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Summary evaluation of the Further Faster 20 programme (October 
2024 to October 2025) 

1. Context 

The Further Faster 20 (FF20) programme was launched in October 2024 by the 
Secretary of State, targeting 20 trusts in areas of the greatest deprivation (IMD – 
Index of Multiple Deprivation) and highest economic inactivity in the North East and 
Yorkshire, North West and the Black Country. The programme aimed to reduce 
elective waiting lists ‘further and faster’ in these areas, with a focus on those patients 
aged 16 to 64 by accelerating adoption of proven GIRFT methodologies, improving 
theatre and outpatient productivity, and reducing avoidable demand. 

By supporting working-age adults to access timely and effective care, FF20 sought 
to contribute not only to recovery of elective performance but also to potential gains 
in economic activity, reflecting emerging national evidence that reductions in waiting 
times can support employability. It was not within the scope of this programme to 
directly link individual patients waiting list status and their economic status; rather the 
focus was on reducing the waiting list, based on the strong fiscal evidence base of 
this correlation  

Over the first 12 months, FF20 operated as a rapid learning and delivery platform, 
combining bespoke on-site improvement support, structured peer-learning, targeted 
investment and national guidance.   

The total cost of the programme was £1.2 million with this funding flowing directly to 
the trusts involved to start initiatives. 

This evaluation summarises programme performance, impact to date and insights to 
inform strategic planning. 

2. Overview of programme delivery 

FF20’s purpose was to support trusts to go further and faster with their existing 
programmes, providing opportunities for shared learning and testing new models of 
delivery and partnerships, focusing on each trust’s challenges. 

Central to the GIRFT improvement approach is peer to peer, ‘shoulder to shoulder’ 
support with colleagues in trusts who own and lead their own improvement 
programmes. Where required, GIRFT offered hands on support from operational and 
clinical specialists. Trusts then shared best practice between them. Examples of 
impact are taken from provider updates as part of the regular programme meetings 
highlighting progress and impacts. 

2.1 Increasing capacity and productivity 

 Implementation and scaling of High Flow Theatre Lists (HFTL) across 12 of 
20 trusts (January to March 2025), delivering ~230 sessions and treating 
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c.2,100 patients, with improvements of 30 to 60% more cases per session 
compared to business as usual. This has subsequently:  

 developed into guidance that has been shared via the national theatre 
SRO network with all providers in England   

 led to the rapid expansion of super clinics for high-volume specialties 
(notably gynaecology, orthopaedics, general surgery), increasing short-
term capacity and informing future pathway improvements 

 standardised and optimised outpatient clinic templates, with 
measurable increases in capacity: 

 Wirral: 18% increase in ENT, Diabetes, Endocrine; 9% in 
Urology 

 South Tees: 4,000 additional appointment slots created as a 
result of standardising their clinic templates 

 Bolton: 20% reduction in unutilised slots by better managing 
clinic capacity 

2.2 Reducing avoidable demand 

 Deployment of pathway redesign across Pre-Operative Assessment, 
cardiology diagnostics, MSK and pain pathways. 

 Selected trusts (for example, Hull, East Lancashire, Bolton) reported 
significant reductions in unnecessary outpatient attendances through “straight 
to test” pathways and improved diagnostics performance. 

2.3 Embedding innovation and digital tools 

 AI-enabled ambient dictation deployed in pre-operative assessment in East 
Lancashire Hospitals NHS Trust, delivering a 14% productivity increase for 
pre-assessment nurses, leading to shorter waits for patients and reduced 
surgery cancellations, giving patients greater certainty that their surgery will go 
ahead. 

 Manchester’s digital self-scheduling model enabled 13,000+ patient-led 
reschedules, reducing staff burden and DNA rates. The model ensures that 
clinical capacity is more effectively used and provides an opportunity for 
patient groups who can accept short notice appointments to be seen sooner. 
Typically this can benefit those who are economically inactive. As this is a 
specific feature of the EPIC EPR system, learning has been shared with other 
EPIC sites who weren’t part of the FF20 programme to ensure this functionality 
can be enabled and the opportunities realised. 
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2.4 Partnership working with the voluntary sector 

 Manchester University NHS Foundation Trust and Northern Care Alliance – 
Developed partnership working with voluntary sector employment advisors 
(Growth) as part of their super clinic model in orthopaedics / spines, 
supporting patients to return to work and manage their conditions. 
 

