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Background 

The GIRFT MSK Community Delivery Programme 

On 18 December 2024 NHS England’s Getting it Right First Time (GIRFT) programme 

launched a £3.5m programme of activity funded by the Government’s Joint Work and Health 

Directorate. This GIRFT MSK Community Delivery Programme (MSK CDP) worked with 17 

Integrated Care Systems (ICSs), spread across the seven NHSE regions, with large waiting 

lists for commissioned community MSK services as measured within the community 

waiting list dataset. The aim of MSK CDP was to support these 17 systems to rapidly 

reduce their waiting list backlog, with a focus on people waiting more than 18 weeks, 

improving access to MSK treatment and helping people to remain economically active.  

The programme adapted the GIRFT Further Faster principles and methodology. A six-point 

plan was implemented to support systems to evaluate their local community MSK provision 

guided by a Further Faster Handbook, to identify high impact interventions to reduce their 

waiting list back log while sustaining best patient outcomes and patient experience. The 17 

ICSs had to deliver these interventions using the funds allocated during financial quarter four 

(January–March) of the 2024/25 financial year.  

Purpose 

Quantitative and qualitative information has been sought to gain an in-depth understanding 

of the impact of MSK CDP on waiting lists at the 17 ICSs and how senior responsible officers 

(SROs) and other relevant stakeholders (i.e. clinical leads, service provider leads) involved 

in MSK CDP experienced the work. SROs and other stakeholders were also asked to share 

their learning and insights with GIRFT to help inform future work.  

Target audience 

The intended primary audience for this report is anyone interested in commissioned 

community MSK services. Findings from this evaluation will also be shared with the 

community MSK GIRFT team, the wider GIRFT team, the Joint Work and Health Directorate 

and other senior decision makers as deemed appropriate to inform the development of 

relevant national strategies.  There may be further dissemination as appropriate.   

https://www.england.nhs.uk/statistics/statistical-work-areas/community-health-services-waiting-lists/
https://www.england.nhs.uk/statistics/statistical-work-areas/community-health-services-waiting-lists/
https://future.nhs.uk/connect.ti/GIRFTNational/view?objectId=58762832
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Methodology 

Quantitative data analysis 

Design, data sources and inclusion criteria 

The methodology described below uses quasi-experimental methods applied to routinely 

collected administrative data. The study used data from the England-wide Community Health 

Services Waiting List Dataset (CHSWLD) to monitor changes in the waiting list for ICSs 

participating in the MSK CDP intervention in the period pre- and post-intervention. The 

CHSWLD records the number of patients waiting for some form of community care each 

month.  For the purposes of this study, patients were counted if they were listed as waiting 

for more than 18 weeks for musculoskeletal services. A subset of patients waiting more than 

52 weeks were also studied in a secondary analysis. 

The MSK CDP intervention ran from 18 December 2024 to 31 March 2025.  However, since 

the intervention took time to set up, the intervention start date was taken as January 2025, 

with the first point at which changes would be expected to be seen in the waiting list data 

taken as February 2025. To give a stable baseline period prior to the intervention, a period of 

13 months from January 2024 to January 2025 was used as the baseline (pre-intervention) 

period. The six-month period from February-July 2025 was used as the post-intervention 

start period. July 2025 was the latest month data were available for at the time of the 

analysis.  Although funding for the MSK CDP intervention stopped on 31 March 2025, we 

were interested in impacts beyond this funding period.    

Outcomes 

The primary outcome of interest was the number of patients on the waiting list for more than 

18 weeks. A secondary outcome was the number of patients on the waiting list for more than 

52 weeks.  

Statistical methods 

Statistical analyses were supported by software package STATA (Stata Corp LLC, College 

Station, TX, USA). Standard descriptive statistics are used to summarise the data, with the 

statistics chosen to reflect the nature of the data. The primary inferential analysis employed 

interrupted time series analysis (ITSA). This technique compares a pre-intervention trend 

with a post-intervention trend and assesses the extent of any immediate step change at the 

point of the intervention. We allowed for a one-month lag period from intervention start to 

impact on outcomes. As such, the post-intervention start phase was deemed to be February 

to July 2025. 

In secondary analyses, the ITSA was extended to include the control group of 25 ICSs that 

were not part of the intervention group; controlled ITSA (CITSA). This method investigates 
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the trends change and immediate step change relative to the control group. Although CITSA 

is potentially more powerful than ITSA, the bias in the choice of intervention ICSs means that 

this analysis was only performed as a secondary analysis. The ITSA and CITSA analysis 

were also repeated considering waits of over 52 weeks only. Statistical significance was set 

at 5%.  

Where data for an ICS were missing for a given month then the data for the previous month 

were imputed (carry forward method). This was rare and was only seen for five months 

across the entire 19-month study period and across all 42 ICSs (798 datapoints).  

When comparing individual ICSs, the data were adjusted for the populations of the ICS and 

reported as waiting list per 100,000 background population. Population data were based on 

Office for National Statistics data for mid-2022. The ITSA/CITSA analyses used the raw 

waiting list numbers. 

Limitations of the quantitative methodology 

Due to the nature of the data available for analysis, the methodology described above has 

several limitations: 

• As part of the intervention a waiting list validation exercise was undertaken. ICSs were 

encouraged to ensure that their reported waiting lists were as accurate as possible. In 

many ICSs this has involved adding previously uncounted patients to the waiting list. This 

may mean that the intervention effect is under-estimated. Although fully accounting for 

this potential bias is not possible, analysis of data for the 25 ICSs not included in the 

intervention group provides some insight, as these ICSs were also encouraged to 

validate their waiting list. However, intervention ICSs may have been more likely to add 

patients to the waiting list during the intervention period than non-intervention ICSs, due 

to behavioural changes from being part of an intervention (The Hawthorne effect). 

• The 17 included ICS were not selected at random but were chosen as ICSs with high 

waiting list numbers at baseline. As such the 25 not included ICSs are not an ideal 

control for our study population. Specifically, ICSs with a higher waiting list at baseline 

had greater potential to improve performance during the intervention period. 

• The waiting list reported for each ICS may not accurately reflect the waiting list for the 

population. Providers with headquarters in one ICS may provide services to other ICSs, 

but their waiting list would be recorded under the ICS where the organisation has its 

headquarters. This would be a particular issue where one provider takes over the running 

of a service from another provider during the study period and the two providers are 

based in different ICSs, one in the 17 intervention ICSs and one in the 25 non-

intervention ICSs.  

https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationestimates/datasets/clinicalcommissioninggroupmidyearpopulationestimates
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• Some patients waiting for musculoskeletal services could be recorded as waiting in either 

the community or acute (referral to treatment) waiting list datasets. Recording in the 

acute dataset would typically occur where the service was provided by an acute provider 

(e.g. NHS hospital trust). In at least one instance, we are aware that data recording for a 

provider transferred from the community dataset to the acute dataset during the study 

period as that community provider lost the contract to an acute provider.  

