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Who is this guide for? 
This is a practical guide, intended for any staff who work in delivering or 
managing outpatient appointments, including:  

• Operational managers 
• Administration and management teams 
• Clinicians 
• AHPs 

 

 

How was the guide developed? 
This guide was developed with input from expert clinicians and staff 
and drawing on real-world experience from a cohort of trusts who were 
part of the GIRFT Further Faster Follow-Up programme.  

The guide includes example follow-up protocols from ten high-volume 
specialties. These protocols have been used in NHS trusts to enable 
appropriate patient review, improve use of outpatient capacity and 
reduce unnecessary appointments. 

Operational outpatient guidance series 

This guide provides standardised protocols for outpatient follow-up 
appointments. It is part of a series covering the skills needed to 
effectively manage outpatient departments. The series can be 
accessed at www.gettingitrightfirsttime.co.uk/outpatients/  

1. Clinic templates 
2. This guide: Standardising follow-up protocols 
3. High-flow outpatient clinics 
4. Outpatient booking and scheduling   
5. Appointment delivery  
6. Environment  
7. Digital and technology  
8. Clinical pathways 

https://gettingitrightfirsttime.co.uk/outpatients/
http://www.gettingitrightfirsttime.co.uk/outpatients/
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/10/Outpatient-Operational-Guide-Standardising-outpatient-clinic-templates-FINAL-updated-October-2025.pdf
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The existing variation 
National data demonstrates wide variation in follow-up practice, often 
driven by individual clinician preferences or legacy ways of working. 
This can lead to inconsistencies in care, inefficient use of clinic time, 
and a mismatch between workforce capacity and patient need. 

Follow-up appointments constitute the majority of outpatient activity, 
so there is a significant opportunity to free up outpatient capacity. 

 
Distribution of patients seen by number of follow-up 
appointments, Trauma and Orthopaedics, December 2025  

 
 

 

Variation in PIFU utilisation rate between trusts, November 2025 

 

Proportion of outpatient attendances that are for first 
appointments, or follow-up appointments for an outpatient 
procedure 

 

0%

2%

4%

6%

8%

10%

12%

14%

0%
10%
20%
30%
40%
50%
60%
70%
80%
90%

100%

46% new appointments or 
outpatient procedures 54% follow up appointments 

National median (3.9%) 

https://gettingitrightfirsttime.co.uk/outpatients/
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Why standardise follow-up?  
The NHS has made significant progress in elective recovery, but many 
patients still wait too long for their outpatient appointments. More than 
1.3 million pathways are awaiting follow-up, of which over 900,000 do 
not have an appointment date booked. 

The NHS sees almost two follow-up appointments for every new 
outpatient appointment. Many of these follow-ups are of limited clinical 
value, creating a poor patient experience and making poor use of 
patients’ time. The clinical time spent on these appointments could 
instead be used to see new appointments, seeing patients more 
quickly and reducing waiting lists. 

For patients, the most valuable appointments are for clinical 
interventions, such as a diagnosis, treatment or examination. The 
least valuable are when nothing is learned and nothing happens – 
such as going back just to be asked if you think you need to be seen. 

Patients should be trusted and empowered to decide if they need and 
want to be seen. 

Low value  High value 
Blanket policies  Risk stratified follow up 

Patient attends to be asked if they 
need to be seen  PIFU 

Appointment to say nothing has 
changed  

Communication by app, 
email, text. 

Attending for regular tests  Remote monitoring 

The new follow-up model 
Risk stratification 

Blanket rules should be replaced with protocols and safety-net criteria 
specific to the condition and pathway, with stable patients discharged 
or moved to PIFU and high-risk groups retained with condition-specific 
surveillance. 

Patient Initiated Follow-Up (PIFU) 

Patients are often routinely brought back just to ask if their symptoms 
have improved and if a further treatment is needed. In most cases, the 
patient is in the best position to make this decision. They should be 
empowered to decide whether they need and want to be seen again 
through Patient Initiated Follow-Up. The experience of existing PIFU 
pathways has been that very few patients activate their follow-up. 

Digital by default 

Using patient portals, virtual reviews and self-monitoring tools with 
equity safeguards in place. This will reduce transport time and costs 
for patients and improve communication between clinicians and 
patients. 

Remote monitoring 

Patients are repeatedly brought back to the hospital, often over many 
years, for tests that could be done at home, at the GP or a local 
service such as a pharmacy. Usually, they only need to be seen if 
there is a significant change in the test result. 

 

https://gettingitrightfirsttime.co.uk/outpatients/
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Benefits 
Standardised follow-up protocols help to ensure that patients receive 
the right care, in the right setting, at the right time. They form a basis 
for more predictable outpatient demand, improve scheduling efficiency 
and reduce delays for new referrals. 

By adopting agreed clinical pathways and standardised follow-up 
intervals - based on evidence, consensus, and local population needs 
- organisations can: 
 

• Improve clinical outcomes and patient experience. 
• Reduce unnecessary or outdated follow-up appointments. 
• Free up capacity for urgent and new patients. 
• Better align workforce to demand. 
• Reduce patient journeys and travel costs. Patient travel is the 

largest single source of NHS related carbon emissions. 
• Make better use of patients’ and clinicians’ time.  

 

How often do patients on PIFU initiate appointments? 

Most patients on PIFU do not need an appointment. For example, at 
University Hospitals Plymouth, only 2.7% of patients who were on PIFU 
for a urology condition in 2025 asked for appointments. 

Example flow with PIFU, based on University Hospitals Plymouth 
Urology PIFU pathways and appointments for November 2025. 

 
 

Key principles for developing 
follow-up pathways  
Local development of follow-up protocols should be guided by the 
following principles: 

• Clinically led and evidence based: Developed with and endorsed 
by specialty clinical teams to ensure they reflect current evidence 
and best practice. Making the best use of different professions and 
roles in the MDT to deliver pathways. 

• Based on agreed pathways: Follow-up intervals and modes 
should align with clearly defined pathways of care for common 
presentations and procedures. 

• Consistent but flexible: While standardisation is key, protocols 
should allow for clinical discretion where justified, especially in 
complex or high-risk cases. 

• Integrated with PIFU: Follow-up protocols should identify where 
Patient Initiated Follow-Up is appropriate, safe and clearly defined 
within the pathway. 

• Supported by data: Recording and use of data on follow-up ratios, 
appointment types and outcomes is essential to inform design and 
monitor impact. 

• Designed for implementation: Pathways should be easy to 
operationalise through electronic patient records (EPRs), 
scheduling systems and workforce models. 

• Digitally enabled: Pathways should be ‘digital-first’, supporting 
remote monitoring and self-management, and reducing repeat visits 
and unnecessary admissions. 

Total PIFU 

pathways (1,287) 
Discharge 97.3% No appointment needed  

(1,252) 

 2.7% Appointment booked (35)   

https://gettingitrightfirsttime.co.uk/outpatients/
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Examples from trusts  
Digital pathway for gastrointestinal services  
University Hospital Southampton NHS Foundation Trust (UHS) has 
developed one of the most advanced and established digital 
outpatient models in the NHS. 

58% (66 day) 
 66% 

 88% 

reduction in average 
waiting times. 

 reduction in follow-up 
appointment frequency. 

 of IBD outpatient 
activity is remote. 

At the core of the model is a digital referral information system which 
brings all the clinical information into one place, so that all referrals 
can be screened. Screening is carried out by seven consultants with 
job-planned time, and 46% of referrals are either redirected to test 
(29%), to other specialties or back to the GP with advice (17%). This 
avoids 1,200 unnecessary appointments per year. 

The waiting time for patients to be seen in clinic has reduced by 66 
days (58%), from 113 days to 47 days. 

New referrals with suspected IBD are triaged direct to IBD physician 
led endoscopy with a treatment decision on the day, which reduced 
RTT from 177 to 24 days with a diagnostic yield of 62% for IBD. 

88% of UHS IBD outpatient activity is remote, with all IBD patients 
now, by default, put on a PIFU pathway designed for self-
management of a lifelong condition. Of 6,000 IBD patients, 4,800 are 
registered on a digital platform where they can view their 
appointments, test results and send and receive secure messages 
from the service. 100% of contacts are now completed remotely, with 

a rapid growth in the use of messages which have now overtaken 
phone calls as patients’ most preferred way to make contact. 

Messages and phone calls are triaged into medication queries, 
administration and flare calls, which means that IBD nurses can focus 
on responding to flare ups. 

Prior to the new IBD PIFU model, patients had an average of three 
follow-up appointments per year. The digital system has reduced this 
by 66% to an average of one follow-up per year. This has been 
achieved because of clinician and patient confidence in the system for 
rapid contact when there are flare ups. 

Point of care calprotectin testing is now being piloted. This enables 
patients to take tests at home, which is faster and more cost-effective. 
93% of patients in the pilot group were satisfied with the turnaround in 
home tests, compared to 23% for laboratory tests. Patients felt 
confident to interpret their own results and that this supports them to 
self-manage their condition.  

 

Guide cards for patients on PIFU 
Calderdale and Huddersfield co-designed credit card sized guide 
cards for patients who are on PIFU. The cards can be customised for 
the trust and specialty, and remind patients of their NHS number, lead 
consultant, condition and the end date for their PIFU.  

 
  

P 3 T 5#y

More information on the Southampton 
digitally-enabled IBD pathway > 

P134TB6#y1

Example PIFU guide card > 

https://gettingitrightfirsttime.co.uk/outpatients/
https://future.nhs.uk/GIRFTFurtherFaster/view?objectId=68549488
https://future.nhs.uk/GIRFTNational/viewdocument?docid=273381445
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Using remote consultations to reduce orthopaedic follow-up 
appointments 
Northumbria Healthcare NHS Foundation Trust has used consultant-
led telephone review and Patient Initiated Follow-Up to reduce follow-
up backlogs and increase consultant time for operating.  

  
The service faced several challenges, which supported a shift towards 
remote review and higher discharge rates: 

• Follow-up backlogs, with some clinics booked 18 months ahead. 
• Many routine reviews providing limited clinical value to patients and 

diverting consultant time away from surgery. 
• A geographically remote population, making unnecessary travel 

burdensome for patients.  

The service used MSK triage to direct all referrals to consultant clinic.  

Typically, 70% are listed, 20% discharged, and 10% reviewed again 

70% 20% 10% 

By default, follow-up is a 10-minute slot for a phone call from the 
consultant at 6-12 weeks after surgery.  
 