 Warrington and Halton – Built on their ‘health on the high street’ model, 
working in partnership with their local community diagnostic centre and using 
community locations to develop a network of health and education hubs 
bringing together health and voluntary sector organisations to provide holistic 
health and wellness services closer to home. Had a specific focus on 
women’s health including apprenticeship and volunteer programmes to 
support economically inactive patients to access routes back to employment, 
building on the trust’s ambition to be an anchor institution for the local 
community.  

 

3. Programme impact (October 2024 to October 2025) 

3.1 Waiting list reduction 

Assessments have identified that the FF20 group has consistently demonstrated 
faster reductions in RTT waiting lists than the rest of the NHS: 

 

Measure FF20 Trusts Non-FF20 
Trusts 

Differential 

TOTAL RTT PTL (October 2024 to 
October 2025) 

4.2% 
reduction 

1.4% reduction +2.8 ppt 

WORKING AGE (16 to 64) PTL 4.4% 
reduction 

0.8% reduction +3.6 ppt 

TOTAL RTT PTL excluding SHEFFIELD 4.5% 
reduction 

 +3.1% 

WORKING AGE PTL excluding 
Sheffield 

5.8% 
reduction 

 +5.0% 

 

Tab.1 This effect was strong for the economically active population, aligning with the 
programme's core objective. 

During the FF20 programme, Sheffield implemented a new EPR system which 
introduced some noticeable data quality challenges, likely diluting the impact of the 
FF20 initiative; for this reason, lines 3 and 4 of the table show PTL reductions 
excluding Sheffield data. 
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3.3 Variation across providers 

Performance was not uniform: 

 Strong performers in waiting list reduction: East Lancashire (-18.7%), Royal 
Wolverhampton (-18.1%), Sandwell and West Birmingham (-14.2%), 
Newcastle (-12.2%) and Bolton (-12.1%). 

 Several trusts saw increases in waiting list size, notably Sheffield and 
Blackpool which both had Electronic Patient Record deployments during this 
period, impacting significantly on their data quality. 

 

4. Economic impact considerations 

Although FF20 did not initially include a formal economic evaluation the logic model 
underpinning the programme is supported by external evidence. 

A research paper published in October 2025 on waiting lists and economic activity 
(Batrakova, S., et al) highlighted that: 

1. long elective waits contribute significantly to lost productivity and labour 
market inactivity 

2. reductions in waiting times can generate measurable gains in employment 
participation among adults aged 16 to 64 

3. effects are strongest in MSK, mental health–related physical conditions, and 
high-volume surgical pathways  

Given the FF20 cohort’s strong waiting list reductions in the working-age population 
(5.8 percentage point differential (corrected)), it is reasonable to infer a positive 
economic impact, although causality cannot be confirmed without linked datasets (for 
example, DWP employment data). The FF20 programme targeted MSK, mental 
health-related physical conditions and high volume surgical pathways. 

This provides a strong conceptual rationale for continued investment in FF20-style 
interventions in areas of high economic inactivity. 

 

5. Limitations and evaluation caveats 

Across the 12 months of the programme, several consistent themes emerged: 

5.1 Attribution challenges 

 FF20 operated alongside wider national and local elective improvement 
programmes.   
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 Some activity gains would likely have happened without FF20 due to national 
recovery trajectories. 

 Reduced referrals may relate to local GP behaviour or external system 
factors, not solely FF20 interventions. 

Therefore, while the differential performance is clear and significant, direct attribution 
remains inconclusive. 

Of note, within the cohort a reduction in referrals has been observed, rather than the 
waiting list reduction being driven purely by increases in treatments. Given that 
reducing unnecessary appointments is a key component of optimising pathways 
(GIRFT has published Advice and Guidance across various specialties to support 
this), this would be a success measure rather than a negative association. However, 
challenges of attribution are entirely valid and cannot be categorically or wholly 
apportioned to any national initiative.   

5.2 Data quality and availability 

 Trust-level variation in data completeness and internal tracking constrained 
analysis. 

 Lack of linked employment data limited assessment of the programme’s 
original economic objectives. 