• Given the short-term nature of the MSK CDP and the limited data available, the longer-

term outcomes for patients following the intervention have not been studied as part of this 

evaluation. 

 

In addition, there are several limitations inherent in the ITSA methodology: 

• Other events or interventions around the time of the intervention start could have 

impacted the findings. It is not possible to state that the observed changes are caused by 

the intervention. However, in the absence of randomised controlled trial methodology, the 

methods used provide some insight.   

• The ITSA methodology assumes a stable linear trend in both the pre- and post-

intervention start periods. This may not be the case. 

• The post-intervention period was relatively short at only six months.  We are unable to 

comment on longer term trends.    

 

 Qualitative data collection and analysis 

Survey and interviews 

To ensure a wide reach and maximise engagement, we deployed a mixed method approach. 

This allowed for the integration of data to provide a comprehensive understanding of the 

implementation of the programme. We developed and disseminated an online survey, with 

both multiple choice and free text response questions, to service and system 

managers/leaders involved in implementing the initiative. Stakeholders also had the option to 

conduct a 1:1 online, semi-structured interview in addition to or instead of completing the 

questionnaire. The interviews focused on the participants’ experiences in more detail and 

allowed them to contextualise and explore the meaning behind those experiences (Low, 

2013). 

Sampling 

An opportunity sampling method was used and therefore we did not predetermine the 

sample size. Survey respondents were given the opportunity to opt in to participate in the 
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interview following the completion of the survey. Interview questions were open-ended, to 

facilitate new and deeper insights in addition to the survey responses. 

Definition of saturation 

Within the remit of this evaluation, we defined saturation in line with the values and 

assumptions of reflexive Thematic Analysis (TA). Meaning was generated through 

interpretation of, not excavated from, data, and therefore judgments of saturation were 

subjective, and not determined in advance of analysis (Braun and Clarke, 2021). 

Qualitative data management & analysis 

All qualitative data were stored and analysed within a secure NHS IT environment server 

space. The qualitative data have been analysed and coded, and preliminary and final 

themes generated and defined using a reflexive thematic analysis framework. This 

framework is based on the methods proposed by Braun and Clarke (2006) and described 

further by Saldana (2025). 

Quantitative findings 

Trends in waiting list numbers over time 

Data were available for the 19-month period from January 2024 to July 2025 on all waits 

over 18 weeks. The month-on-month change in the waiting list across all ICSs is shown 

below in Figure 1.  

 

Figure 1. Month-on-month change in the over 18 weeks musculoskeletal services community waiting list 
across England. The diamond marker shows the intervention start point. 

The waiting list increased steadily until July 2024 when there was a relatively large increase 

in the waiting list from 48,050 in July to 52,372 in August followed by a large fall to 42,022 in 
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September. The waiting list is then stable until January 2025, when it falls for two months 

before rising until the end of the study period. 

For the first (January 2024) and last (July 2025) month of the study period the variation in the 

waiting list per 100,000 population is shown below in Figure 2 where each bar represents a 

different ICS. In January 2024 the waiting list varied from 454 per 100,000 population to 0 

across the 42 ICSs and in July 2025 the waiting list varied from 678 per 100,000 population 

to 0 across ICSs. Four ICSs in January 2024 and three ICSs in July 2025 reported no 

patients waiting for community musculoskeletal services. With a few exceptions ICSs with 

low waiting lists in January 2024 also had a low waiting list for July 2025.  

 

Figure 2. Variation in the over 18 weeks community waiting list for January 2024 and July 2025 across each 
ICS. 

Investigation of data quality 

There was a great deal of month-to-month variation in waiting list numbers within each ICS 

over the 19-month study period. Twenty-seven (64.3%) ICSs had at least one example of 

more than doubling or halving of their waiting list from one month to the next. Some of these 

changes may have been due to waiting list initiatives, data validation (both possibly as part 

of the MSK CDP intervention or a provider within an ICS taking over or stopping providing a 

service (see methodology section)). Of these 27 ICSs with substantial month-to-month 

changes, 12 (44.7%) were part of the intervention group, roughly what would be expected, 

given the proportion of ICSs taking part in MSK CDP (40.5%). Across all 42 ICSs and all 19 

months (798 data points) there were 80 (10.0%) such doubling (n = 44) or halving (n = 36) of 

the waiting list and of these 80, 27 (33.8%) were in ICSs that were part of the intervention. 

Given that some of these large month-to-month changes in waiting list numbers may be 

warranted by the nature of the intervention, extensive data cleaning (whereby some values 

can be adjusted if they are thought to represent a clear error) was not possible.    
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Some of the largest increases in waiting list numbers by ICS were around July–September 

2024 (pre-intervention) and February–July 2025 following the start of the intervention and 

these changes were investigated in more detail.   

July–September 2024: For the North East and North Cumbria ICS there was a doubling of 

waiting list numbers from July to August, followed by a halving back to close to the July 

numbers from August to September (Table 1). On examining data for providers within the 

ICS, the spike was due to data for a single provider. The provider indicated that the spike in 

waiting list numbers was due to a data quality issue when taking over the running of new 

services.  

In the Shropshire, Telford and Wrekin ICS, the number of waits recorded fell from 7,025 to 

935 from August to September 2024 (Table 1). An ICS representative indicated that this was 

due to a change in acute sector provider, and the new provider recording waiting list data in 

the referral to treatment dataset.  

These two ICSs largely accounted for the spike and larger fall in the waiting list numbers 

during this time period.   

Table 1. Variation in waiting list more than 18 weeks data across two ICSs July-September 2024.  

ICS July 2024 August 2024 September 2024 

NORTH EAST AND NORTH CUMBRIA 3582 7831 3762 

SHROPSHIRE, TELFORD AND WREKIN 7055 7025 935 

February-July 2025: Table 2 shows data for two key ICSs for the post-intervention start 

period. For Sussex ICS, a large increase in numbers can be seen in April 2025 and for North 

East London ICS in June 2025. The change in Sussex ICS at this point was due to a change 

in one of the provider contracts from an acute provider (previously recording waits in the 

referral to treatment dataset) to a community provider (recording waits in the community 

dataset used for this analysis). The reason for the change in numbers in North East London 

was due to a provider in the ICS gaining an additional contract to provide services for a 

different ICS.    

 

Table 2. Variation in waiting list more than 18 weeks data across two ICSs February–July 2025. 