80% are discharged, 10% on PIFU and 10% reviewed in clinic 

80% 10% 10% 
 

The pathway is streamlined in other ways, including completing 
consent and optimisation at the patient’s first appointment, doing 40% 
of joint replacements as day-case surgery and using remote digital 
tools for pain-score screening and range-of-motion alerts. 

This approach has reduced follow-up backlogs substantially, with 
benefits including: 

• Reduced delays mean reviews take place at more clinically 
relevant intervals. 

• An opportunity has been identified for consultant job plans to shift 
away from clinics and towards operating. One example of this is 
a consultant job plan previously running at a 50/50 theatre/clinic 
split has moved to an 80/20 theatre clinic split.  

• Increased convenience for patients with reduced travel and direct 
access to consultants by phone review. 

Old follow-up model: Consultant job plan split 

50% operating 50% clinics 

New follow-up model: Consultant job plan split 

80% operating 20% clinics 

This model shows that simple consultant-led phone review can 
replace most routine follow-up in elective arthroplasty and that PIFU is 
most effective when paired with high discharge rates and clear 
escalation routes. 

 

80% of patients 
discharged after first 
telephone follow up call 

50% to 80% 
increased surgeon job plan 
time in theatre versus clinic 

For further information, contact Prof Mike Reed, Clinical Director for 
T&O at Northumbria NHS FT and University of York 

Email: mike.reed@nhs.net  

https://gettingitrightfirsttime.co.uk/outpatients/
mailto:mike.reed@nhs.net
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Operationalising standardised follow up pathways 
1. Clinical decision-making framework 
• Clear criteria on when to use standardised protocols and when 

clinical discretion is appropriate. 
• Guidance for trainee vs consultant-led follow-up (e.g., some 

patients may need review by experienced surgeons; others may 
not). 

2. Operational delivery and implementation 
• How to embed protocols into clinic templates and scheduling 

systems. 
• How to configure EPR or PAS systems to: 

o Auto-default to PIFU for suitable patients 
o Add flags/reminders for review intervals. 

• Guidance on how to record the reason for follow-up (as per ENT 
guidance, this helps identify avoidable reviews). 

3. Patient safety and risk management 
• Safety-netting advice for PIFU patients: 

o Written information or access instructions 
o Escalation pathways (e.g. return via advice and guidance, 

helpline or new referral). 
• Criteria for when PIFU is inappropriate and patients should be 

discharged with a route to escalation or re-referral. 
• How to track PIFU patients in the system to avoid getting lost to 

follow-up. 

4. Governance and local agreement 
• Template for clinical governance sign-off process. 
• Tips for running specialty-level workshops to agree protocols. 
• Role of divisional/trust clinical leads in endorsing and monitoring 

compliance. 

5. Measuring impact 
• Metrics trusts should track, such as: 

o New to follow-up ratios 
o DNAs for follow-ups 
o PIFU conversion rates 
o Capacity released for new referrals. 

• Use of clinical audit or peer review to assess adherence. 

6. Training and communication 
• Training of: 

o Clinical teams 
o Booking/admin staff. 

• Embedding change into induction for new staff and annual review 
of outpatient protocols. 

Diagram: Follow-up decision flow 
Does the patient need another 

intervention? 
E.g. a procedure or a test

Risk stratified follow up. 
Remote if possible

Can the patient decide if they need 
to be seen again?

No

Discharge

Possibly or
don’t know

Yes

Patient Initiated Follow Up
or questionnaire

Yes

No

No

Is it a test the patient could do in 
the community?

Remote monitoring

Yes

https://gettingitrightfirsttime.co.uk/outpatients/
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Specialty specific guidance  
The following sections outline high-level considerations for standardising follow-up protocols within ENT, gastroenterology, 
gynaecology, orthopaedics, spinal and urology services. This guidance is intended to support local teams in initiating review and 
redesign of follow up pathways.

Cardiology 
• Atrial Fibrillation 
• Aortic stenosis 
• Chest pain 
• Left bundle branch block (LBBB) 
• Heart failure 

Dermatology 
• General principles 
• Melanoma 
• Cutaneous squamous cell carcinoma (cSCC) 
• Basal cell carcinoma 
• Actinic keratosis (AK) 
• SCC in situ 
• Multiple atypical moles 
• Post-skin lesion surgery 
• Inflammatory skin disease, e.g. psoriasis, eczema 
• Acne 
• Isotretinoin 
• Patch tests 
• Teamwork and roles of GPwERs, specialist nurses, 

physician associates and pharmacists 
• Education 
• Threshold policies 
• Follow up opportunity and best practice pathways 

ENT 
• Endoscopic sinus surgery 
• Nasal septoplasty 
• Functional septorhinoplasty 
• Paediatric otitis media effusion (OME) 
• Paediatric day case adenotonsillectomy 

Gastroenterology 
• Stable cirrhosis 
• Hyperferritinaemia/haemochromatosis 
• Hepatitis B 
• Auto-immune liver disease 
• Metabolic dysfunction-associated steatotic liver disease 

(MASLD) 
• Alcohol-related liver disease (ARLD) 
• Suspected/confirmed inflammatory bowel disease (IBD) 
• Iron deficiency anaemia (IDA) 

  

https://gettingitrightfirsttime.co.uk/outpatients/
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General surgery (including colorectal surgery) 
• Inguinal hernia 
• Paraumbilical hernia 
• Laparoscopic cholecystectomy 
• Pilonidal sinus 

 
Colorectal surgery 

• Haemorrhoids (operative treatment) 
• Haemorrhoids (outpatient treatment - banding or injection) 
• Anal fissure (medical management) 
• Anal fissure (operative treatment) 
• Anal fistula 
• Colorectal resection 

Gynaecology 
• Pelvic organ prolapse 

Ophthalmology 
• Cataract surgery 
• Age-related macular degeneration (AMD) 
• Diabetic macular oedema  
• Glaucoma 
 

Oral and Maxillofacial Surgery 
Surgical 
• Dentoalveolar surgery 
• Dentoalveolar surgery for irradiated patients, patients on 

bisphosphonates, antiresorptive and anti-angiogenic drugs 
• Dentoalveolar soft tissue procedures  
• Jaw cysts  
• Odontogenic keratocysts including syndromic cysts e.g. 

Gorlins 
• Mandibular fractures 
• Condyle fractures 
• Zygomatic fractures 
• Orbital fractures 
• Single jaw osteotomy for patients on orthognathic pathway 
• Bimaxillary osteotomy for patients on an orthognathic 

pathway 
• Skin lesions 

Non-surgical 
• Dry Mouth 
• Geographic Tongue (erythema migrans) 
• Recurrent Oral Ulceration 
• Oral Lichen Planus, reticular pattern 
• Oral Lichen Planus 
• Erosive (With no dysplasia) 
• Temporomandibular Joint problems 
• Botox for Myofacial pain having failed self- supporting 

management 

https://gettingitrightfirsttime.co.uk/outpatients/
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Orthopaedics 
• Elective primary total hip replacement 
• Elective primary total and uni knee replacement 
• Anterior cruciate ligament reconstruction 
• Hallux valgus/rigidus (bunion)  
• Foot and ankle injections 
• Shoulder arthroscopy for rotator cuff repair OR 

Subacromial decompression 
• Dupuytrens disease 
• Ganglion 
• Adult trigger digit 
• Hand lacerations/cuts/trauma/bite wounds 
• Carpal tunnel syndrome 

Spinal  

• Lumbar medial branch block – facet joint injections 
• Lumbar nerve root block 
• Posterior lumbar decompression/discectomy 
• Adolescent idiopathic scoliosis pathway 

 

 

 

 

 

 

 

 

 

 

Urology 

Benign 
• Stones 
• bladder-outlet obstruction 
• erectile dysfunction 
• lower urinary tract symptoms (LUTS) 
• overactive bladder 
• Botox 
• bladder pain syndrome / interstitial cystitis 
• pelvic floor disorders 
• long term ISC 
• post-peyronies surgery 
• recurrent UTI 

Cancer remote monitoring 
• Bladder cancer 
• Prostate cancer 
• Kidney cancer

https://gettingitrightfirsttime.co.uk/outpatients/
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Cardiology 

Cardiology – Atrial Fibrillation 
Pathway Pre-attendance 

(Primary Care) 
Triage/Advice 
and Guidance 

1st presentation 
(new patient 
appointment) 

Procedure PIFU Notes 

Patient presents in 
primary care with 
symptoms 
consistent with 
atrial fibrillation (AF) 
or incidental finding 
of AF 

Initial assessment, 
history and 
examination. 
Check pulse, BP, 
ECG, FBC, U&E. 
Review and 
address alcohol 
intake, BMI if 
relevant. 

Refer to GIRFT 
A&G Guidance 

Could be with a 
specialist nurse 
or a consultant. 

As per atrial 
fibrillation 
pathway. 
We should 
aim for day 
case unless 
clinically 
indicated. 

PIFU should be used where 
appropriate, particularly in the 
following: 

• If symptoms require 
reassessment, this can be 
delivered via (nurse-led) 
PIFU/SPoA. 

PIFU should ideally be limited to 6-12 
months  
Where PIFU is requested, clinical 
triage is advisable to ensure most 
effective review undertaken 
Post successful ablation: while 
ECGs/ECG monitoring and re-
assessment of symptoms are 
required, routine follow up in a doctor 
clinic should not be. PIFU is often 
adequate 
  
Post successful cardioversion of AF: 
while ECGs and re-assessment of 
symptoms are required, routine follow 
up in a doctor clinic should not be 
  
AF management – See GIRFT 
pathway 
  
Palpitations management – See 
GIRFT pathway 

The initial clinic appointment in 
secondary care should be 
arranged with enough time and 
patient information given with the 
aim of avoiding the need for 
further face-to-face follow-up 
appointments.  
Specialist nurse services can be 
used to optimise the outpatient 
pathway flow: 
• History taking as part of initial 

appointment 
• Supporting education and 

medication optimisation 
• Education around lifestyle 

factors 
• Answering ad hoc queries 

outside of appointments  

 

  

https://gettingitrightfirsttime.co.uk/outpatients/
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/04/Atrial-Fibrillation-Pathway-April-2025-FINAL.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/04/Atrial-Fibrillation-Pathway-April-2025-FINAL.pdf
https://future.nhs.uk/connect.ti/GIRFTNational/view?objectID=70283088
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/04/Atrial-Fibrillation-Pathway-April-2025-FINAL.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/04/Atrial-Fibrillation-Pathway-April-2025-FINAL.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/05/Palpitation-Referral-Pathway-May-2025-FINAL.pdf
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Cardiology – Aortic stenosis 
Pathway Pre-attendance 

(Primary Care) 
Triage/ 
Advice 
and 
Guidance 

1st presentation 
(new patient 
appointment) 

MDT 
discussion 

Procedure Follow up PIFU Notes 

Patient 
presents in 
primary care 
with 
symptoms 
consistent 
with Aortic 
Stenosis 

Initial 
assessment, 
history and 
examination 
including 
auscultation 
Check pulse, BP, 
ECG, Pro BNP, 
FBC, U&E. 
Review and 
address alcohol 
intake, BMI, if 
relevant. Echo  
Symptoms may 
include: 
• Chest pain or 

tightness 
(especially 
with exertion) 

• Shortness of 
breath 

• Fatigue 
• Dizziness (on 

exertion) or 
fainting 
(syncope) 

As per 
GIRFT 
A&G 
guidance 

Clinical review 
and review of 
images Patient 
within Valve 
Clinic. 
Confirmatory  
tests as 
required e.g.  
CT, Echo 
modalities. 
If a need for 
intervention is 
suspected, refer 
to MDT. 
If no current 
requirement for 
intervention, 
patient 
discharged or 
valve 
surveillance. 

