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Further Faster - Gastroenterology 
 

Introduction 
Since we started the Further Faster programme in July 

2023 I 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 I 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 
52 and 40 week waits. 

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. 

    

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: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

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.  

 

 

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

Then use this guide to: 

• 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.  

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

• Prioritise improvement actions based 
on your findings in relation to the 
weaknesses and opportunities you have 
found. 

• 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 
  

Click this link on the login page. 

Leave this blank 

Leave this blank 
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Context:  

There were 26,656 non-admitted pathways incomplete at 40 weeks or more, as of 19th of May 2024. Effective management of referrals, DNAs, clinic 

capacity, follow up (including PIFU) and discharge can have a huge impact on outpatient demand. The following checklists will help trusts to identify where 

they might need to focus improvement work, and reflect our existing work on clinically-led outpatient guidance, which includes our top tips for outpatient 

efficiency. We also encourage trusts to be cognisant of the principles outlined in Modern Outpatient Care – Principles and practice for patient centred 

outpatient care.  

 

 

 

 

 

 

 

 

 

 

 

https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/ClinicallyledGastroenterologyOutpatientGuideJuly23FINAL-V1.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/ClinicallyledGastroenterologyOutpatientGuideJuly23FINAL-V1.pdf#page=15
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/ClinicallyledGastroenterologyOutpatientGuideJuly23FINAL-V1.pdf#page=15
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/ClinicallyledGastroenterologyOutpatientGuideJuly23FINAL-V1.pdf
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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. In addition to the checklists and resources below, ‘mini module’ videos from trusts on validation and 

outpatient recovery and advice and refer straight to test pathways are available online. 

Check Good Practice Resource Links 

 
A system is in place for regular clerical and clinical validation of all patients that have been on 
the non-admitted pathway for 12wks or more.  

 
 
 
 
 
 
 
 
 
 
 
 

 

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

 
There is an effective system in place to manage referrals for specialist advice and guidance, 
including standard responses for the most common queries. 

 
Job plans include dedicated time for clinical validation, clinical triage and provision of 
specialist advice and guidance and are regularly reviewed in line with recommendation 2 in 
the GIRFT National Report. 

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

 
Training and support is in place to enable direct listing of patients from Clinical Assessment 
Triage Services, where appropriate. 

 
The directory of services has been reviewed in the last 12 months and accurately lists the 
sub-specialty gastroenterology clinics provided at the trust. 

 
Review pre-visit patient information provision to reduce the risk of patients having to be 
turned away at attendance, and personalise care planning to make patients more motivated 
and able to attend appointments, in line with recommendation 3 in the GIRFT National report. 
 

P7 C6T T 4#y

  

 
GIRFT Gastroenterology 
National report on 
optimising capacity 

P63C6T1TB16#y1

OPRT Gastroenterology & 
Hepatology referral 
optimisation guidance 
 

P60C6T T 7#y

Gastroenterology Outpatient 
Guide section on specialist 
advice 

 

P67C6T T 0#y

 

 

P71C6T1TB22bA#y1

NHS digital case study: 
Advice and Guidance at   
at Northumbria  
 

Clinical assessment 
service triage processes 
at Wolverhampton   

 

P7 C6T T 80#y

 

Further Faster presentation: 
GPwERs providing alternatives 
to referral  

https://youtu.be/zNU8-kLiQ5w
https://youtu.be/zNU8-kLiQ5w
https://youtu.be/s_3yBIiDbdc
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2021/10/Gastroenterology-Oct21v.pdf#page=34
https://future.nhs.uk/GIRFTNational/view?objectId=151066181
https://future.nhs.uk/OutpatientTransformation/view?objectID=131234373
https://future.nhs.uk/GIRFTNational/view?objectId=151066181
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2021/10/Gastroenterology-Oct21v.pdf#page=52
https://digital.nhs.uk/services/e-referral-service/case-studies/cutting-waiting-times-using-the-e-rs-advice-and-guidance-channel#the-results
https://future.nhs.uk/GIRFTFurtherFaster/view?objectId=2174089
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 Checklist: Reducing and Managing DNAs  
Nationally, around 9.1% of outpatient appointments listed under TFC 301 Gastroenterology are lost to DNAs, 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. 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

Check Good Practice Solutions & 
Resources 

 
All patients receive appointment reminders such as 
letters, emails, SMS or phone call reminders. 