 February 2025 March 2025 April 2025 May 2025 June 2025 July 2025 

SUSSEX 4412 4544 11004 10472 10989 11680 

NORTH EAST LONDON 1754 1888 1201 2126 5026 4841 
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These examples of abrupt changes in the waiting list number from one month to the next 

illustrate the issues around data quality, validity and coverage introduced in the methodology 

section. Despite identifying these issues, and the causes, we chose not to clean the data to 

any large extent. Two of the major reasons for large changes in waiting list numbers appear 

to be contracts moving between providers with headquarters in different ICSs and data 

moving between being recorded in the community and acute waiting list datasets. Without 

investigating every change of contract and where data would be recorded, data cleaning 

could introduce, rather than reduce, bias. Furthermore, large month-on-month changes could 

be due to data validation exercises, or providers treating more patients, both of which were 

part of the intervention. Fully untangling the reason for this change is not possible with the 

available data. 

Changes in waiting list numbers over time categorised by ICSs that were and 
were not part of the MSK CDP intervention 

This temporal trend was explored further by categorising the ICSs as part of the intervention 

cohort or not (Figure 3). Most of the variation over time appears to be related to the 17 ICSs 

within the MSK CDP intervention cohort, although the large difference in waiting list numbers 

for each group does not aid interpretation.   

 

Figure 3. Month-on-month change in the over 18 weeks musculoskeletal services community waiting list 
across England categorised by being part of the MSK CDP intervention or not. The diamond markers shows 
the intervention start point. 

To aid interpretability, the data were scaled to make the January 2024 data for both groups a 
baseline, with variation over time shown relative to this baseline (100%). Figure 4 shows 
these data and presents a clearer picture, with variation evident in both groups. The data 
diverge substantially after January 2025.     
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Figure 4. Month-on-month change in the over 18 weeks musculoskeletal services community waiting list 
across England categorised by being part of the intervention or not, change relative to baseline. The diamond 
markers show the intervention start point. 

Figure 5 and Figure 6 below show data for waits of 52 weeks and over as the raw data and 

as the data with a baseline of January 2024. As expected, these data are much more 

variable than the over 18 weeks data, due to very low numbers. The reason for the variability 

was not investigated further, although we can assume it was due to similar reasons as those 

noted for the over 18 week waits. Across the 19-month study period, ten ICSs recorded no 

waits of over 52 weeks and a further 17 ICSs recorded fewer than ten waits of over 52 

weeks for any given month.   
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Figure 5. Month-on-month change in the musculoskeletal services over 52 weeks community waiting list 
across England categorised by being part of the intervention or not. 

 

Figure 6. Month-on-month change in the musculoskeletal services over 52 weeks community waiting list 
across England categorised by being part of the intervention or not, change relative to baseline. 
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Time series analyses 

The results of the ITSA and CITSA for patients waiting over 18 weeks are shown below in 

Table 3 and in Figure 7 and Figure 8. There are three model coefficients for each of the 

ITSA and CITSA analyses: for the pre-intervention trend, the change at the point of the 

intervention start, and the change in trend from pre- to post-intervention start. In addition, the 

final three rows of the table show coefficients for the differences between the two groups 

(intervention ICSs relative to the control group). The ITSA analysis identified a weak, non-

significant, pre-intervention downward trend in patient numbers of around 450 patients per 

month. At the point of the intervention (February 2025, allowing for one month lag), the 

model estimated that the waiting list dropped significantly by over 8,000 patients (around 

20%) in the intervention ICSs. However, in the post-intervention start period there was a 

modelled significant increase in the waiting list of over 2,000 patients per month. By July 

2025 the number of patients in intervention ICSs who had been waiting for over 18 weeks 

was higher than at the start of the MSK CDP intervention. 

We emphasise that the control group of 25 non-intervention ICSs is far from ideal as a 

comparator group. Specifically, the ‘control’ group of 25 ICSs had much lower baseline 

waiting list numbers. With this in mind, the CITSA should be interpreted with caution. 

However, the CITSA potentially provides several additional insights. There was no similar 

decline in waiting list numbers at the point of the intervention in the 25 ICSs that were not 

part of the intervention. Indeed, a small increase of around 34 patients was modelled. 

Furthermore, this difference at the point of the intervention was significantly different 

between the two groups. The post-intervention increase in waiting list numbers in ICSs that 

were part of the intervention was significantly greater than seen in the non-intervention ICSs.  

Table 3: Results of ITSA and CITSA based on raw (patient number) data for over 18 weeks waiting list 
numbers. 

 Model 
coefficient 

95% confidence 
interval 

Statistical 
significance 
(p value) 

ITSA    

Pre-intervention trend -452.2 -981.3 to 97.0 0.089 

Change in waiting list immediately at the point of 
intervention start 

-8248.4 -13767.7 to -
2729.1 

< 0.001 

Change in the trend from pre- to post-intervention start 2168.5 991.2 to 3345.9 0.001 

CITSA    

Pre-intervention trend (controls) 81.3 20.3 to 142.4 0.011 

Change in waiting list immediately at the point of 
intervention start (controls) 

33.7 -635.4 to 702.8 0.919 
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Change in the trend from pre- to post-intervention start 
(controls) 

909.0 701.9 to 1116.1 <0.001 

Difference in pre-intervention trend (intervention 
relative to controls) 

-533.5 -1044.1 to -22.9 0.041 

Difference in change in waiting list immediately at the 
point of intervention start (intervention relative to 
controls) 

-8282.1 -13612.7 to -
2951.6 

0.003 

Difference in change in the trend from pre- to post-
intervention start (intervention relative to controls) 

1259.5 112.6 to 2406.5 0.032 

Figure 7 shows the model from the CITSA analysis using the raw data and Figure 8 is the 

same analysis but with the data rebased such that the waiting list for January 2024 is taken 

as baseline (100%). In Figure 8 the relative increase in the non-intervention group waiting 

list post-January 2025 is more evident. Comparing Figure 7 and Figure 8, the different 

interpretation of the data depending on whether absolute (raw) or relative figures is used can 

be visualised and emphasises the limitations of using the 25 non-intervention ICSs as the 

comparator and justifies the decision to only present the CITSA as secondary analysis.   

 

Figure 7. Graphical depiction of the CITSA using the raw over 18 weeks waiting list numbers.   
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Figure 8. Graphical depiction of the CITSA using the over 18 weeks waiting list numbers relative to a baseline 
of January 2024 

In secondary analysis, the ITSA was repeated for waits of over 52 weeks. The results are 

presented in Table 4 below. The waiting list numbers were much smaller and highly variable 

across months. Waiting list numbers fell by 446 at the point of the intervention, although this 

change was non-significant. After this immediate drop, there was a significant upward trend 

in waiting list numbers, increasing by an average of 259 per month. 

Table 4. Results of ITSA based on raw (patient number) data for patients waiting over 52 weeks.   

 Model 
coefficient 

95% confidence 
interval 

Statistical 
significance (p value) 

Pre-intervention trend -15.9 -92.3 to 60.5 0.664 

Change in waiting list immediately at the 
point of intervention start 

-446.3 -1021.1 to 88.5 0.093 

Change in the trend from pre- to post-
intervention start 

258.9 124.3 to 393.5 0.001 
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Summary of quantitative analysis 

At the point of the intervention start, a rapid, statistically significant, decline of around 20% 

was observed in the over 18 week waiting list at the 17 ICSs involved in the intervention. 

