time and understand capacity, so reducing this variation and sharing the impact of other initiatives such as ensuring appropriate use
of specialist advice and guidance, maximising use of remote consultations and PIFU pathways (see other sections) will help trusts to consider what
opportunities are available within existing resources.

(o1l @l Good Practice: Outpatient Activity and Capacity

Guidance

All clinic templates have been reviewed and standardised since returning to business as usual after
the pandemic taking account of different working practices such as use of remote appointments.

Geriatric Medicine National

Report — Improving OP Care

The balance between time for first appointments and follow ups has been reviewed recently.

Maximise use of Advice and Guidance to top decile performance, maximise one-stop clinics, and Clinically-led Geriatric
follow up by exception. Medicine OP Guide pg. 13 - 16

A co-ordinated approach between specialties is taken to reduce multiple clinic attendances where
appropriate. Key specialties of overlap where close working should take place include respiratory, =

BGS Fit for Frailty Consensus

cardiology, gastroenterology, mental health of older adults, renal services and neurology. Best Practice Guidance

First to follow up ratios and the % of patients discharged at first geriatric medicine consultation are
monitored, as is progress towards the national target of reducing follow ups by 25% overall.

Model hospital Metrics:
Ensure standardisation of follow up processes between teams. P

- = = - - : Geriatric Medicine OP Metrics
Ensure a variety of approaches are considered including options for home or community-based I||| on MHS

assessments, virtual consultations and secondary care consultations, according to population need,
geography and available workforce. There should be a specific focus on joint working with care
homes to support appropriate assessment for patients living in this setting.

Establish Comprehensive Geriatric Assessment (CGA) based one stop MDT clinics for frailty
syndromes.

Geriatric Medicine MHS

|||| Multiprofessional Metric

Clinics are in place enabling suitably trained non-medical workforce to support throughput (e.g.
nurse-led continence clinics) with delegated activity targets.

Ensure supporting services are available and have capacity e.g. imaging, therapies and pharmacy
to support maximum throughput and decrease clinic delays.

Ensure specialty trainees have a clinic template which maximises education opportunities and
allows for discussion with senior colleagues on cases depending on complexity.



https://model.nhs.uk/metrics/ad94ed4e-b5cc-48e2-bf13-26451198fe6e?domainId=76c0e9fd-0964-4946-908c-cd9e7fc5215f&compartmentId=f5fb153c-f0a8-4220-a4d0-ba74b30f0d7f
https://model.nhs.uk/compartments/43e2cd1a-c59e-4c7f-bc86-2a5d8db9830e/subcompartments/29a58243-2fe5-46e8-92fa-7f013cb50159
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/ClinicallyledGeriatricMedicineOutpatientGuideJuly23FINAL-V1.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2021/09/Geriatric-Medicine-Sept21h.pdf
https://www.bgs.org.uk/resources/managing-frailty
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Checklist: Remote Appointments

Nearly 25% of all outpatient appointments are now being held remotely. Remote consultations saved patients more than 530 years of time and £40m in travel
costs in 2020/21 alone, also reducing carbon footprint and supporting the Greener NHS agenda. In addition, patients are less likely to cancel or not
attend remote consultations (national average geriatric medicine DNA rates: 7.9% for face to face vs. 0.9% for remote consultations).

|= Geriatric Medicine OP

Appropriate use of remote consultations (for first and follow up appts) is well understood and monitored Guide pg. 9 & 14

routinely within the department.

Remote Consultation

||I| Metrics on MHS

Percentage of Outpatient attendances performed remotely is in the GIRFT best quartile.

Where criteria for a remote appointment have been met, a system is in place to telephone the patient in
advance to see whether a remote consultation is appropriate.

Remote consultations are used effectively as part of patient initiated follow up (PIFU) arrangements.

Diagnostic tests results are delivered by letter or remote contact wherever appropriate.



https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/ClinicallyledGeriatricMedicineOutpatientGuideJuly23FINAL-V1.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/ClinicallyledUrologyOutpatientGuideJuly23FINAL-V1.pdf#page=7
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/ClinicallyledUrologyOutpatientGuideJuly23FINAL-V1.pdf#page=7

Further Faster Geriatric Medicine: Delivering Outpatients Emngland

Checklist: PIFU

We know that PIFU is an effective and efficient way of managing follow up for many patients, reducing unnecessary appointments whilst ensuring that those
patients who do need to be seen can access the service easily. But PIFU rates are much lower than they could be and need to increase significantly.

Guidance:

Patients should not be put on a PIFU pathway where they can be discharged.

|= Geriatric Medicine OP Guide pg.

14 - 16

PIFU is a shared decision between the patient/carer and the specialist and any decision
about PIFU is communicated to the patients GP.

|= Template SOP for PIFU

Develop a Trust Standard Operating Procedure with clinical criteria for PIFU including
flagging of patients coming to the end of PIFU time period.

Patients are provided with easy access to PIFU via locally agreed protocols (e.g. digitally or
via dedicated telephone service) and appropriate safety netting is in place.

PIFU pathways are reviewed regularly and closed in a timely manner.

Appropriate administrative support is available to support PIFU.

Activated PIFU follow-ups are recorded accurately.