 
 
 
 
 
 
 
 
 
 
D 
 
 
 
 
 
 
 

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

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

 Appointments are available for evenings/weekends. 

 
DNA rates are monitored routinely, and DNA audits are 
conducted regularly to understand potential 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 or to write to them with 
next steps. 

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

P122C6T2TB4#y1

Reducing DNAs 
Norfolk & 
Norwich  

Gastro 
OP Guide -
DNAs 

 
OPRT:  
Reducing DNAs 
in OP services 

DNA Metrics 
Model Health 
System 

Reducing 
DNAs with AI at 
Mid and South 
Essex 

https://model.nhs.uk/compartments/43e2cd1a-c59e-4c7f-bc86-2a5d8db9830e/subcompartments/144d0d8f-f736-4064-978e-9613bff36e52
https://future.nhs.uk/GIRFTNational/view?objectID=171734437
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/ClinicallyledGastroenterologyOutpatientGuideJuly23FINAL-V1.pdf#page=8
https://future.nhs.uk/OutpatientTransformation/view?objectID=148778661
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2F2024%2F03%2Fnhs-ai-expansion-to-help-tackle-missed-appointments-and-improve-waiting-times%2F&data=05%7C02%7Cm.barker1%40nhs.net%7C4a44bfa1b24b47536ca508dc70303693%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638508599840910060%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=6LLrs1TMjCzgmDRadOX%2BnD82ddEc5s0W42FvgrbS%2BHg%3D&reserved=0
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 Checklist: Remote Appointments 
Nearly 25% of all outpatient appointments are now being held remotely. Remote consultations have been estimated to save patients more than 530 years of 
time and £40m in travel costs a year, also reducing carbon footprint and supporting the Greener NHS agenda. In addition, patients are much less likely to 
cancel or not attend remote appointments (national median gastroenterology DNA rates March 2024: 10.4% for face to face vs.5.3% for remote). 

 

 

 
 
 

 

 

 

 

 

 

 

 

 

Check Good Practice Resource Links 

 
Appropriate use of remote consultations (for first 
and follow up appts) is well understood and 
monitored routinely within the department. 

 
 
 
 
 
 
 
 
 
 
 
 

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

 
Where patient has had a face-to-face 
consultation, consenting for treatment is 
progressed via telephone as part of good shared 
decision-making processes. 

 
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. 

P 84C6T3T 57#y

Remote 
Consultations: OP 
Guide 

Remote 
Consultation 
Metrics on MHS 

https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/ClinicallyledGastroenterologyOutpatientGuideJuly23FINAL-V1.pdf#page=9
https://model.nhs.uk/compartments/43e2cd1a-c59e-4c7f-bc86-2a5d8db9830e/subcompartments/9e64b934-9d9f-47fd-b9ff-6aa6991bb16f
https://model.nhs.uk/compartments/43e2cd1a-c59e-4c7f-bc86-2a5d8db9830e/subcompartments/9e64b934-9d9f-47fd-b9ff-6aa6991bb16f
https://model.nhs.uk/compartments/43e2cd1a-c59e-4c7f-bc86-2a5d8db9830e/subcompartments/9e64b934-9d9f-47fd-b9ff-6aa6991bb16f
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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, with some trusts 
seeing >50% more patients per clinic compared with others. We will be working with Further Faster trusts and the Royal Colleges to develop guidelines for 
greater standardisation in these areas. It is vital that we maximise use of clinical time and understand capacity, so reducing this variation and 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.   