This change was statistically significantly different to the situation in the 25 ICS that were not 

part of the intervention group, where no significant change was observed at this point. 

Although other factors could have been responsible for the changes seen, the fact that the 

change was not seen in the 25 non-intervention ICSs, tends to suggest that the MSK CDP 

intervention had a significant impact on waiting list numbers.   

When financial support was removed at the end of March 2025 the fall in waiting list 

numbers was reversed, on average, in both intervention and non-intervention groups, with a 

larger increase seen in the intervention ICSs. This suggests that the impact of the 

intervention was temporary. Our analysis does not explore the reasons why the change was 

not sustained from April 2025 onwards, although it is likely to be multifactorial. It could be 

due to demand for services outpacing supply once the additional funding was stopped. 

Alternatively, it could, in part, be due to continued efforts to improve the quality of the waiting 

list data, with previously uncounted patients being added to waiting lists. Multiple other 

factors may also be responsible. Further research into the reported waiting list numbers is 

needed to provide additional insight.  Clearly the post-funding trend will have varied across 

providers; understanding the extent of this variation and the drivers for it may provide insight.   

There are a number of limitations of this analysis but the greatest are the variability in the 

reported waiting list from month-to-month and the lack of an ideal comparator population. 

Future roll out of this intervention will seek to address these issues. A further limitation is the 

lack of data on the longer-term outcomes for patients after they are no longer on the 

community MSK waiting list. Further work would be needed to understand the impact of the 

intervention on people’s circumstances, including their health and labour market trajectories, 

which was beyond the scope of this evaluation.   

 

 

Qualitative findings 

Profile of qualitative evaluation participants 

A total of 17 participants were invited to take part in the qualitative evaluation exercise, each 

representing one of the 17 ICSs that were part of the MSK CDP cohort one. Of these, ten 

participants (59%) took part in the evaluation (eight completed interviews, two completed 

surveys). One survey respondent only shared their role and that they were not involved in 

the MSK CDP, so they were excluded from the analysis. Evaluation participants held roles at 
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director level (n = 4), were service or team leads (n = 3) or worked in managerial posts (n = 

3).  

All ten participants were proactively involved in the work or leading / co-leading workstreams. 

The survey respondent who was excluded explained that they were not proactively involved 

in the work and only observed.  

In total, six themes were generated, including feedback about the MSK CDP, GIRFT’s 

approach and methodology, leadership, programme set-up and governance, resources and 

new ways of working. 

Perceived need for the MSK CDP intervention 

GIRFT’s MSK CDP has been seen as a timely intervention, an opportunity to improve 

waiting lists in an often overlooked NHS care environment, namely community-provided 

services, when the attention has historically been with acute care settings.  

‘’I […] thought that we needed this work, that we need to be able to get our wait list down. 

This is a real opportunity to try some new things and to be able to try and recover some of 

the situation that has built up over the last few years. I was a bit nervous, but excited.’’ 

‘’I thought ‘At last’, because […] we focus so much on Referral-to-Treatment and the acute 

providers and the longer waiting times, that sometimes the physio concept and MSK and 

where that is held in the community does get a little bit overlooked.’’ 

‘’It was long overdue. It's been fabulous at shifting some of the significant obstacles to 

reducing variability of care to transforming how we manage the patient inflow.’’ 

GIRFT approach and methodology 

The general feedback from interview participants was that GIRFT’s framework, using a 

system change model, was well thought through, provided focus and should not be changed. 

The methodology was easy to understand, with the clear and simple objective of bringing 

waiting lists down. Some participants specifically highlighted the quality of the handbook, 

praising it as a very useful and valuable resource. The regional clinical leads were also 

frequently described as another resource without which the work would not have been a 

success. 

‘’I'm quite a fan of GIRFT […]. I like the methodology, how we create focus in the system.’’ 

‘’The handbook was excellent because it allowed everyone to benchmark their services.’’ 

‘’The allocation of the GIRFT leads to the systems. Without that, we wouldn’t have been 

successful. That's what made the difference.’’ 

Evaluation participants also appreciated how the GIRFT methodology aligned people and 

brought them together, helping to create a community of practice. They found that being part 
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of a cohort gave them access to peers they would otherwise not have necessarily reached 

out to before.  

‘’I think what worked well for us was that it brought us together quickly. We came together as 

quite a united team to figure out how could we deliver the work.’’ 

‘’The programme has given us access to peers that we wouldn't necessarily have reached 

out to before.’’ 

In addition, GIRFT’s approach appeared to have been perceived as very prescriptive which 

seems to have limited the ability to innovate. While every evaluation participant described 

setting up and embedding community appointment days (CADs) and variations of this 

service therein (i.e. blitz clinics, super clinics), a suggestion made by GIRFT, very few spoke 

about other and different innovative approaches they created to reduce community MSK 

waiting lists (see community bus example in the ‘Resources - Money’ section).  

‘’If NHS England are saying this is best practice, and GIRFT in particular, then that gives 

power to local teams and us as commissioners for how it should be done.’’ 

‘’Initially, my heart sank a little bit. I thought ‘Oh, it's another national diktat.’’ 

Recommendations 

• Consider being less prescriptive with the solutions, so that local teams have the space to 

find their own solutions that are fit-for-purpose for their system. Facilitating teams to 

develop their own solutions (e.g. through workshops involving all stakeholders, including 

patients) could support greater local buy-in. 

Leadership 

GIRFT’s leadership was seen as being outstandingly strong, provided great clarity and 

helped to overcome local system barriers (i.e. inconsistent leadership or cultural issues at 

service provider organisations). These leadership attributes, together with GIRFT being 

perceived as a strong national brand that comes with considerable political capital, were 

consistently described as fundamental to the success of the MSK CDP. 

‘’We were clear on what we needed to deliver. And having the Professor [Tim Briggs] as the 

lead. He was very clear on what he wanted delivered which was reducing waiting times and 

lists.’’ 

‘’Being a provider amongst multiple providers […] made it politically a little bit difficult to shift 

things. But having a regional lead who oversaw this and having the support from the national 

team has been good when things have got really stuck.’’ 

Nevertheless, GIRFT’s leadership style was described as top-down and seems to have 

created a strong dependence on GIRFT’s support. In conclusion, since the programme has 
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finished, cohort members seem to have struggled to continue the work without GIRFT 

involvement, and this is also apparent in the quantitative data (see above), with recorded 

waiting lists rising for April 2025 onwards. This was underlined by the repeated mentioning 

and very high praise of GIRFT’s support and leadership and suggestions that GIRFT should 

consider providing continued support through extending the MSK CDP beyond its current 

remit, to help ICSs sustain the changes made. The finding indicates that, while GIRFT’s 

leadership was very much appreciated, it did not seem to have empowered the ICSs and 

enable them to take on ownership in the long term. The impact of the intervention was only 

short-term, as waiting lists are rising again (see ‘Resources - Money’ section). 