MDT meeting 
to discuss 
whether 
intervention is 
required and 
type: 
• Surgical 
• TAVI 
• Medical 

manage-
ment 

• Palliative 
  

Surgery TAVI 
medical 
management 
dependant on 
outcome of 
MDT 
discussion. 

Valvular heart disease - 
this should be 
physiologist led within a 
(focused) echo 
surveillance clinic 
according to agreed 
local protocols (refer to 
GIRFT Pathway for 
Aortic stenosis). 
Assessing post TAVI 
outcomes - this 
assesses symptoms and 
can be done virtually 
with additional data from 
physiology led (focused) 
echo valve surveillance 
at appropriate intervals. 
Wound review may 
rarely be needed and 
can be done virtually by 
patients sending 
photographs in the 
majority of cases. 
Post surgical follow up 

PIFU should be used 
where appropriate, 
particularly in the 
following: 
• If symptoms 

require 
reassessment, 
this can be 
delivered via 
(nurse-led) 
PIFU/SPoA. 

PIFU should ideally 
be limited to 6-12 
months  
Where PIFU is 
requested, clinical 
triage is advisable to 
ensure most 
effective review 
undertaken 

Specialist nurse 
services can be 
used to optimise 
the outpatient 
pathway flow: 
• History taking as 

part of initial 
appointment 

• Supporting 
education and 
medication 
optimisation 

• Education around 
lifestyle factors 

• Answering ad hoc 
queries outside of 
appointments  

Reviewing 
medication should 
not require F2F 
discussion. 
Patients should be 
provided with 
pros/cons regarding 
their options, but 
this should not 
normally require 
F2F discussion. 

 

  

https://gettingitrightfirsttime.co.uk/outpatients/
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/Aortic-Stenosis-pathway-April-2025-FINAL.html
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/Aortic-Stenosis-pathway-April-2025-FINAL.html
https://future.nhs.uk/connect.ti/GIRFTNational/view?objectID=70283088
https://future.nhs.uk/connect.ti/GIRFTNational/view?objectID=70283088
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/Aortic-Stenosis-pathway-April-2025-FINAL.html
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Cardiology – Chest pain 
Pathway Pre-attendance 

(Primary Care) 
Triage/Advice 
and Guidance 

1st presentation (new 
patient appointment) 

Procedure Follow up PIFU Notes 

Patient 
presents in 
primary care 
with 
symptoms 
consistent 
with chest 
pain with 
suspected 
cardiac origin 

Initial assessment, 
history and 
examination. 

Check pulse, BP, 
ECG, Troponin 
FBC, U&E. Review 
and address 
alcohol intake, BMI 
if relevant  

Echocardiogram 

Address lifestyle 
factors 

Refer to ACP-led 
RACPC if 
symptoms and 
risk factors 
suggest high risk, 
but further non-
invasive 
assessment is 
needed 

If appropriate, 
commence anti-
anginal 
medication and 
consider 
secondary 
prevention. 

As per GIRFT 
A&G guidance 

Clinical assessment: 

• ECG  

• CTCA or 
functional 
imaging. 

If appropriate, 
commence anti-
anginal medication 
and consider 
secondary 
prevention. 

If high risk 
features: 
consider 
coronary 
angiogram +/- 
invasive 
imaging/ 
invasive 
physiological 
assessment 
and stent  

MDT discussion 
as appropriate 

Assessing 
post PCI 
outcome - 
this 
assesses 
symptoms 
and can be 
done 
virtually 

PIFU should be used 
where appropriate, 
particularly in the following 

• If symptoms require 
reassessment, this can 
be delivered via (nurse-
led) PIFU/SPoA. 

PIFU should ideally be 
limited to 6-12 months  

Where PIFU is requested, 
clinical triage is advisable 
to ensure most effective 
review undertaken 

Specialist nurse services 
can be used to optimise 
the outpatient pathway 
flow: 

• History taking as part 
of initial appointment 

• Supporting education 
and medication 
optimisation 

• Education around 
lifestyle factors. 

• Answering ad hoc 
queries outside of 
appointments  

 

  

https://gettingitrightfirsttime.co.uk/outpatients/
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/05/Acute-Coronary-Syndrome-Pathway-May-2025-FINAL.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/05/Acute-Coronary-Syndrome-Pathway-May-2025-FINAL.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/05/Acute-Coronary-Syndrome-Pathway-May-2025-FINAL.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/05/Acute-Coronary-Syndrome-Pathway-May-2025-FINAL.pdf
https://future.nhs.uk/connect.ti/GIRFTNational/view?objectID=70283088
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Cardiology - Left bundle branch block (LBBB)  
Pathway Pre-attendance 

(Primary or 
Secondary Care) 

Triage/Advice and 
Guidance 

Referral to cardiology Follow up Notes 

Patient presents 
with an incidental  
or previously 
unknown finding 
of Left Bundle 
Branch Block 
(LBBB) as an 
isolated 
abnormality on 
the ECG. 

This includes 
incidental 
findings from 
primary care, 
surgical pre-
admission or 
specialties other 
than cardiology.  

Initial assessment, 
history and 
examination. 

Check pulse, BP, 
ECG, FBC, U&E, NT-
pro BNP. 

Request an 
echocardiogram 
unless a recent echo 
is available. 

If acute coronary 
syndrome (ACS) is 
suspected follow 
GIRFT Chest pain 
pathway 

Review and address if 
relevant, BMI, alcohol 
intake and 
hypertension. 

Follow the GIRFT 
Cardiology Advice and 
Guidance template for 
LBBB  

If ACS is suspected follow 
GIRFT chest pain 
pathway 

LBBB without concerning 
history and investigation, 
including echo, does not 
require referral to cardiology. 

Where referral is required, 
treatment should be initiated 
and referral should be made to 
the most appropriate clinic, e.g. 
RACPC/specialist valve/heart 
failure. 

Surveillance may be required if the 
patient has valve disease or heart 
failure. For other conditions, PIFU 
should be used where appropriate. 

PIFU should ideally be limited to 6-
12 months. 

Where PIFU is requested, clinical 
triage is advisable to ensure the 
most effective review is 
undertaken. 

The initial clinic 
appointment in secondary 
care should be arranged 
with enough time and 
patient information given 
with the aim of avoiding a 
need for further face to 
face follow-up 
appointments.  

Specialist nurse services 
can be used to optimise 
the outpatient pathway 
flow: 

• History taking as part of 
initial appointment 

• Supporting education 
and medication 
optimisation 

• Education around 
lifestyle factors. 

• Answering ad hoc 
queries outside of 
appointments  

Surveillance by specialised 
cardiac physiology team 
may be appropriate 

 

  

https://gettingitrightfirsttime.co.uk/outpatients/
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/05/Acute-Coronary-Syndrome-Pathway-May-2025-FINAL.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/05/Acute-Coronary-Syndrome-Pathway-May-2025-FINAL.pdf
https://future.nhs.uk/connect.ti/GIRFTNational/view?objectID=70283088
https://future.nhs.uk/connect.ti/GIRFTNational/view?objectID=70283088
https://future.nhs.uk/connect.ti/GIRFTNational/view?objectID=70283088
https://future.nhs.uk/connect.ti/GIRFTNational/view?objectID=70283088
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/05/Acute-Coronary-Syndrome-Pathway-May-2025-FINAL.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/05/Acute-Coronary-Syndrome-Pathway-May-2025-FINAL.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/05/Acute-Coronary-Syndrome-Pathway-May-2025-FINAL.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/05/Acute-Coronary-Syndrome-Pathway-May-2025-FINAL.pdf
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Cardiology – Heart Failure 
Pathway Pre-attendance (Primary or Secondary 

Care) 
Triage/Advice and Guidance Referral to 

cardiology 
Follow up Notes 

Heart Failure 

Follow: Chronic 
heart failure – 
Core 
treatments for 
heart failure 
(NICE NG106) 

Initial assessment, history and examination. 

Follow: Chronic heart failure in adults: 
diagnosis and management (NICE NG106) 

Complete a frailty assessment to see 
whether cardiology input is appropriate. 

Initial investigations including observations, 
12 lead ECG and heart failure blood tests 
(FBC, U&E, LFT, TSH, iron studies and NT 
pro-BNP) 

The NT-pro BNP level should be considered 
in the context of comorbidities, e.g. age, 
renal dysfunction, presence of AF 

Review and address BMI, alcohol intake and 
hypertension, if relevant 

Initiate medication e.g. diuretic if clearly 
indicated. 

Request an echocardiogram 
if signs and symptoms of 
heart failure in addition to 
elevated NT-pro BNP level 

Follow the GIRFT Cardiology 
Advice and Guidance 
template for heart failure with 
preserved ejection fraction. 

A hospital clinic appointment 
will rarely be needed for 
HFpEF. 

Patients with NT-
pro BNP 
greater than 2000 
should be referred 
and seen within two 
weeks with results 
of all tests 
(including echo) 
available at the 
clinic appointment. 

Optimisation of medication 
should be performed by 
community heart failure 
team. 

Community and hospital 
heart failure teams should 
have agreed Service Level 
Agreements (SLAs) 

Once patient fully 
investigated and on optimal 
treatment then PIFU should 
be used where appropriate. 
Where PIFU is requested, 
clinical triage is advisable to 
ensure the most effective 
review is undertaken. 