10


https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/ClinicallyledGeriatricMedicineOutpatientGuideJuly23FINAL-V1.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/ClinicallyledUrologyOutpatientGuideJuly23FINAL-V1.pdf#page=7
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/ClinicallyledUrologyOutpatientGuideJuly23FINAL-V1.pdf#page=7
https://www.england.nhs.uk/wp-content/uploads/2022/05/B1211-patient-initiated-follow-up-template-standard-operating-procedure.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/05/B1211-patient-initiated-follow-up-template-standard-operating-procedure.pdf

NHS|

Further Faster Geriatric Medicine: Patients with Frailty England

Context:

As the population ages, the need for specialist geriatric services has risen. People are living longer with frailty and multi-morbidity and requiring more care in

hospital, while older adults are having more surgical treatments than ever before. They are treated by staff across various surgical and medical disciplines,

who may not be experienced in caring for people with frailty. Hospital-acquired deconditioning is a major risk for older people with frailty admitted to hospital.

Implementation of the practice outlined below, for patients admitted for elective or non-elective surgery, will support hospital-wide structures to improve care

and reduce hospital-acquired dependency for those living with frailty.

Checklist: Caring for admitted patients with frailty

Check

Resource Links

Guidance:

Good Practice

Referral letters from primary care should highlight patients with frailty and include a frailty
score as well as information about any co-morbidities, medication and current functional

abilities. Six Steps to Better Care for
Older People in Acute Hospitals

Preoperative assessment includes reassessment and documenting of frailty status using
a validated tool (Clinical Frailty Scale (CFS)) for all patients aged over 65 years and in

patients aged under 65 years at risk of frailty. CPOC/BGS Guideline: Perioperative
Care of People Living with Frailty

To support preoperative optimisation people living with frailty or associated syndromes
are referred to a perioperative frailty team with expertise in CGA (CFS=5) where possible.
Where access to a perioperative frailty team with expertise in CGA is not available the
frailty intervention tool should be used (see CPOC/BGS guidance).

H NHS England CQUINO02: DrEaMing

Surgical and preoperative assessment teams undertake and document individualised Pathways:
shared decision making considering the benefits, risks, and alternatives to surgery
(including doing nothing), taking into account the impact of frailty on postoperative ."t Hospital Acute Care Frailty Pathway -

outcomes including morbidity, mortality, functional and cognitive status, quality of life and H<® non-elective admitted patients >65
expected survival in those living with frailty.

All patients living with frailty (CFS=5) should have an assessment of cognition
documented using a validated tool prior to surgery.

11


https://www.cpoc.org.uk/guidelines-resources-guidelines/perioperative-care-people-living-frailty
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/GIRFT-BGS-Six-Steps-to-Better-Care-for-Older-People-FINAL-V2-July-2023.pdf
https://www.cpoc.org.uk/guidelines-resources-guidelines/perioperative-care-people-living-frailty

Further Faster Geriatric Medicine: Patients with Frailty

To prevent complications ward staff use strategies to minimise hospital acquired
deconditioning for people living with frailty (including DrEaMing). See resources section.

A proactive, planned approach to safe, timely and effective discharge is taken for patients
with frailty. This should occur from the moment surgery is considered, in parallel with
ongoing medical and surgical intervention and with active engagement with discharge
community and social care teams.

Evidence-based surgical specialty liaison models including referral of older people with
CFS 26 attending for elective surgery to specialist Peri-operative medicine for Older
People undergoing Surgery (POPS) services are provided. See CPOC/BGS guidance.

A process should be in place to obtain and document history for patients admitted for
non-elective surgery, using input from relatives/carers, paramedic crews, General
Practitioners or other community teams where applicable. This should include the
presenting complaint, comorbidities, living arrangements, level of mobility and any aids
used, functional status, mood, memory, continence etc.

Staff working with patients at risk of frailty should receive training on frailty, delirium and
dementia.

NHS|

England
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https://www.cpoc.org.uk/guidelines-resources-guidelines/perioperative-care-people-living-frailty
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Behavioural Science — Resistors to Change

The improvements and changes recommended in this checklist vary from quite small to much larger multi-dimensional changes, involving numerous

stakeholders, and you are encouraged to use your team or Trust’s preferred improvement approach to help you on your journey.

Within the GIRFT Academy, we have found a number of practical applications from behavioural and neuroscience, which you may find helpful at different
stages of your preferred change process, which we will be introducing to you as the programme progresses including resistors to change/addressing ‘threat’,
recognising ‘unwritten rules’ at the heart of organisational culture, persuasion and influence, goal setting and habit formation. The GIRFT Academy has also

developed a pathway gap analysis process designed to shorten the improvement process and help teams to take ownership of change.

For more information on applying behavioural science you can contact Ruth Tyrrell, GIRFT Academy Director via girft. academy@nhs.net.

Applying Behavioural Science — SCARF® Resistors to Change Toolkit
Checklist: Addressing Resistors to Change

Not everyone perceives change as positive and welcome, therefore, to increase acceptance, it is good practice to understand where resistance to change

may come from, the cause of the resistance and what actions to take to address it.

Undertake a stakeholder analysis SCARF®
=] Multi Stakeholder Assessment Tool

SCARF® Model
Undertake a SCARF® analysis — understanding fundamental threats of the proposed 2=| Basic Worksheet
change & how to address them

SCARF®

Resistors to Change Toolkit Guide

13


mailto:girft.academy@nhs.net
https://future.nhs.uk/GIRFTNational/view?objectID=171344677
https://future.nhs.uk/GIRFTNational/view?objectID=171344645