Furthermore, the findings also emphasise that strong, local leadership is pivotal to maintain 

and sustain the changes made during the programme. 

‘’I think the national team should really encourage the community of practice, meaning that 

providers from each organisation have good relationships, meet and work towards a shared 

common goal. GIRFT should encourage that as part of this process.’’ 

‘’GIRFT is supporting us from next month with two days a week of a colleague coming and 

leading - similarly to how we did this piece of work - the MSK steering group and taking 

some of the principles forward.’’ 

‘’It'd be nice if there was a part two to cohort one in terms of how this […] pathway should 

work. And support around multidisciplinary team working between a community and acute 

provider. It's helpful to have that national backing for that best practise because some 

consultants and clinicians may not want to do it this way.’’ 

Recommendations 

• Develop a GIRFT exit strategy incorporating the coaching of leadership within providers 

and the transfer of knowledge, skills and behaviours necessary to maintain and build on 

improvements made following GIRFT intervention. 

Programme set-up and governance 

Programme set up and initiation 

Overall, the setting up and initiation of the programme was described as quick and efficient. 

The only drawback described was that it could have been made clearer at the start how and 

what to use the funding for, to save time. 

“It was good. It was well thought through, had good governance, good terms of reference at 

the start, a good project brief.’’ 

‘’We lost a little bit of time at the start, trying to understand and define what the money was 

supposed to be used for. We weren’t clear if it was for activity. We've lost a couple of weeks 

on that. But our lead helped with that.’’ 
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Recommendations 

• At the outset of the GIRFT intervention, where funding is associated with engagement, 

make clear whether the decision over spending sits with the ICS, or have parameters set. 

This will also align with recommendations to give ICSs autonomy.  

Time 

Time was mentioned by nearly all interview participants as a limiting factor throughout the 

programme. They mentioned that programme timelines were challenging, and the work felt 

rushed. People felt that they were put under too much pressure, on top of other every-day 

challenges. 

“It's very hard to transform in four months, although I think the resource helped us to cover 

capacity more. Whether we've done true transformation in every area I don't think we did 

because it probably wasn't enough time. […] But it made us really think and open our eyes to 

do things differently, which is what we did, supported with the resources to do it. But longer 

term to do true transformation and investment, you need longer time to do it.” 

‘’Even though my local providers were up for it as well, this programme put a lot of additional 

pressure on them while trying to do their day job.’’ 

‘’The other thing that didn’t go so well was the quick turnaround in terms of delivery. We 

weren’t given adequate timing to plan the community appointment day. A few mistakes were 

made but the teams have had time to reflect, and it'll be better going forward.’’ 

In contrast, very few participants appreciated that the programme gave them the time and 

resources to address community MSK waiting lists.  

‘’The programme allowed us time to think about things differently because barriers of finance 

weren't there.’’ 

Recommendations 

• Provide more time for mobilisation and delivery. The requirement for an exit strategy may 

allow for a phasing-down of GIRFT intervention within the life cycle of the programme, 

lengthening the programme without increasing the intervention time of GIRFT. 

Optimising meeting purpose and format 

The format and purpose of the SRO meetings was another frequently discussed area. The 

perception of these meetings was mixed. While some participants concluded that the 

meetings were not the most efficient and effective use of their time, others liked the 

governance and the opportunity to listen to others and to learn. However, participants had to 

produce progress reports for every meeting but only presented on their ongoing work and 

efforts during every other meeting. Because there were many people, going through all the 
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detail of these reports every time proved difficult. Consequently, no feedback was given on 

submitted reports from those who were not presenting. This led to feelings of frustration. 

Affected participants questioned the purpose of the frequent reporting and did not think that 

preparing the reports as often without any feedback was an efficient use of their time. 

‘’I really welcomed the whole project in terms of the monthly SRO meeting where you could 

hear updates from others, learn from others, and then hear from the clinical team in their 

monthly specialty meeting. It was best practice and learning.’’ 

“Maybe what would've been more sensible is that for the meetings, where we weren't 

presenting, then only I'd attend. Our local people wouldn't have needed to attend. I wouldn't 

necessarily have needed to send through the reports, unless they were reading them in 

detail. If they were doing that, then some feedback on the reports would've been good. I just 

didn't feel that the reports were being read. So, I think it would've been better for our local 

people, the people doing the doing, to come to the alternate meetings and me to go to the 

other ones, to still catch up with what everybody else was doing.” 

While some liked and benefitted from the meeting format, others found meetings too 

operational and focused on progress, not interactive enough and not leaving sufficient space 

for knowledge exchange and problem-solving. It was suggested that it would have been 

more appropriate for project managers, rather than directors, to attend the meetings.  

‘’Very quickly attending those meetings was delegated to me because the director was never 

going to be able to have the time to attend them. And I'm not sure they would've been a 

good use of my director’s time necessarily.’’ 

There also were contradicting statements from interviewees about whether the work should 

be led by commissioners or providers. This indicated that the best way forward may be to 

invite both to the meetings, to create a link. 

‘’My other feedback from me as a provider is that the provider and ICS should be united and 

led by the ICS. We weren't. We were provider-led’’. 

‘’Once we'd signed the MOU, we made our community provider the lead provider. That's 

important to know, because we've got provisions split between two acute providers, as well 

as with our community. This is not something we always do because we're so acute-centric 

that sometimes the dominance is with the acute providers. That’s why we were trying to 

increase the role of the community provider and try and give them a bit more of a leadership 

role in this work.’’ 

‘’I would've preferred to have had somebody from our provider to attend the meeting 

alongside me.’’ 

Evaluation participants described that the meetings put them under considerable pressure to 

deliver. This pressurised environment seems to have created competition between the sites, 
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at least some felt that way. Whether it was a deliberate strategy or not, some participants 

drew energy and drive from this and felt motivated, whereas for others it had the opposite 

effect, even involving a level of anxiety when preparing for and attending the meetings.  

‘’Having the meetings where you do have to present your data and justify your position, 

whether it's good or bad, in quite an intense environment where you're comparing yourself 

against all the other ICSs. I can fully understand psychologically why you did that, because it 

motivates everyone to raise their game.’’ 

‘’I think the bi-monthly reports went well as well, although they were a bit daunting at the 

start.’’ 

‘’The momentum of reporting was the real driver of doing things differently because you 

wanted to be able to show in a month's time what you’d done. And I liked the competition, 

the drive to not look like the silly person in the room who hasn't done anything yet. That was 

really invigorating.’’ 

Recommendations 

• Optimise the reporting process and feedback loop. 