Surveillance in hospital 
clinics is not routinely 
indicated but may be 
appropriate in individual 
cases. 

Specialist nurse and 
pharmacist services 
should be used to 
optimise the 
outpatient pathway 
flow: 

• History taking as 
part of initial 
appointment 

• Supporting 
education and 
medication 
optimisation 

• Education around 
lifestyle factors. 

• Answering ad 
hoc queries 
outside of 
appointments  

 

  

https://gettingitrightfirsttime.co.uk/outpatients/
https://www.nice.org.uk/guidance/ng106/resources/chronic-heart-failure-core-treatments-for-heart-failure-pdf-6663137725
https://www.nice.org.uk/guidance/ng106/resources/chronic-heart-failure-core-treatments-for-heart-failure-pdf-6663137725
https://www.nice.org.uk/guidance/ng106/resources/chronic-heart-failure-core-treatments-for-heart-failure-pdf-6663137725
https://www.nice.org.uk/guidance/ng106/resources/chronic-heart-failure-core-treatments-for-heart-failure-pdf-6663137725
https://www.nice.org.uk/guidance/ng106/resources/chronic-heart-failure-core-treatments-for-heart-failure-pdf-6663137725
https://www.nice.org.uk/guidance/ng106/resources/chronic-heart-failure-in-adults-diagnosis-and-management-pdf-66141541311685
https://www.nice.org.uk/guidance/ng106/resources/chronic-heart-failure-in-adults-diagnosis-and-management-pdf-66141541311685
https://future.nhs.uk/connect.ti/GIRFTNational/view?objectID=70283088
https://future.nhs.uk/connect.ti/GIRFTNational/view?objectID=70283088
https://future.nhs.uk/connect.ti/GIRFTNational/view?objectID=70283088
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Dermatology 

General principles and top tips 
1) Clinicians should consider with every patient: is a face-to-face 

(F2F) hospital follow-up appointment necessary or would an 
alternative be better? 
 

2) Each avoided follow-up reduces waiting lists. Virtual 
appointments help with car parks, waiting areas, the environment 
and often patient stress and costs. 
 

3) Can the patient be discharged safely to primary care with a 
management plan (and back-up flare plan) if reviewed by an 
experienced consultant? Consultants should be available to 
support less experienced staff in all clinics. 
 

4) Organise clinic lists and consider super clinic models so staff are 
supervised.    
 

5) If unavoidable time pressures arise in a clinic, ensure staff have 
time to discuss patients with consultants later and then call 
and/or write to the patient.  Build this flexibility into job plans in 
line with the BAD job planning document. 

 

6) If the follow-up is for monitoring response to treatment and 
discharge is not possible, then can the patient be educated how 
to use a PIFU safely? 
 

7) Ensure clinic spaces/hot clinics are available for patients with 
urgent PIFUs.  Use these for urgent patients if not used within 72 
hours of the date. 

 

8) Could the patient be managed virtually at the next appointment? 
Those with inflammatory disease who are stable on systemic 
drugs may be suitable. 

 

9) Do you know the SMPC requirement for blood test monitoring? 
Or are you following guideline protocols without any strong 
evidence? Unnecessary tests waste time and money and cause 
stress for patients, the NHS and doctors. 
 

10) Practise personalised medicine for each patient instead of 
requiring all people to follow the same standardised protocols 
regardless of their wishes or needs. 
 

11) Frailer elderly patients after skin cancer may prefer self-
examination for lymph nodes and scar sites with an urgent PIFU 
(PSFU) if concerns. 
 

12) If primary care raises concerns explain that this enables more 
new patients to be seen. Diagnosed patients with a management 
plan are less work than sick, complex, undiagnosed patients 
awaiting a first appointment.    
 

13) Ensure A&G services respond quickly (two to five days and 
fewer than 10 days) to GP requests for help for diagnosed 
patients. 

 

https://gettingitrightfirsttime.co.uk/outpatients/
https://cdn.bad.org.uk/uploads/2025/10/08121527/Job-Planning-for-Dermatologists-2025.pdf
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Melanoma 
NICE guideline NG14 2022 
The MelFo Study UK: Effects of a Reduced-Frequency, Stage-Adjusted Follow-Up Schedule for Cutaneous Melanoma 1B to 2C Patients After 3-
Years 

• Stage 0: one follow-up appointment in a year for education then discharge. 
• Stage IA: two clinic appointments, with discharge at the end of year one. 
• Stage IB: two clinic appointments in year one then annual to year five.  
• Stage IIA: six-monthly for two years then annually to year five.  
• Stage IIB and IIC: Four-monthly for two years then six-monthly for one year then annually to year six. 
• Stage IIIA to IIID and resected IV not currently having adjuvant therapy: three-monthly for three years then six-monthly to year five then 

discharge.  
• Stage IIIA to IIIC, IIID and resected IV having adjuvant therapy and stage III and IV unresected: Offer personalised follow-up as guided by 

SSMDT. 
 
Early detection of recurrence allows prompt treatment. If patients self-examine and detect lymph nodes then a PSFU/PIFU arrangement as in 
Melfo study allows safe follow-up with fewer appointments. Do imaging according to guidelines. 
 
Cutaneous squamous cell carcinoma (cSCC) 
British Association of Dermatologists guidelines for the management of people with cutaneous squamous cell carcinoma 2020 

• Low-risk: cSCC offer, where appropriate, a single post-treatment appointment 
and discharge. 

• High-risk: cSCC follow-up four-monthly for 12 months, then six-monthly intervals for 12 months. Discharge at two years. Consider PSFU as 
below. 

• Very high-risk: cSCC follow-up four-monthly for 24 months, then six-monthly 
intervals for 12 months. Discharge at three years. 

• Metastatic: cSCC follow-up three-monthly for 24 months, then six-monthly for a further 36 months, with potential longer-term review 
dependent on patient 
factors. 

 
Early detection of recurrence allows prompt treatment, although patients may be too frail in some cases. Therefore, close follow-up of those who 
would be unsuitable for further treatment may be avoided with sensitive patient-centred decision making. 
 
Evidence that high-risk category above may be safely managed with PSFU, please see GIRFT further faster video link here and publication from 
Plymouth UK. 

https://gettingitrightfirsttime.co.uk/outpatients/
https://www.nice.org.uk/guidance/ng14/chapter/Recommendations#follow-up-after-treatment-for-melanoma-2
https://pmc.ncbi.nlm.nih.gov/articles/PMC7497689/#CR20
https://pmc.ncbi.nlm.nih.gov/articles/PMC7497689/#CR20
https://onlinelibrary.wiley.com/doi/10.1111/bjd.19621
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Ffuture.nhs.uk%2FGIRFTFurtherFaster%2Fview%3FobjectId%3D211416645&data=05%7C02%7Candrew.daniel%40nhs.net%7Ce1774a2c589e4194713608dea76f3d55%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C639132293492652570%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=j6CyLgwQZRq%2FP4BjQVH4Ya7GR2h1ceBHLSP2pws0J58%3D&reserved=0
https://academic.oup.com/ced/article-abstract/49/10/1205/7673541
https://academic.oup.com/ced/article-abstract/49/10/1205/7673541
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Basal cell carcinoma (BCC)  
British Association of Dermatologists guidelines for the management of adults with basal cell carcinoma 2021 
 

• Single BCCs are usually discharged postoperatively with a standard letter covering histology results, sun protection advice, with advice 
about arrangements for any stitch removal. 

• Offer, if possible, at least yearly follow-up to adults with a history of multiple 
BCCs who are likely to develop further tumours or recurrence within 12 months. 

• Refer all adults with excised high-risk BCC with a close histological margin (<1mm) for MDT discussion of management options. 
 
In frail elderly people with limited life expectance and slow-growing BCCs, the distress from surgery may outweigh lifetime benefits of treatment. 
Conservative or less invasive treatment options may be preferred with sensitive patient-centred discussion and decision making. Consider no 
treatment, topicals and radiotherapy. 
 
Actinic keratosis (AK) 
British Association of Dermatologists’ guidelines for the care of patients with actinic keratosis 2017 
 

• Agree local primary care guidelines so referral usually only if topical treatment 
unsuccessful or diagnostic uncertainty. 

• In secondary care, aim to treat most on their first appointment and discharge. 
• Offer information on prevention, skin surveillance/cancer risk. 
• In patients with high risk of cancer, consider PIFU post-treatment. Follow-up if very high risk (e.g. transplant). 

 
SCC in situ 

• Often treated in primary care. Consider PIFU post-treatment if high risk of cancer. Follow-up if very high risk. 
 
Multiple atypical moles 

• Agree local policy on criteria for referral and follow-up of people with multiple atypical moles. Usually, only see those with suspected cancer 
and offer education then discharge with self-surveillance, unless very high risk (e.g. strong personal or family history of melanomas). See 
GIRFT further faster video on suitable patients for follow-up. 

 
Post-skin lesion surgery  

• For benign lesions/BCCs write with results and information. No follow-up. 

https://gettingitrightfirsttime.co.uk/outpatients/
https://onlinelibrary.wiley.com/doi/full/10.1111/bjd.20524
https://onlinelibrary.wiley.com/doi/full/10.1111/bjd.15107
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Ffuture.nhs.uk%2FGIRFTFurtherFaster%2Fview%3FobjectId%3D275319749&data=05%7C02%7Candrew.daniel%40nhs.net%7Ce1774a2c589e4194713608dea76f3d55%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C639132293492672083%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=EXUMZfc81SCUFXzRRB%2BraV3kveNAs74VTkzWTIxAU5Q%3D&reserved=0
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Inflammatory skin disease, e.g. psoriasis, eczema 
Those managed topically: 

• Education, written treatment plans, flare plans and discharge to GP. In patients with moderate to severe disease controlled on maximal 
topical therapy, who may need systemics in future, consider PIFU. 

 
Those on phototherapy: 

• Aim to discharge post-treatment if clear or consider PIFU. If not clear may need follow-up to discuss systemics. 
 
Those on systemics/biologics: 

• For stable patients with limited co-morbidities, annual nurse monitoring clinic with telephone consultation may be adequate. See the GIRFT 
Biologics Polyclinic video here, and the Dermatology Further Faster meeting here. 

• Personalise follow-up for patients with co-morbidities. 
• Clinicians should be familiar with SMPC requirements for blood test monitoring, which are often less than guideline recommendations. 

Recent publications for biologics and methotrexate suggest that guidelines are over monitoring. See link to GIRFT video. 
• Consider shared care arrangements, although the protocols for these are often without evidence and require unnecessary blood tests and 

follow-ups.   Use telephone follow-up whenever possible. 
 