 

 

 

  

 

 

Check Good Practice: Outpatient Activity and Capacity Resource Links 

 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.  

 
 
 
 
 
 

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

 Contribute towards increasing the proportion of outpatient attendances that are for first appointments or 
follow-up appointments attracting a procedure tariff to 46% across all specialities.  

 
Clinic models using SAS doctors/trainees/advanced care practitioners to undertake full patient work up, 
with cases discussed with and reviewed where appropriate by the consultant when definitive management 
plans are made. Multiple consultant presence allowed for MDT. 

 Consideration is given to running co-located or parallel consultant clinics. This allows junior staff clinic 
streams to go ahead, provided at least one of the consultants are available to support staff. 

Gastroenterology OP 
Metrics on MHS 

https://model.nhs.uk/compartments/43e2cd1a-c59e-4c7f-bc86-2a5d8db9830e/subcompartments/9e64b934-9d9f-47fd-b9ff-6aa6991bb16f
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 Checklist: PIFU 
We know that PIFU is an effective and efficient way of managing follow up for many patients, reducing the need for unnecessary appointments whilst 
ensuring that those patients who do need to be seen can access the service easily. We also know reactivation can be low and in May 2024 there was only 1 
PIFU appointment for every 100 gastroenterology patients on this type of pathway. Despite this, PIFU rates are much lower than they could be and need to 
be increased significantly. This may be due to underutilisation of PIFU and under-recording of existing use.  

Check Good Practice Resource Links 

 
PIFU pathways have been agreed for the 
most common conditions/procedures. 

 
 
 
 
 

 
 
 
 

 
 
 

 
PIFU is used whenever clinically 
appropriate. 

 

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

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

 
Appropriate administrative support is 
available to support PIFU. 

 
Activated PIFU follow-ups are recorded 
accurately.  

 
PIFU rates are reviewed regularly on 
MHS. 

 
PIFU is not used as an alternative to 
discharge. 

Implementing 
PIFU at West 
Suffolk Hospital 

P279C6T5TB12#y1

Implementing 
PIFU at Homerton  

GIRFT PIFU 
Gastro– OP Guide 
(page 14) 

PIFU 
Communications 
Materials 

Gastroenterology 
OP Metrics on 
MHS 

Gastroenterology 
PIFU Packs  

https://future.nhs.uk/GIRFTNational/view?objectID=171203045
https://future.nhs.uk/GIRFTNational/view?objectID=171734501
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/ClinicallyledGastroenterologyOutpatientGuideJuly23FINAL-V1.pdf#page=14
https://future.nhs.uk/connect.ti/OutpatientTransformation/view?objectId=52241552
https://model.nhs.uk/compartments/43e2cd1a-c59e-4c7f-bc86-2a5d8db9830e/subcompartments/9e64b934-9d9f-47fd-b9ff-6aa6991bb16f
https://future.nhs.uk/OutpatientTransformation/view?objectId=202598373
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 Checklist: Endoscopy  
A high percentage of gastroenterology outpatients may require endoscopy procedures during their RTT pathway. The national endoscopy dashboard 

provides productivity and quality metrics for endoscopy services and JAG guidance provides clear productivity and quality standards that are complimented 

by a range of GIRFT and BSG materials. Using these to improve endoscopy services is essential. The increasing demand for both diagnostic and therapeutic 

endoscopic procedures result in capacity pressures on endoscopy services which can lead to delays in procedures and lengthen overall RTT waiting times.    

Check Good Practice: Endoscopy Resource Links 

 
All available endoscopy room time is used and backfilled during the week. Where 
possible, endoscopy rooms should also be run and backfilled at weekends to provide 
additional capacity and flexibility. 

 
 
 
 
  
 
 
 
 
 
 
 
 
 

 
 

 The service meets productivity standards included within JAG assessment. 