• Reconsider the meeting purpose and format, and/or reassess the list of attendees to 

match the set up. Consider inviting providers, too. 

• Make meetings more interactive, providing more space for knowledge exchange and 

problem-solving. 

• In line with the leadership theme, consider changing the format and purpose of the SRO 

meetings. Instead of focussing on progress reporting, create an environment that enables 

and encourages knowledge exchange and innovation, where cohort members can 

troubleshoot and find solutions together. Consider using the reports to only discuss 

highlighted important issues and good practice, where negative feedback could be given 

outside of the meeting. This should help give participants ownership and accountability 

and so prepare them to lead on sustaining any changes in community MSK services after 

the GIRFT intervention and importantly, without needing continuous GIRFT support. 

Evaluation 

Evaluation has been mentioned by some participants as having been embedded too late in 

the programme, not allowing participants to share any learning early enough. In addition, 

gaps in the evaluation have also been identified, particularly around the impact of the new 

initiatives on business as usual (BAU) and not considering the impact on patient 

demographics and equity of access to the new services.  

‘’The survey and the evaluation […]. That felt very late in the day coming out. Considering 

most of us had already started doing our interventions and monitoring from the start, the 
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patient-level outcome data and surveys about the effectiveness of the programme didn't 

come out until later. This part of the programme didn't feel embedded, probably because of 

the speed of work. This is something I mentioned to people at the time. For the next cohort, 

make sure this is right up front because we probably missed a load of patients that have 

been through interventions that we could have collected those data for.’’ 

‘’Work not done to assess cultural / local population needs.’’ 

‘’Unclear of impacted on different demographics.’’ 

‘’What was the impact on BAU?’’ 

Recommendations 

• Embed evaluation and sharing of learning earlier in the process. 

• Measure impact of the changes on BAU, equality, diversity and inclusion, and equity of 

access. 

Resources 

Money 

Money was mentioned by all evaluation participants. It was seen as an enabler but also a 

barrier. 

The provided funding was welcomed and could be spent flexibly. The funding was used for 

new community MSK care initiatives, such as developing and embedding CADs, including 

super and blitz clinics, arranging public engagement activities such as hiring a community 

bus and placing it on a supermarket car park accessible to the public, implementing new or 

improved digital tools for self-management and AI software, and having extra weekend and 

evening lists. Additional specialist MSK resource has also been commissioned from the 

independent sector. 

‘’Having money is fantastic. Money is a problem in our system.’’ 

‘’It was about the ability to show what you could do with quite a focus over a very, very short 

space of time with finance to support you to deliver. Because if you don't have the finance to 

deliver it, it's really difficult within the NHS.’’ 

‘’We've also taken a community bus out. Literally parked a bus on a supermarket’s car park, 

just to invite the public, not necessarily patients, to promote good MSK health. GIRFT gave 

us a push to do that.’’ 

Even though GIRFT provided funding, the amount was not deemed significant enough to do 

more or achieve lasting system change. The funding was sufficient to set up and start some 

new initiatives in the short-term, but when considering sustainability of the changes made 
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during the MSK CDP, most evaluation participants suggested that more funding was needed 

to keep and maintain these changes in the long-term. If additional funding was made 

available, all participants advocated for keeping the changes. However, many of the changes 

were not felt to be sustainable once the MSK CDP programme funding had been used. It 

was also shared that waiting lists are already going back up again beyond 18 weeks 

following the closure of the work with cohort one.  

‘’Bringing in the local, independent provider of physiotherapy has worked well during the 

community appointment day. If funding allows, or if there are any underspends, keep 

bringing in that additional resource to help.’’ 

‘’The community appointment days will continue at least this financial year.’’ 

‘’We need to make sure the expenditure in the end is OK because it will help us with our 

delivery.’’ 

‘’I can see our waiting list trajectory going back up again.’’ 

Recommendations  

• If future funding is made available, hold some of the funding back to help transition new 

initiatives into BAU. 

Staff 

Many interview participants shared the view that, with the currently high vacancy rate in the 

NHS, existing staff are overworked and already operate beyond their capacity. Despite this, 

participants shared that staff in some ICSs still went further despite their challenging day 

jobs and workloads and committed to deliver for the MSK CDP. However, relying on people’s 

goodwill is not a sustainable solution. 

‘’The staff were incredibly up for it because they really liked the opportunity to be able to 

reduce their waiting times. They had no problem with getting extra staff in or extra people to 

do this extra work because they wanted to make it better for patients.’’ 

‘’We didn't bring any additional resource in to do this, but they have a great can-do approach 

and mobilised super clinics during the community appointment days. Reflecting on that, this 

new way of working needs building into a sustainable model going forward.’’ 

Recommendations 

• Ensure that ICSs carefully plan the work considering their workforce availability. 

However, GIRFT can help define how much time and resource is going to be needed to 

effectively engage with and progress the work.  
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New ways of working 

Collaboration and Partnerships 

Collaboration and partnership featured very strongly in the survey and during the interviews. 

Evaluation participants agreed that the MSK CDP helped create focus on often overlooked 

community service providers, but the picture was mixed in terms of the effectiveness of 

jointly working with them.  

In some ICSs, partnership working between commissioners and community and acute 

providers, as well as with independent sector service specialists improved during the 

programme. But this positive impact was only observed in those ICSs where service 

providers and commissioners already worked together. When this was the case, joint 

working was described as pulling the team together and helping each other. One ICS 

representative even shared resources across the system and between providers. However, 

participants from other ICSs, where such joint working had not already been set up, 

expressed frustrations and described difficulties working with community service providers. 

This was mainly because of the differences in the ways of working between acute and 

community settings that were described during the evaluation.  

During the interviews, some participants expressed a view that the way community services 

are structured and provided may act as a barrier to collaborative working. It was felt that 

acute provider structures tend to be centralised (with resources and services found in one 

place), meaning that processes, teamwork and leadership are more likely to be jointed and 

efficient. Such structures were not necessarily observed with community providers. While in 

some ICSs there is a single community MSK service provider or such providers already work 

in existing partnerships, in others community services are disjointed and spread across 

several locations within the ICSs’ geographical footprint. This may also manifest as a lack of 

engagement in collating waiting list data, with the resulting variability in the quantitative 

waiting list data reported in quantitative analysis. 

Such a decentralised set up appeared to have had a negative impact on efficient processes 

and teamwork and resulted in significant variation in leadership approaches and cultures 

within a single service. Sometimes, community providers were not felt to be proactive and 

needed continuous pushing. Participants expressed that some providers were not engaging 

in the work at all or, if they did engage, roll out of new community MSK service initiatives was 

slower in some locations than in others. From a commissioner’s perspective, this made joint 

working difficult, particularly when participants were more familiar working with acute 

providers, where expectations were more aligned. One participant who found themselves in 

this scenario described a desire to get community providers to work more like acute 

providers, suggesting that GIRFT should provide them with a similar set of tools. 
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‘’I think we have a good method of working in our ICS because we've pulled together all our 

system partners. We have about 12 different providers of MSK services. It's not just one 

provider in our ICS like some other systems have. Our approach was basically having what I 

call the ‘ICS team approach’. We’ve been able to get independent sector primary care 

providers, community services providers and acute trusts together to deliver bits of the work 

in the same room, every week, where everyone could identify and discuss problems, targets 

etc. It was also about how we could help each other. Having all those people in the room 

together meant that we were able to stand up things like mutual aid quickly.’’ 