Acne 
Follow NICE management guidelines in primary care. 

• Refer to secondary care as specified by NICE. 
• Consider use of spironolactone for suitable patients. This is usually given in primary care following A&G advice. 
• If not severe or unsuitable for isotretinoin, discharge with advice as per NICE guideline. 

 
Isotretinoin 

• Follow-up according to pregnancy prevention programme for females of childbearing potential. Consider specialist nurse follow-up.   
• One face-to-face appointment is mandated by MHRA, but other appointments may be virtual. 
• Patients are usually digitally highly literate and may prefer digital delivery of documents, information and tests with consultations. 

 
New MHRA guidelines allow for less than monthly follow-up for some female patients at very low risk of pregnancy. 
 
 
 

https://gettingitrightfirsttime.co.uk/outpatients/
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Ffuture.nhs.uk%2FGIRFTFurtherFaster%2Fview%3FobjectId%3D281452933&data=05%7C02%7Candrew.daniel%40nhs.net%7Ce1774a2c589e4194713608dea76f3d55%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C639132293492700148%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=r86rziTtnnPwJsmeX4NoJTnzekZwZJWXWhulySyWna8%3D&reserved=0
https://future.nhs.uk/GIRFTFurtherFaster/view?objectId=281271621
https://academic.oup.com/ced/advance-article-abstract/doi/10.1093/ced/llag058/8455752?redirectedFrom=fulltext&login=false
https://pubmed.ncbi.nlm.nih.gov/41269121/
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Ffuture.nhs.uk%2FGIRFTFurtherFaster%2Fview%3FobjectId%3D281452901&data=05%7C02%7Candrew.daniel%40nhs.net%7Ce1774a2c589e4194713608dea76f3d55%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C639132293492766395%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=JUY%2FOD3H7cNYDyRjzpIjLXLv3jQAXabKyI4ayE2yrQo%3D&reserved=0
https://www.nice.org.uk/guidance/ng198
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Patch tests 
• Where relevant allergen identified, provide advice on avoidance, treatment plan. 
• Consider discharge or PIFU, where appropriate. 
• GIRFT advises coding each patch test appointments (3-4) as PT and not as follow-up. 

 

Teamwork and roles of GPwERs, specialist nurses, physician associates and pharmacists 
• Where appropriate, consider the expertise/skills of GPwERS, dermatology specialist nurses and allied health professionals to undertake 

monitoring/post-surgery advice. Ensure supervision is adequate to avoid unnecessary follow-up. 
• Align with dermatology nurse role descriptor.  
• GPwERs may be particularly helpful for community acne isotretinoin pathways (as above) and community surgery for low-risk BCCs. 

 

Education 
• Provide patients and primary care with treatment plan, online information resources and flare plans to reduce follow-ups. 

 
Threshold policies 

• Agree a threshold policy (e.g. Procedures of Limited Clinical Value/ Cosmetic/ Evidence Based Intervention) with shared ownership 
between primary care, secondary care, and the ICB.  

• Avoid referrals of people with conditions of lower priority. Work with GPs and screen referrals to offer simple advice and education to 
referrers, when patients do not meet the threshold. 

• Discharge from secondary care, people who have conditions not covered under the threshold policy. 
• Do not offer PIFU for conditions excluded by the threshold policy. 

https://gettingitrightfirsttime.co.uk/outpatients/
https://bdng.org.uk/wp-content/uploads/2017/02/Clinical-Dermatology-Nursing-Role-Scope-of-practice-guide-bands-5-8-FINAL2.pdf
https://ebi.aomrc.org.uk/specialty/skin-and-soft-tissue/
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Appendix: The follow-up opportunity 
1) The GIRFT further faster follow-up programme worked with 13 

trusts around England with dermatology departments (over 10% 
of all departments). 

2) Each trust audited 100 follow-up patients from a range of 
different clinics asking whether appointments could have been 
avoided or delivered differently. 

3) The results differed from trust to trust reflecting the different 
types of clinics, different clinicians and the views of those doing 
the audit. However, the overall results were striking. 

4) 25% of appointments could have been avoided or delivered 
differently (some both). 

5) 10% of patients could have been discharged at the previous 
appointment had an experienced consultant reviewed the 
patient. This shows how clinic templates and structure offer an 
opportunity.  Consider super clinics. Ensure consultants have 
time to supervise, or if not have time to advise after the clinic. 

6) 18% of appointment could have been delivered virtually - 
often stable patients on long-term medications. Look at the 
virtual models for biologics described in the further faster video. 
Consider opportunities for reducing unnecessary blood 
monitoring in stable patients, when this is not required by the 
SMPC. The guidelines are currently being updated in this regard. 

7) 8% of patients might have been suitable for PIFU. Experience 
shows that provided that some slots are available as described 
above, this works well and saves many follow-ups. 

8) If your department has 10,000 new patients and 25,000 follow-
ups per year, these data suggest you may be able to reduce 
follow-ups by 2,500 per year and convert another 2,500 to 
virtual appointments. This could have a huge impact on waiting 
lists and patient care and reduce the dependence on insourcing, 
freeing up resources to improve services. 

 

 

GIRFT Best practice pathways: 
• Acne pathway 

• Actinic keratosis pathway 

• Eczema pathway 

• Psoriasis pathway 

• Skin Lesion pathway 
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https://gettingitrightfirsttime.co.uk/outpatients/
https://future.nhs.uk/GIRFTFurtherFaster/view?objectId=281271621
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2024/08/Dermatology_2024-07-31_Pathway_Acne-clinician.drawio.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/Dermatology_2024-07-31_Pathway_Actinic-Keratosis-clinician.drawio.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/Dermatology_2024-07-31_Pathway_Eczema-clinician.drawio.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/Dermatology_2024-07-31_Pathway_Psoriasis-clinician.drawio.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2025/07/Dermatology_2024-07-31_Pathway_Skin-lesion-clinician.drawio.pdf


 Part of the operational outpatient guidance series 23 

ENT  

ENT – Endoscopic sinus surgery pathway 
Pathway name Pre-attendance 1st presentation Consent Procedure Follow-up PIFU 
Endoscopic sinus 
surgery pathway 

Symptoms suggestive 
of chronic rhinosinusitis 
including some or all of 
the following: nasal 
obstruction and/or 
congestion, anosmia, 
nasal discharge, facial 
pain (not in isolation), 
allergy related and 
epistaxis. 3-month trial 
of medical treatment 
saline/steroid/ 
antihistamine nasal 
spray +/- oral 
antibiotics 

One stop clinic (secondary 
care/community) 

Pre-operative 
assessment a minimum 
of 6 weeks prior to 
surgery 
Confirm consent before 
the day of surgery and 
reconfirm on the day of 
operation 

Day surgery unless 
contraindicated 

Median operating time 
– 1.5 hour 

First follow-up at 3 to 
6 weeks 

PIFU available for 
one year after 1st 
face-to-face 
follow-up 

 
ENT – Nasal airway surgery: Nasal septoplasty pathway 

Pathway name Pre-attendance 1st presentation Consent Procedure Follow-up PIFU 
Nasal septoplasty 
pathway 

Symptoms of nasal 
obstruction. 3-month trial of 
medical treatment saline/ 
steroid/antihistamine nasal 
spray 

Face-to-face Pre-operative assessment a 
minimum of 6 weeks prior to 
surgery 
Confirm consent before the 
day of surgery and reconfirm 
on the day of operation 

Day surgery unless 
contraindicated 

Median operating time – 
1.25 hour 

First follow-up at 1 to 
2 weeks if nasal 
splints used. 
Second follow-up at 
6 weeks to 3 months.  
If no concerns, 
discharge (no routine 
PIFU)   

Discharge if no 
concerns, no 
routine PIFU. 

 

  

https://gettingitrightfirsttime.co.uk/outpatients/
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ENT – Nasal airway surgery: Functional septorhinoplasty pathway 

Pathway name Pre-attendance 1st presentation Consent Procedure Follow-up PIFU 
Functional 
septorhinoplasty 
pathway 

Symptoms of nasal 
obstruction. 3-month 
trial of medical 
treatment saline/ 
steroid/antihistamine 
nasal spray 

Face-to-face Pre-operative 
assessment a minimum 
of 6 weeks prior to 
surgery 
Confirm consent before 
the day of surgery and 
reconfirm on the day of 
operation 

Day surgery unless 
contraindicated 

Median operating time – 
2.5 hours 

First follow-up at 1 to 2 
weeks if nasal splints 
used. 
Second follow-up at 6 
weeks to 3 months.  
If no concerns, 
discharge (no routine 
PIFU)   

Discharge if no 
concerns, no 
routine PIFU. 

 
ENT – Paediatric otitis media effusion (OME) pathway 

Pathway name Pre-attendance 1st presentation Consent Procedure Follow-up PIFU 
Paediatric otitis 
media effusion 
(OME) pathway 

≥ 3-month history of 
hearing difficulties. 
Age appropriate 
hearing assessment 
=/- trial of hearing aid.  

Face-to-face 
Hearing assessment if not 
already done 
Consider insertion of 
grommets where hearing 
difficulties significantly 
affecting day to day living 
AND 
Hearing aid declined/ 
deemed unsuitable 

Complete stage 1 
consent if day case 
criteria met  
Stage 2 consent on 
day of procedure 

Day surgery for 
grommets (+/- 
adenoidectomy unless 
contraindicated) 

Nurse-led discharge 
if BADS criteria met 
Face-to-face follow-
up with hearing test 
6 weeks post-
surgery 

Discharge with PIFU after 
six-week hearing test 
‘unless ‘hearing’ not 
improved’ 
OR 
Concerning social factors/ 
neurodevelopmental 
conditions 

 
ENT – Paediatric day case adenotonsillectomy pathway 

Pathway name Pre-attendance 1st presentation Consent Procedure Follow-up PIFU 
Paediatric day case 
adenotonsillectomy 

Evidence of persistent 
obstructive sleep apnoea, 
recurrent tonsillitis, and 
other indications as per 
commissioning guidance 

Face-to-face Complete stage 1 
consent if day case 
criteria met  
Stage 2 consent on 
day of procedure 

Day surgery unless 
contraindicated 

Nurse led discharge if 
BADS criteria met 

No routine 
outpatient follow-
up/PIFU 
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Gastroenterology  

Gastroenterology – Stable cirrhosis 
Pathway Pre-attendance 1st presentation (new patient 

appointment) 
Surveillance (independent from clinic) Follow-up PIFU 

Patients 
diagnosed 
with 
cirrhosis 

Primary care: 
May be referred for assessment 
as part of investigation of 
abnormal liver function and/or 
assessment of individual with 
known risk factors – 
alcohol/MASLD etc. 
May be diagnosed as finding of 
abnormal imaging or abnormal 
assessment of fibrosis. 
Such referrals would be best 
managed in an A+G like 
process. 
Full history to identify risks and 
potential interventions – alcohol 
services, weight loss services 
etc. 
- Full liver screen 
- Imaging – USS in first instance 
- Full assessment of fibrosis -
dependent on availability. 