 
The trust provides direct access endoscopy (in line with NICE guideline NG12 on 
Suspected cancer: referral and recognition), to enable earlier diagnosis of cancer and 
reduce demand on clinic capacity. 

 
The trust plans to use the national endoscopy dashboard, when provider-level data is 
available, to monitor endoscopy activity by type and the number of endoscopies 
delivered by medical and allied health staff.  

 
The trust plans to use the national endoscopy dashboard, when provider-level data is 
available, to identify opportunities for improved referral optimisation. This would include 
identifying lower cancer detection rates, which may indicate the need for better vetting 
of appropriateness of procedure.  

 
Endoscopy referrals should be vetted, where appropriate, to ensure they meet national 
guidance and to avoid inappropriate procedures. The trust also monitors age group 
metrics for endoscopy on MHS for the same purpose. 

P323C6T6TB23#y1

Gastroenterology National Report   
Endoscopy section 

 

P3 8C6T6T 38#y

JAG accreditation Global rating scale 
(GRS) for UK services 

 
 

Epsom and St Helier Endoscopy 
consultant triage  

P334C6T6T 4 #y

 Endoscopy SOP BSG 

P325C6T6TB47#y1

National endoscopy dashboard 

 

P336C6T6TB78#y1

 Further Faster Presentation: Improving 
utilisation of funded capacity  

 
Trust Further Faster Presentation : 
Combined GI refferal pathway at the 
Northern Cancer Alliance 

https://gettingitrightfirsttime.co.uk/wp-content/uploads/2021/10/Gastroenterology-Oct21v.pdf#page=57
https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&cad=rja&uact=8&ved=2ahUKEwiCjvyTisGAAxXHT8AKHdThCnkQFnoECAgQAQ&url=https%3A%2F%2Fwww.thejag.org.uk%2FDownloads%2FJAG%2FAccreditation%2520-%2520Global%2520Rating%2520Scale%2520(GRS)%2FGuidance%2520-%2520GRS%2520standards%2520UK%25202023.pdf&usg=AOvVaw354ElFxuM9_2b1OjpQmJ4G&opi=89978449
https://www.thejag.org.uk/Downloads/JAG/Accreditation%20-%20Global%20Rating%20Scale%20(GRS)/Guidance%20-%20GRS%20standards%20UK%202023.pdf
https://www.thejag.org.uk/Downloads/JAG/Accreditation%20-%20Global%20Rating%20Scale%20(GRS)/Guidance%20-%20GRS%20standards%20UK%202023.pdf
https://gut.bmj.com/content/70/Suppl_4/A182.1.info
https://gut.bmj.com/content/70/Suppl_4/A182.1.info
https://www.bsg.org.uk/service-success-stories/a-standard-operating-procedure-to-improve-patient-care-and-waiting-times-in-patients-with-newly-diagnosed-ibd-at-endoscopy/
https://future.nhs.uk/NationalEndoscopyTransformation/view?objectId=41649584
https://future.nhs.uk/GIRFTFurtherFaster/view?objectId=203936069
https://future.nhs.uk/GIRFTFurtherFaster/view?objectId=208204037
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//NICE guidance suggests that where a patient is under 55 and has no ‘red flags’ for upper GI cancer (such as trouble swallowing), GPs should 

try other solutions before referring for a gastroscopy e.g., test & treat approach for H. pylori, trial of treatment for reflux/or lifestyle advice. In the absence of 

alarm symptoms, the pickup rate of significant pathology at gastroscopy in patients under 55 is very low. Trusts with a high percentage of gastroscopies 

being performed in this age group may suggest the need for better vetting of appropriateness of the procedure against relevant NICE guidelines. 

 

 

 

 

 

 

Trusts should ensure they vet their surveillance colonoscopy waiting list against the BSG post-polypectomy and post-colorectal cancer surveillance 

guidelines. Patients over 75, who have already had their bowel cleared of polyps, may be able to stop surveillance. The risks of colonoscopy increase 

significantly over the age of 75. Vetting appropriateness of colonoscopy referrals is important for patient safety and for best use of endoscopy capacity. 