‘’Then there’s more a local problem. A couple of our providers were like model pupils and did 

this well, followed the handbook and made some significant changes. Another one of the 

providers didn't. It's taking longer to get the leadership within that organisation behind it, so 

it's moving at a much slower pace. What we found was that the acute providers, where 

you've got a critical mass of clinicians all working in the same building or the same 

organisation, it's much easier to apply the handbook successfully than in a community 

provider where they've got 17 clinics dotted about, where there probably isn't a lot of 

teamwork. The culture may be different in those 17 providers. Some of them are standalone 

clinics. I think it was therefore more difficult, because of that structure than the politics. But 

the leadership certainly was also a factor.’’ 

‘’There was a situation where our local providers ran into problems and for some reason 

couldn’t deliver what was asked of them. When I said earlier about our community provider 

needing a push, I suppose I've got frustration. When you work in the acute world, you expect 

waiting lists to be validated and sometimes you need to bring your community provider into 

the same lane of the motorway with the same standards as what the acute providers are 

doing. It's really basic things like waiting list management. It was like, ‘Why aren't you doing 

this anyway?’. Just having what I'd expect from a community provider as routine business as 

usual processes.’’ 

In terms of collaboration, it was suggested to strengthen the collaboration with relevant 

governmental departments (Department for Health and Social Care (DHSC), Department for 

Work and Pensions (DWP)) during the MSK CDP. For example, one evaluation participant 

described that the presence of DHSC representatives during the CADs had an invigorating 

effect on staff and felt like a good way of working together. Another participant expressed a 

wish to strengthen the collaboration with the DWP and the ‘Working well’ initiative, as they 

did not feel like those links were strong enough during the programme. 

‘’The provider also had some people from the DHSC join some of the community 

appointment days. That felt like a really good way of working.’’ 
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Recommendations 

• Develop scenario options to consider different community service set ups in different 

ICSs, to make the MSK CDP relevant and effective for everyone. 

• If new partnerships between commissioners and service providers need to be set up, 

consider this in the programme timelines. 

• Explore offering another tier of governance for providers, considering that many are not 

NHS providers and that the responsibility for them to deliver sits with the commissioners 

(for NHS patients). 

• Strengthen collaborative links into relevant governmental departments in the programme. 

Community appointment days 

In general, ICS teams were excited about trying something new and for most, the CADs and 

variations therein worked well, even receiving very positive feedback from patients. Most 

evaluation participants were keen to keep the CADs, to further improve them (i.e. 

establishing stronger links to the ‘Work well’ initiative) and to even expand the approach 

beyond community MSK to other services. A participant from only one ICS shared that they 

did not find the CADs very effective. Instead, they are focussing on implementing a clinical 

decision tool for General Practitioners, to help address huge variability of care and referrals 

into secondary pathways, while planning is underway to evaluate which of the new initiatives 

had the highest impact before embedding only those with the biggest impact into business 

as usual. However, as described in the leadership and resources sections, many struggle 

with sustaining the changes implemented during the MSK CDP.  

‘’We’re very keen on keeping the changes and we’ll use the learning from this programme, 

embedding the methodology across our other services as well.’’ 

‘’The community appointment days, I think that's going to be business as usual going 

forward. We did have some funding leftover, and we've got a bit more time now to get the 

community appointment day right.’’ 

‘’We’re still working out which of those interventions have the most impact. We’ll commit to 

those with the highest impact in the long-term. In terms of the community appointment days, 

we're still not convinced that they have big impact. We’re monitoring and collecting data on 

each individual intervention to then decide.’’ 

Recommendations 

• Evaluate how CADs impact on BAU. 
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Importance of data quality 

Issues around data quality were evident from the quantitative data analysis discussed 

earlier. In January 2024 the waiting list varied from 454 per 100,000 population to 0 across 

the ICSs and in July 2025 the waiting list varied from 678 per 100,000 population to 0 across 

the ICSs.  Four ICSs in January 2024 and three ICSs in July 2025 reported no patients 

waiting for community musculoskeletal services.  

There was a great deal of month-to-month variation in waiting list numbers within each ICS.  

27 (64.3%) ICSs had at least one example of more than doubling or halving of their waiting 

list from one month to the next. Across all 42 ICSs and all 19 months (798 datapoints) there 

were 80 (10.0%) such doubling (n = 44) or halving (n = 36) of the waiting list.   

Every participant in the qualitative evaluation mentioned that they had improved their data 

validation processes and thus the quality of the data. During the MSK CDP, some ICSs 

found that data were inaccurately captured or did not meet information governance 

requirements. These issues were addressed during the work. Some acknowledged that they 

were still on a journey to further improve these processes. 

‘’We do better validation now, incl. validation at 12 weeks and when you're validating for an 

event.’’ 

‘’We've certainly done a huge amount of work on data validation which was successful. 

There were some things that looked like we were breaching which was purely due to data 

quality. The data validation has helped us become far more data quality savvy, knowing and 

understanding that there isn't data in the system that shouldn't be there, for example having 

longer waiters on the list that shouldn’t be on that list. This type of initiative doesn't cost 

anything and is more about housekeeping, cleaning your data and revalidating. That's been 

helpful.’’ 

‘’I think partners were working together, trying to get under the legacy issues that we had in 

terms of some of our data submissions which we still haven't sorted out. But the attention 

and the focus are on that. And once we get into further data, faster flows, then I know that 

we'll crack it. That's all due with our community provider in the coming months.’’ 

Another observation shared was that community service providers did not validate data the 

same way acute ones do, suggesting that this should be aligned.  

‘’I’m thinking of having a standardised [validation] format, as we do have for secondary acute 

care. Currently, in secondary care there's great validation going on. The validation sprint 

work is happening and there's been good validation work in this area. I think we need a 

similar process for community waits […]. That would be hugely valuable.’’ 
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Recommendations 

• Consider if and how data validation processes can be aligned between acute and 

community providers. 

• Consider how data can be captured in such a way that patients waiting for treatment in 

an ICS catchment are recorded under that ICS in the waiting list dataset rather than 

under the ICS of their providers headquarters. 

• Investigate ways of ensuring patients waiting for MSK treatment are recorded in a single 

dataset, rather than in either the community or acute (referral to treatment) waiting list 

numbers.   