 

6. Strategic value and legacy of FF20 

The funding made available for FF20 ended in March 2025, however the groups 
continued to meet until October 2025, marking 12 months of the programme. Since 
April 2025, however, there has been a strong focus from the GIRFT team on 
embedding the principle and methodology of ‘hands-on’ support from clinical and 
operational specialists into the ‘business as usual’ support to all trusts to drive 
improvement, innovation and adoption of best practice. This is now embedded within 
outpatients, theatres, and more recently, the Urgent and Emergency Care 
programme.    

6.1 Scalable best practice 

FF20 accelerated the development of: 

 National High Flow Theatre List (also known as ‘HIT list’) guidance 
(published July 2025). Furthermore, additional surgeons and anaesthetists 
have joined the GIRFT implementation team to offer their hands-on support to 
implement this methodology to trusts across the country. A recent survey of all 
providers in England had a response rate of 68% (n=87) which showed that 
87% had delivered at least one high flow list supported by the learning from 
the FF20 cohort with a total of 3883 sessions having been delivered to date 
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 Outpatient productivity guidance. An outpatient support offer has been 
developed by GIRFT using the learning gained through the FF20 programme.  
Additional clinical advisors have joined GIRFT to provide hands-on support to 
implement pathway improvements. This has supported GIRFT’s work on 
Outpatient Clinic Template standardisation – including guidance published in 
September 2025 – highlighting the opportunity to significantly increase 
productivity by implementing this. 

These now form part of the national GIRFT implementation offer. 

6.2 Platform for further faster methodology expansion 

FF20’s approach is now being extended to: 

 Follow Ups (FF-FU): Building on the specialty guides and the productivity 
template guidance, GIRFT is now working with 21 trusts (across 2 cohorts and 
11 specialties) to develop clear follow up protocols, with associated 
operational guidance and digitisation. This commenced in September 2025 
and the first 6 specialty protocols will be completed in December 2025. Early 
outputs from the first specialty (orthopaedics) suggest a potential opportunity 
within the pilot cohort of a greater than 30% reduction in face-to-face follow 
up appointments that are required, with the clinical capacity that this 
releases made available to expedite appointments for those who need them  

 Urgent & Emergency Care (FF-UEC): Bringing together the guidance on UEC 
specialties (emergency medicine, acute medicine and frailty) with a truly 
multidisciplinary team of clinical and operational experts to provide on-site 
hands-on support to trusts to implement the guidance, the FF UEC team is 
providing a more dynamic methodology than previous approaches. All the 
UEC improvement programmes have been merged to a single team under the 
GIRFT programme meaning this will now be the default methodology. This is 
summarised in the following excerpt from a trust’s Board paper: 

“The GIRFT team is now actively working alongside the trust, providing 
subject matter expertise, which is seen as positive and welcome, contrasting 
with past advisory-only support. GIRFT is helping the trust make changes 
stick, particularly in addressing cultural issues and implementing the UEC 
recovery plan. The GIRFT team provides an expert voice, assisting teams in 
moving towards desired performance, despite initial hostility from some 
internal teams. This current GIRFT engagement is unique, focusing on 
working alongside the trust to implement changes rather than just providing 
diagnostics or commentary. Non-executive directors are challenging to ensure 
that the changes implemented with GIRFT support are sustainable” 

 

 



 

7 
 

7. Conclusions 

The first year of FF20 has demonstrated meaningful reductions in waiting lists, 
particularly for the working-age population, and substantial operational improvement 
across multiple trusts.  

While the attribution challenges are fully recognised, and not all improvements within 
the cohort trusts are the result of the programme, there have now been 3 cohorts (FF 
cohort 1, cohort 2 and FF20) which have all seen a demonstrable improvement in 
their core metrics compared to trusts not in those cohorts. It is therefore reasonable 
to conclude there is merit in the methodology, providing trusts with a support offer to 
help them go ‘further and faster’ with their existing plans. Feedback from those trusts 
involved has also been very positive. 

The programme has also successfully accelerated the development of scalable best 
practice, strengthened local improvement cultures, and provided a testbed for 
innovation with broader national benefits.  

FF20 has delivered substantial insights and progress within a short timeframe and 
remains a valuable model for targeted, data-driven, clinically led improvement, 
supported on the ground by highly skilled and effective teams in areas of highest 
need. The key elements of learning from this programme are now well embedded in 
the GIRFT support to trusts going forward across both elective and urgent and 
emergency care. 