For patients with clear evidence of 
cirrhosis, offer: 
- Education about diagnosis, the need 

for monitoring and surveillance. 
- Sign-posting to appropriate 

information sites – e.g. British Liver 
Trust (BLT). 

- Advice re vaccinations. 
- Assessment of portal hypertension at 

baseline. 
- Assessment of bone health at 

baseline. 

Patients with clear evidence of cirrhosis will, 
if appropriate, need a minimum of 6 
monthly investigations. 
These investigations may include: 
Bloods: FBC, coagulation, U+E, LFT and 
AFP. 
If appropriate for HCC surveillance, then 6 
monthly USS. 
Assessment of portal hypertension and 
bone health at mandated intervals. 
Scans and bloods preferably booked at the 
same event and could look to utilise CDC. 

Patients with stable 
cirrhosis will need 6 
monthly review of 
relevant 
investigations and 
symptoms. 
If there is a safe and 
robust PIFU/remote 
monitoring system in 
place annual, follow-
up review could be 
considered. 

PIFU should 
be used in 
parallel to 
remote 
surveillance 
to ensure 
patient 
symptoms 
can trigger 
an earlier 
review. 
PIFU can be 
lifelong. 

Notes  
Patients may not need to be seen in face-to-face clinics, but providers must ensure there is a robust and safe follow-up 
system in place, including firm policies for contacting DNA patients. If examination is not needed consultation can be done via 
remote monitoring, asynchronous contact or telephone consultation. Surveillance results/PIFU may trigger the need for an 
earlier appointment/face-to-face review. Patients must have clear information re how to contact the service if they have 
concerns and should be educated about signs/symptoms of concern. An education appointment in a nurse-led clinic is 
beneficial to re-emphasise the need for monitoring and surveillance to improve engagement with long-term care. 
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Gastroenterology - Hyperferritinaemia/haemochromatosis   
Pathway Pre-attendance 1st presentation Follow-up Surveillance PIFU 
Hyperferritinanemia/ 
haemochromatosis. 
High ferritin is a common 
finding in primary care and 
may have a number of 
aetiologies e.g. 
- hereditary    
haemochromatosis 
- Inflammation  
- Alcohol excess  
- MASLD 
  

Primary care testing if available 
or sent out as pre-investigations. 
This would fit well into A+G 
process. 
A persistently/unexplained 
ferritin of >1000, irrespective of 
TF Sats and LFTs may be 
indicative of significant pathology 
and specialist input is required. 
Full medical history including: 
- alcohol 
- family history 
- arthralgia 
- risks MASLD 
- viral hepatitis 
- inflammatory conditions 
including rheumatoid arthritis 
etc. 
TF Sats >45% and Ferritin >200 
for females or >300 for males 
will need HFE analysis. 
Assessment of liver fibrosis. 
Full liver screen, including 
metabolic screening. 

Patients with C282Y 
homozygous will need 
routine follow-up in 
appropriate secondary care 
service – hepatology, 
gastroenterology or 
haematology. 
Patients with raised ferritin 
and TF Sats >45% but 
negative for C282Y will need 
secondary care referral for 
further evaluation. 
Patients found to have raised 
fibrosis markers and/or other 
positive findings on initial 
screening tests will need 
referral to secondary care for 
further assessment.  

For patients proven to have HH 
C282Y on HFE analysis: 
Formal staging of fibrosis FibroScan/ 
ELF – if cirrhotic then follow stable 
cirrhotic pathway. 
Patients needing treatment of iron 
overload will need referral to local 
venesection service: 
Induction phase venesection weekly 
till ferritin < 50. 
Maintenance venesection to maintain 
ferritin 50-100. 

Bloods done at a 
minimum of 6 
monthly intervals 
when in the 
maintenance 
phase, and 
venesection if 
bloods mandate. 

Patients 
should be, 
where 
appropriate, 
entered into 
a PIFU 
pathway. 

Notes  
Once a diagnosis of non-cirrhotic HFE C282Y HH is made the patient will 
potentially need life-long follow up – this should be remotely/PIFU if there is 
a safe/secure system in place. 
Patients with ongoing risk factors for liver disease e.g. MASLD/ARLD and 
non-cirrhotic on assessment of fibrosis may require repeat fibrosis 
assessment at an appropriate interval. 
Patients at any stage shown to be cirrhotic should, if indicated, enter 
appropriate surveillance/follow up pathways. 
This lends itself to a nurse-led clinic service. 
Patients are often referred with hyperferritinaemia. This should be dealt with 
using Advice & Guidance so that patients without haemochromatosis or 
significant iron overload, where applicable, can be managed in primary 
care. 
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Gastroenterology – Hepatitis B 
Pathway Pre-attendance 1st presentation (new patient 

appointment) 
Follow-up Surveillance 

(independent from 
clinic) 

PIFU 

Hepatitis B in 
patients referred 
from primary care or 
other specialities 
with markers of 
current 
Hepatitis B 
infection. 

Patients referred from primary 
care may be effectively 
managed in the initial phase 
using Advice & Guidance 
(A&G) to ensure all 
appropriate tests are 
completed prior to review. 
Alternatively, secondary care 
may arrange these tests as 
part of pre-investigations. 
Required investigations 
include: 
- Full HBV serology 
- HBV DNA 
- HBsAg quantification if 
available 
- HCV/HDV/HIV testing 
- Full liver screen 
- Assessment of fibrosis 
- Liver ultrasound. 
Assessment of other liver risk 
factors should include:  
- Alcohol history 
- Metabolic risk factors 
- Family history of HBV and 
HCC 
Patients with positive HBV 
markers (i.e. HBsAg/cAb) 
who are planned to undergo 
cancer treatment or 
immunosuppression require a 
secondary care opinion. 

Review of results can be 
undertaken virtually and/or 
asynchronously. 
Patients meeting the criteria for 
treatment should be started on 
appropriate treatment and 
offered: 
- Education about diagnosis, the 
need for monitoring and 
surveillance 
- Signposting to appropriate 
information sites – e.g. British 
Liver Trust (BLT) 
- Advice regarding transmission 
and screening/vaccination of e.g. 
family/household/partner. 
Patients with cirrhosis – if 
appropriate enrol into a 
surveillance programme and 
refer to the stable cirrhotic 
pathway. 
Non-cirrhotic subpopulations 
deemed at increased risk of HCC 
should be, if appropriate, 
enrolled into HCC surveillance. 
Patients with positive HBV 
markers (i.e. HBsAg/cAb) who 
are due to receive cancer 
treatment or immunosuppression 
will need an appropriate 
treatment plan overseen by 
secondary care. 

Patients who do not meet 
treatment criteria at 
presentation should have HBV 
DNA and ALT monitored every 
6-12 months dependent on 
age and risk profile, or until 
they meet criteria for 
treatment.  
Patients starting treatment 
should be monitored for the 
first 3-6 months to confirm 
adherence to treatment and 
viral suppression.  
Once virally suppressed and 
stable disease patients can be 
monitored 6-12 monthly. 
Stable adherent patients on 
treatment with no renal risk 
factors may be suitable for 12 
monthly monitoring. 
This type of monitoring is 
suitable for automation. 

HBsAg and if available 
sAg quantification every 
12 months. 
Fibrosis should be 
assessed with a non-
invasive tool at an 
appropriate interval, 
which will depend on 
overall risk assessment. 
Patients with cirrhosis or 
in a non-cirrhotic at-risk 
group for HCC need 
HCC surveillance with 6 
monthly liver ultrasound 
and AFP. 

Patients can be 
monitored remotely 
or on a PIFU 
pathway. 
After a period of 
treatment and 
sustained virological 
response cessation 
of anti-viral therapy 
may be considered, 
but close monitoring 
for relapse is crucial 
and should be 
managed by 
secondary care. 

Notes  
Appropriate use of A&G and/or pre-investigation will improve in-flow management 
to reduce unnecessary new patient appointments and improve clinical efficiency. 
An education appointment in a nurse-led clinic is beneficial to re-emphasise the 
need for monitoring and surveillance to improve engagement with long term care. 
Patients can be effectively and safely managed in the long-term using an 
automated process. This will also reduce unnecessary clinic follow-ups. 
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Gastroenterology – Auto-immune liver disease 
Pathway Pre-attendance 1st presentation (new 

patient appointment) 
Procedure Follow-up Surveillance 

(independent from 
clinic) 

PIFU 

Auto-immune liver 
disease. Referrals 
are generally from 
primary care 
because of 
abnormal liver 
function and/or 
positive auto-
antibodies. 

The initial patient 
assessments are 
most effectively 
managed via Advice 
& Guidance and/or 
pre-investigation 
from secondary care. 
Required medical 
history includes: 
- Alcohol 
- Metabolic risks 
- Family history of 
liver disease and/or 
autoimmune disease 
- Recent drug history 
- Biliary symptoms. 
Required 
investigations: 
- Full liver screen. 
- Auto-immune 
markers. 
- Assessment of liver 
fibrosis. 
- Liver ultrasound. 

Review results of 
investigations. 
Possible discussion around 
liver biopsy.  
TPMT if required. 
Evidence of cirrhosis will 
need appropriate 
surveillance as per stable 
cirrhosis pathway. 
Provide education re 
immunosuppression and 
the need for vaccination. 
Education is crucial re 
potential diagnosis to 
ensure adherence to 
investigation and treatment 
plans and enables earlier 
commencement of 
treatment. 
Signpost to British Liver 
Trust (BLT) for further 
information. 

Liver biopsy, if 
required, should 
generally be performed 
prior to treatment, 
under radiological 
guidance, as a day 
case unless 
contraindicated. 
If a high index of 
suspicion for auto-
immune liver disease, 
treatment may be 
commenced after 
biopsy while awaiting 
histology. 
If biopsy confirms auto-
immune liver disease 
and patient not already 
on treatment, treatment 
should be started 
without waiting for 
clinic follow-up. 