 

P360T 43#y

 

P360T 44#y

 

 

P367T 46bA#y

BSG post-polypectomy and post-colorectal 
cancer surveillance guideline 
 

P360T 6 #y

 
P360T 63bA#y

CG184 Gastro-oesophageal reflux disease 
and dyspepsia in adults 

  

 
P360T 64bA#y

NICE guideline NG12: Suspected cancer:     
recognition and referral guidelines 

 

NICE quality standard 96: Dyspepsia and gastro 
oesophageal reflux disease in adults 

 

https://www.nice.org.uk/guidance/ng12
https://www.nice.org.uk/guidance/qs96
https://www.bsg.org.uk/clinical-resource/list-of-recommendations
https://www.nice.org.uk/Guidance/CG184
https://www.nice.org.uk/guidance/cg184
https://www.nice.org.uk/guidance/ng12
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 Checklist: FIT Negative lower GI referrals with alarm symptoms   
Most patients referred on suspected lower GI cancer pathways were traditionally managed by colorectal surgical teams. Now most of these patients will have 

a Faecal Immunochemical Test (FIT) completed in primary care prior to the decision to refer. The risk of colorectal cancer in those with a negative FIT result, 

a normal examination and normal full blood count is <0.1%, which is lower than the general population risk.  

FIT negative symptomatic patients may end up being referred to gastroenterology, instead of colorectal surgery, which adds to RTT pressures for 

gastroenterology services. FIT negative patients with alarm symptoms may require investigation, as a negative FIT test does not exclude other types of 

cancer. If the clinical need of these patients is relatively urgent, they will be prioritised over other patients on a routine pathway. This can have a knock-on 

effect on RTT performance. Fortunately, some areas are innovating and creating rapid diagnostic services to meet the needs of these patients more 

efficiently in primary care. We encourage systems to consider adopting similar models.  Alternatively,  gastroenterology services may be able to manage 

demand for FIT negative patients if advice and guidance is implemented successfully, as was the case following Northumbria’s successful implementation of 

advice and  guidance.    

 
 

 

Check Good Practice Resource Links 

 

 
Consider providing a rapid diagnostic service for FIT negative patients with alarm symptoms. 
This includes lower GI urgent suspected cancer referrals with FIT < 10ug/g and without PR 
bleeding, rectal mass, anal mass/ulceration or IDA.  
 

 
 
 
 

 

 

P380C6T7T 3#y

 
Fit below threshold pilot 
2WW Lower GI Pilot 
(BSG service dev. prize)  

https://digital.nhs.uk/services/e-referral-service/case-studies/cutting-waiting-times-using-the-e-rs-advice-and-guidance-channel#the-results
https://digital.nhs.uk/services/e-referral-service/case-studies/cutting-waiting-times-using-the-e-rs-advice-and-guidance-channel#the-results
https://www.bsg.org.uk/service-success-stories/fit-below-threshold-2-week-wait-lower-gi-pilot/
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Context: 
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. 

Check  Good Practice  Resource Links 

 

Undertake a stakeholder analysis. 
  
 
 
 
 
 
 
 
  

 

Undertake a SCARF® analysis – understanding fundamental threats of the proposed 
change and how to address them. 

 

SCARF®  
Resistors to Change Toolkit Guide 

P404C6T8T 3 #y

SCARF®  
Multi Stakeholder Assessment Tool 

P407C6T8T 34#y

SCARF® Model 
Basic Worksheet 

mailto:girft.academy@nhs.net
https://future.nhs.uk/GIRFTNational/view?objectID=171348485
https://future.nhs.uk/GIRFTNational/view?objectID=171344677
https://future.nhs.uk/GIRFTNational/view?objectID=171344645
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