• In any future study, consider data validation as a separate intervention prior to starting 

patient-focused interventions related to increasing capacity to treat patients.   

Strengths and limitations 

The qualitative evaluation process was designed and led by an evaluator not involved in the 

MSK CDP, minimising any bias and thus strengthening the validity of the findings described 

in this report.  

The limitations of the quantitative dataset used in this study and the competing intervention 

of data validation have been raised in the ‘Limitations of the quantitative methodology’ 

section and in the section on ‘Importance of data quality’. 

Conclusions 

At the point of the intervention start, a rapid, statistically significant, decline of around 20% 

was observed in the over 18 week waiting list at the 17 ICSs involved in the intervention. 

This change was statistically significantly different to the situation in the 25 ICS that were not 

part of the intervention group, where no significant change was observed at this point. The 

waiting list in the intervention ICSs has increased in recent months, following the end of the 

intervention funding. Although this increase was greater in absolute terms in the intervention 

ICSs than in the control ICSs, the relative increase was greater in the non-intervention ICSs. 

This apparent contradiction emphasises the limitations of using the 25 non-intervention ICSs 

as a comparator.  The increase in the waiting list from April 2025 onwards could, in part, be 

due to continued efforts to improve the quality of the waiting list data.  

Overall, representatives of the ICSs involved in the intervention viewed the MSK CDP as a 

timely intervention, presenting an opportunity to improve waiting lists in community provided 

services; an often overlooked NHS care environment. Participants in the intervention agreed 

that GIRFT’s approach and methodology offered an effective short-term framework for 

system change. There is scope for some modifications to further improve the programme’s 
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short-term impact. However, sustaining changes made during the programme proved difficult 

for many once GIRFT’s intervention had concluded. This was mainly due to limited 

resources to provide the services once funding was no longer available. The intervention is 

now being extended to a second cohort and the GIRFT programme team should focus on 

developing an effective exit strategy when the funding period ends for this new cohort of 

ICSs. Empowering local leaders to develop their service in ways which lead to sustainable 

change within current resource constraints should be an important focus. Addressing this 

issue presents a significant opportunity for GIRFT to make its impact more effective in the 

long term.  

By far the biggest limitation of the quantitative data analysis, and a major theme emerging 

from the qualitative data was the issue of data quality. Issues with the community waiting list 

data were known prior to the start of the intervention. Part of the intervention focused on data 

validation; removing patients from the waiting list who were no longer waiting for an 

intervention (e.g. treatment, advice, onward referral) and identifying patients waiting for an 

intervention who were not being recorded in the dataset. In any future intervention, these 

steps should be separated out, such that data validation precedes the intervention targeting 

seeing patients for an intervention. Issues around patients waiting in one ICS being recorded 

under another and waiting patients being recorded variable within the acute and community 

dataset should be addressed, or at least clearly understood. Where patients are recorded as 

waiting for musculoskeletal care in the acute waiting list dataset, and this is unavoidable, 

being able to identify these patients, and including them in any analysis of patient numbers 

would be helpful.    

As part of the 10 Year Health Plan for England (2025), shifting care from acute into 

community settings comes with new ways of working due to the different nature and set up 

of community services. Importantly, there is considerable variation in the set-up of 

community service providers between different ICSs. This was identified as a significant 

barrier to effective joint working between commissioners and providers, and acute and 

community care settings. This will need to be considered when scoping new GIRFT 

programmes and improving existing ones. 

The findings presented in this report should inform the GIRFT programme’s strategies going 

forward, and guide decision-making about how to better direct effort and focus when 

designing future interventions. 
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Appendix 

Stakeholder questionnaire 

The following multiple choice and open-ended questions were asked to the stakeholders 

through the online survey: 

Section 1: About you 

1. What is your role? – drop down list 

2. If you chose ‘other’, please specify. – free text 

3. Which Integrated Care System are you located in? – drop down list 

4. If you chose ‘other’, please specify. – free text 

5. How involved are you in the GIRFT MSK CDP? – drop down list 

Section 2: Your view about the programme 

6. What do you think went well in the GIRFT MSK CDP, and why? – free text 

7. What do you think did not go well, and why? – free text 

8. Is there anything that could have been done differently to increase the likelihood of 

success? – free text 

9. What changes have you made to your service because of the programme? – free text 

10. What are your thoughts about keeping these changes? – free text 

11. Is there anything else you think you could change? – free text 

12. Are there any aspects you would prefer not to change? If so, why? – free text 

Section 3: Sharing learning & next steps 

13. What advice would you give others who may choose to follow the programme’s approach 

to improvement? – free text 

14. Is there anything else that should be documented so that we can learn lessons from the 

programme? – free text 

15. Would you be happy to be contacted for a further discussion? If so, please include your 

email address here. – free text 
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Semi-structured interview schedule 

The following open-ended questions have been asked to the stakeholders through a virtual 

interview: 

1. What is your role?  

2. Which Integrated Care System are you located in?  

3. How involved are you in the GIRFT MSK CDP?  

4. What are your initial thoughts about the programme? 

5. What do you think went well in the GIRFT MSK CDP, and why?  

6. What do you think did not go well, and why?  

7. Is there anything that could have been done differently to increase the likelihood of 

success? 

8. What changes have you made to your service because of the programme? 

9. What are your thoughts about keeping these changes?  

10. Is there anything else you think you could change?  

11. Are there any aspects you would prefer not to change? If so, why?  

12. What advice would you give others who may choose to follow the programme’s approach 

to improvement?  

13. Is there anything else that should be documented so that we can learn lessons from the 

programme?  



 

33 

 

Further advice and suggestions 

Table 5. Advice from cohort one to subsequent cohorts. 

Theme / Advice 

Engagement 

Bring people together. 

Create a community of practice. 

Proactively engage with community services. 

Work with and learn from others. 

Engage with stakeholders as early as possible, including your business 

intelligence teams. 

Share the GIRFT handbook with your stakeholders and review it together. 

Programme set up 

Don’t be tempted to change the programme set up. 

Go with it, embrace it. 

Commit to the work. 

Work management and approach 

Robustly plan the work, considering available resources and given time. 

Manage your time and resources effectively. 

Be innovative and solution focused. 

Employ a system change approach. 

Data 

Focus on data quality and validation. 

Ensure everybody collects data the same way. 

Impact 

Think about how to maintain the 18-week waits. 

Consider that, when addressing 18-week waits, this can produce a bottleneck for 

follow-up appointments, creating a new waiting list for that part of the care 

pathway.  
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Table 6. Final suggestions from cohort one participants for GIRFT. 

Theme / Suggestions 

GIRFT support 

Produce national GIRFT resources for community appointment days. 

Evaluation and lessons learned 

Share lessons learned from cohort one with subsequent cohorts. 

New ways of working 

Develop digital solutions on a national level, not regionally/locally which can be 

disjointed. 
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