Baseline bone health 
evaluation. 
Monitoring of bloods done 
every 3 months for the first 
12 months to confirm 
complete biochemical 
response (CBR) and then 
every 3-6 months. This 
can be undertaken using 
an automated process if 
there is a safe and robust 
monitoring system in 
place.  
Patients can be effectively 
and safely monitored long-
term using an automated 
process. This will also 
reduce unnecessary clinic 
follow-ups and patients 
may only require a clinic 
appointment every 6-12 
months once stable. 

Patients will need 
assessment of liver 
fibrosis at 
appropriate regular 
intervals and 
cognisant of all 
patient risk factors. 
Patients will need 
assessment of 
bone health at 
appropriate 
intervals as per 
clinical guidelines. 

Patients achieving 
CBR may be 
enrolled into PIFU if 
a safe system is 
available for long-
term management. 
This will be 
potentially life long.  

Notes 
Pre-investigations and first presentation could all be done virtually. Appropriate use of A&G and/or 
pre-investigation will improve in-flow management to reduce unnecessary new patient 
appointments and improve clinical efficiency. 
Follow-up for patients who achieve CBR could be done virtually/remotely. 
Patients should be reassured PIFU/remote monitoring pathways include assessment to consider 
appropriate withdrawal of immunosuppression after a suitable treatment interval and the fulfilling of 
recognised criteria.  
Patients must have clear information re how to contact the service if they have concerns and 
educated about signs/symptoms of concern. 
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Gastroenterology – MASLD 
Pathway Pre-attendance 1st presentation (new 

patient appointment) 
Follow-up Surveillance  PIFU 

Metabolic 
dysfunction-
associated liver 
disease 
(MASLD). 
Generally, 
referrals from 
primary care for 
further 
evaluation of 
fatty liver on 
imaging or 
abnormal liver 
function tests. 

Patients are generally 
referred from primary care 
with abnormal liver 
functions/echo-bright liver 
on liver imaging. 
Patients best managed as 
part of OP ‘inflow 
management’ through 
Advice and Guidance 
(A&G) and/or pre-
assessment from 
secondary care. 
Full history with emphasis 
on metabolic, cardio-
vascular risk factors etc. 
Alcohol consumption to 
differentiate between 
MASLD/MetALD/ArLD. 
Full liver screen. 
Metabolic screen – HbA1c, 
RBG, lipids.  
Assessment of liver 
fibrosis. 
Liver ultrasound if 
indicated and not already 
performed. 

Can be done virtually/ 
remotely if the necessary 
investigations have been 
performed. 
Patients with fibrosis 
markers suggestive of 
cirrhosis will need 
enrolment in surveillance 
programmes as per stable 
cirrhosis pathway. 
Signpost refer to 
appropriate services if 
indicated - 
Weight management 
services 
Alcohol services 
Patients with no / minimal 
fibrosis - if appropriate 
discharge back to primary 
care with advice for 
requirement for future 
fibrosis re-assessment. 

Follow-up interval will be 
dependent on the 
assessment of fibrosis 
Stable cirrhotic patients as 
per the stable cirrhotic 
pathway. 
Patients with intermediate 
fibrotic scores will need 
repeat fibrosis assessment 
in 1-2 years. 
Patients with low fibrotic 
scores and on-going risk 
factors for fibrosis 
progression will need repeat 
fibrosis assessment in ~ 3 
years. 

Patients with proven 
cirrhosis will require follow-
up as per the stable 
cirrhotic pathway. 

Patients with intermediate fibrotic 
scores may be suitable for PIFU 
until repeat fibrosis assessment 
performed. 
Patients with low fibrosis score 
could be discharged back to 
primary care with possible repeat 
fibrosis assessment in ~ 3 years. 

Notes  
The MASLD pathway would be enabled by automation and close 
working with primary care. Given the high volume of patients - 
particularly where GP lists are proactively screened for liver 
disease risk, and where appropriate facilities and pathways are 
established - there is significant potential for a substantial 
proportion of this activity to be delivered within community 
diagnostic centres (CDCs). 
‘In flow’ management of patients with steatotic liver disease with 
A&G and robust pre-assessment would improve OP efficiency 
and reduce unnecessary appointments. 
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Gastroenterology – Alcohol-related liver disease (ArLD) 
Pathway Pre-attendance 1st presentation (new patient 

appointment) 
Follow-up Surveillance  PIFU 

Alcohol-related liver 
disease in patients 
without evidence of 
decompensated 
liver disease. 
Generally, patients 
will be referred from 
primary care with an 
alcohol history and 
abnormal liver tests. 

Referral is generally from 
primary care/alcohol 
services. 
Patients could be best 
managed by a process of 
outpatient ‘in-flow’ 
management through A+G 
and/or pre-investigation from 
secondary care. 
Full medical history, including 
alcohol history with 
preferably a validated alcohol 
screening tool e.g. 
AUDIT/SADAQ, metabolic 
risk factors and liver disease 
risk factors. 
- Full liver screen 
- Assessment of liver fibrosis 
- Liver ultrasound 

Can be done virtually/remotely. 
Patients where applicable 
should be signposted / referred 
to local alcohol services. 
If patient is diagnosed with 
cirrhosis will need to be 
managed as per the stable 
cirrhosis pathway. 
Patients who are non-cirrhotic 
and have on-going risk factors 
for fibrosis progression should 
be considered for repeat 
fibrosis assessment at an 
appropriate time interval. 
Patients with intermediate 
fibrosis can be considered for 
repeat fibrosis assessment in 1-
2 yeas – this could potentially 
be done in primary care. 
Patients with no/minimal 
fibrosis may need re-
assessment in ~3 years’ time. 
These patients could be 
discharged back to primary 
care with advice on appropriate 
re-testing. 

6 monthly follow-up for 
patients diagnosed at 
first presentation or 
subsequently on fibrosis 
re-assessment with 
cirrhosis as per the 
stable cirrhosis pathway. 
If there is a safe and 
robust PIFU/remote 
monitoring system in 
place annual, follow up 
review could be 
considered.  

Patients with intermediate 
fibrosis score should have 
a repeat fibrosis 
assessment in 1-2 years. 
Patients with low fibrosis 
score should, if ongoing 
risk factors, be offered 
fibrosis assessment in ~ 3 
years. 

Cirrhotic follow up and 
planned interval review for 
non-cirrhotic patients 
needing repeat fibrosis 
assessment would, if 
available, be suitable for 
PIFU or remote monitoring 
if robust systems are in 
place. 

Notes 
Patients with a planned repeat fibrosis assessment 
could be discharged back to primary care with advice. 
This long-term management would also fit with 
automation for tests/reviews if needed into community 
diagnostic centres (CDCs). 
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Gastroenterology – Suspected/confirmed inflammatory bowel disease (IBD) 
Pathway Pre-attendance/triage 1st attendance – Direct 

to test (DTT) 
New outpatient 
appointment (OPA) 

Follow-up 
appointment 

Monitoring & 
surveillance 

PIFU 

Suspected/ 
confirmed 
inflammatory 
bowel 
disease 
(IBD) 

Required 
investigations: 
- FBC, ferritin, U&E, 

LFT, CRP, coeliac 
screen, TFT, bone 
profile. 

- Faecal calprotectin, 
stool MC&S & CDT, 
stool for parasites, 
cysts and ova if 
travel history. 

All referrals should be 
triaged by a 
gastroenterologist. 
Ideally, this should be 
undertaken using a 
structured triage tool 
(symptoms, 
biomarkers, history, red 
flags). 
If there are no 
significant 
comorbidities 
precluding this, the 
patient should have 
DTT endoscopy. If unfit 
for DTT endoscopy, 
arrange an OPA. 
Patients should have 
specialist review or 
attend a DTT 
procedure within 4 
weeks, in line with 
national guidance. 

At endoscopy* if IBD is 
still suspected/confirmed 
appropriate initial 
management (e.g. 
steroids, mesalazine) 
should be started from the 
endoscopy unit. Further 
tests may be initiated as 
appropriate (e.g. biologic 
screen/TPMT level/ 
capsule 
endoscopy/MRI/CT)  
Follow-up and safety 
netting should be 
arranged.  
If IBD excluded: 
Discharge to primary care 
if symptoms have 
resolved.  
The patient should have a 
gastroenterology OPA if 
symptoms haven’t 
resolved and/or further 
investigations if indicated. 
*If possible, an IBD/GI 
clinician should perform 
the endoscopy and 
undertake a short face-to-
face consultation (history, 
examination, baseline 
investigations such as 
blood tests and faecal 
calprotectin reviewed). 

If IBD confirmed: 
Patient should have a 
face-to-face 
appointment in a 
gastroenterology clinic 
and be assessed +/- 
treated. Assessment 
should consider: 
nutrition, bone health, 
mental health and 
infection screening. 
Offer education about 
diagnosis and the need 
for monitoring and 
surveillance. Signpost to 
appropriate information 
sites e.g. CCUK. 
Provide information re 
pre-
conception/pregnancy 
advice as appropriate. 

Follow-up 
appointment with the 
IBD team to review 
the care plan and 
undertake medicines 
review. Appointment 
can be done 
remotely. 
Provide information 
re pre-conception/ 
pregnancy advice as 
appropriate. 

This should include: 
- Medicines 

monitoring 
- Faecal 

calprotectin 
remote monitoring 

- Cancer 
surveillance. 

Also, consider referral to 
a dietician. 
Surveillance/monitoring 
should happen 
independently of the 
clinic appointment 
using asynchronous 
communication.  
Surveillance should be 
delivered as per BSG 
guidelines. 

Patients with stable IBD 
may be suitable for a 
PIFU pathway after 
their initial or 
subsequent follow-up 
appointment. PIFU may 
be lifelong. 
Contact the patient 
every 12 months to 
complete a virtual 
review. 
Patients must be given 
clear written 
information on how to 
contact the service if 
they experience a flare. 

Notes 
The patient needs informing of the rationale for going DTT and bypassing the outpatient clinic. Provide 
online information regarding investigations where applicable.  
An education appointment in an IBD nurse/pharmacist-led clinic is beneficial to re-emphasise the need 
for monitoring and surveillance to improve engagement with long-term care. 
Treatment/care plans should be shared with the patient and GP throughout the pathway. 
Patients can be effectively and safely managed in the long-term using an automated process. This will 
also reduce unnecessary clinic follow-ups. 
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Gastroenterology – Iron deficiency anaemia (IDA)   
Pathway Pre-attendance/triage 1st hospital visit Post procedure/OPA follow-up GP monitoring 

Suspected/ 
confirmed Iron 
deficiency 
anaemia (IDA) 

Primary care should have already 
considered clinical history, 
comorbidities, medications and WHO 
performance status.  
Primary care should have already 
undertaken the following investigations: 
- FBC 
- renal function 
- inflammatory markers 
- ferritin/iron studies 
- coeliac screen 
- urine dipstick 
- FIT test 
- and reviewed previous relevant 

investigations. 
If any of the above information is not 
available, it should be requested from 
primary care using advice and guidance 
(A&G) processes. 
Undertake consultant/senior clinical 
decision maker triage of all referrals 
including review of fitness for test 
information and results from 
investigations. 
If this is not IDA, or the IDA is not new 
and has previously been appropriately 
investigated, patients may be 
discharged back to primary care with 
A&G. 

Depending on the outcome of triage 
the patient will either have: 
Direct-to-test (DTT) endoscopy or 
imaging. 
Or 
Outpatient appointment (OPA) in a 
medical/nurse-led clinic as 
appropriate. Assess fitness for 
investigations, patient preferences 
and non-GI causes of IDA. 

Findings communicated to patient 
and GP (endoscopy, histology, 
radiology). 
Re-referral criteria communicated for 
ongoing or recurrent IDA (capsule 
endoscopy, CT, USS). 
Initiate further investigations if 
diagnostic uncertainty remains (e.g. 
CT colonography, CT A/P, renal tract 
USS, capsule endoscopy). 

Standard primary care follow-up: 
Patients should be monitored in 
the first 4 weeks for a 
haemoglobin response to oral 
iron, and treatment continued for 
3 months after normalisation of 
haemoglobin concentration to 
replenish iron stores.  
FBC check periodically e.g.; at 3, 
6, 12, and 24 months, as per 
NICE guidance. 

Notes  
Anaemia is defined as a haemoglobin level 2 standard deviations below the normal for age and sex (NICE/WHO 
criteria below 130g/L for men and below 120g/L for non-pregnant women).  
Iron deficiency should be confirmed by iron studies prior to investigation. Ferritin is the single most useful 
marker of IDA, but other blood tests (such as transferrin saturation) can be helpful if a false normal ferritin is 
suspected. Iron treatment should not be delayed pending investigations, unless colonoscopy is imminent. 
If the patient meets the criteria for the Faster Diagnostic Standard (FDS) they should follow an urgent 
suspected cancer pathway. 
All eligible patients with proven IDA should go DTT without an OPA where appropriate. Exclusion criteria for DTT 
may include significant frailty, co-morbidities, cognitive impairment and learning disabilities. 
Patients may opt out of DTT. Alternative OPA or video/telephone OPA can be arranged. 
Aim to discharge all patients with non-significant findings back to primary care with a management plan and 
safety netting. 
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General surgery and colorectal 

General surgery – surgical pathways 
Pathway name Pre-attendance 1st 

Presentation 
Consent Procedure Follow-up PIFU 

Inguinal hernia Optimise 
hypertension, 
glycaemic control 
Provide support with 
weight management 
and smoking 
cessation 

Face to face Pre-operative assessment a 
minimum of six weeks prior to 
surgery 
Commence consent at first 
appointment, consent before 
the day of surgery, and 
reconfirm on the day of 
procedure 

Day surgery as 
default unless 
contraindicated 
Four cases per 4 hr 
session 

Allow access via day surgery for 
early wound problems 
No follow up as routine 
Enrol all patients in the BHS 
hernia registry to obtain PROMS 

Discharge with no 
PIFU  

Paraumbilical 
hernia 

Optimise 
hypertension, 
glycaemic control 
Provide support with 
weight management 
and smoking 
cessation 

Face to face Pre-operative assessment a 
minimum of six weeks prior to 
surgery 
Commence consent at first 
appointment, consent before 
the day of surgery, and 
reconfirm on the day of 
procedure 

Day surgery as 
default unless 
contraindicated 
Four cases per 4 hr 
session 

Allow access via day surgery for 
early wound problems 
No follow up as routine for small 
primary hernias 
Targeted face to face 
appointment at 6 to 8 weeks for 
patients at high risk of 
complications  
Enrol all patients in the BHS 
hernia registry to obtain PROMS 

Discharge with no 
PIFU 

Laparoscopic 
cholecystectomy 

Liver functions tests 
at referral 
Ultrasound scan 
Optimise 
hypertension, 
glycaemic control 
Provide support with 
weight management 
and smoking 
cessation 

Face to face Pre-operative assessment a 
minimum of six weeks prior to 
surgery 
Commence consent at first 
appointment, consent before 
the day of surgery, and 
reconfirm on the day of 
procedure 

Day surgery as 
default unless 
contraindicated 
Three cases per 4 
hr session 

Specialist nurse phone line 
offering early advice, SAU 
follow-up, telephone review, and 
local face-to-face review if 
required 
No follow up as routine 
Targeted follow up for dysplasia 
or carcinoma  

PIFU for six months 
for recurrent 
symptoms, jaundice 
or diarrhoea 

Pilonidal sinus Optimise 
hypertension, 
glycaemic control 
Provide support with 
weight management 
and smoking 
cessation 

Face to face Pre-operative assessment a 
minimum of six weeks prior to 
surgery 
Commence consent at first 
appointment, consent before 
the day of surgery, and 
reconfirm on the day of 
operation 

Day surgery as 
default unless 
contraindicated 
Five cases per 4 hr 
session 

No face to face follow up after 
excision and primary closure of 
simple pilonidal sinus 
Face to face appointment at 6 to 
8 weeks after: 
Flap procedures 
Open wounds 

PIFU  for three 
months 
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Colorectal surgery – surgical pathways 
Pathway name Pre-attendance 1st Presentation Consent Procedure Follow-up PIFU 
Haemorrhoids 
(operative 
treatment) 

Optimise hypertension, 
glycaemic control, provide 
support with weight 
management and smoking 
cessation. 
Ensure that rectal bleeding 
has been investigated. If 
not, straight to test: flexible 
sigmoidoscopy. 

Face to face Pre-operative assessment 
a minimum of six weeks 
prior to surgery.  
Commence consent at first 
appointment. 
Consent before the day of 
surgery and reconfirm on 
the day of procedure. 

Day surgery as default 
unless contraindicated. 
Five cases per four-hour 
session. 

Allow access via day surgery 
for early wound problems or 
pain control.  
No follow up as routine. 
Targeted follow up for 
dysplasia or carcinoma in 
specimen. 

No PIFU 

Haemorrhoids 
(outpatient 
treatment -banding 
or injection) 

Optimise hypertension, 
glycaemic control 
Provide support with weight 
management and smoking 
cessation  
Ensure that rectal bleeding 
has been investigated  
If not straight to test: flexible 
sigmoidoscopy 

Face to face Verbal consent in clinic 
prior to treatment 

Treat at first appointment 
as outpatient procedure 

Default is no follow up unless 
treating clinician believes 
further treatment will be 
necessary 

PIFU for 
three 
months 

Anal fissure 
(medical 
management) 

Optimise hypertension, 
glycaemic control 
Provide support with weight 
management and smoking 
cessation  
Ensure that rectal bleeding 
has been investigated  
If not straight to test: flexible 
sigmoidoscopy 

Face to face N/a N/a Default is no follow up unless 
digital rectal examination has 
not been possible 

PIFU for 
three 
months 

Anal fissure 
(operative 
treatment) 

Optimise hypertension, 
glycaemic control 
Provide support with weight 
management and smoking 
cessation  
Ensure that rectal bleeding 
has been investigated  
If not straight to test: flexible 
sigmoidoscopy 

Face to face Pre-operative assessment 
a minimum of six weeks 
prior to surgery 
Commence consent at first 
appointment, consent 
before the day of surgery, 
and reconfirm on the day 
of operation 

Day surgery as default 
unless contraindicated 
Five cases per 4 hr 
session 

No face to face follow up after 
Botox injections 
Face to face appointment at 6 
to 8 weeks after lateral anal 
sphincterotomy or 
advancement flap 

PIFU for 
three 
months 

Anal fistula 
  

Optimise hypertension, 
glycaemic control and 
inflammatory bowel disease 

Face to face  Pre-operative assessment 
a minimum of six weeks 
prior to surgery 

Day surgery as default 
unless contraindicated 
  

No face to face follow up after 
lay open of low simple fistulae 

PIFU for 
three 
months 
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Provide support with weight 
management and smoking 
cessation 

Up to date MRI 
for complex or 
recurrent disease 

Commence consent at first 
appointment, consent 
before the day of surgery, 
and reconfirm on the day 
of operation 

Five cases per 4 hr 
session 

Face to face appointment at 6 
to 8 weeks after: 
Lay open of complex fistula 
Insertion of seton 
Sphincter preserving 
techniques 

Colorectal resection Recent imaging and 
colonoscopy 
Optimise hypertension, 
glycaemic control 
Provide support with weight 
management and smoking 
cessation 

Face to face Pre-operative assessment 
a minimum of six weeks 
prior to surgery (please 
note - not for cancer 
pathway) 
Commence consent at first 
appointment, consent 
before the day of surgery, 
and reconfirm on the day 
of operation 

Inpatient on dedicated 
elective ward  
Enhanced recovery and 
DrEaMing (drinking, 
eating and mobilising) as 
defaults 

All patients: Access to 
ward/CNS team for early 
wound or stoma problems. 6 
to 8 week face to face follow 
up. 

 No PIFU 

Colorectal cancer: active 
surveillance for five years 
with risk stratified CT and CE 
levels arranged remotely 
Crohn’s: discharge and 
transfer to gastroenterology 

Ulcerative colitis: keep under 
review 

Diverticular disease: 
discharge 
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Gynaecology 

Gynaecology - Pelvic organ prolapse 
Pathway Pre-attendance 

(primary care) 
Triage/Advice and 
Guidance 

1st presentation (new 
patient appointment) 

Urogynaecology 
MDT 

Follow-up PIFU Notes 

Patients with 
symptoms of 
pelvic organ 
prolapse 
(POP) 
Incidental 
finding of 
prolapse in an 
asymptomatic 
patient does 
not require 
referral; 
lifestyle advice 
can be given. 

For women with 
symptomatic POP: 
Where the 
prolapse remains inside 
of the vagina or 
reaches the 
entrance; the 
patient should have 
had 3 months of 
supervised pelvic floor 
muscle training, prior to 
secondary care referral 
– refer to physio. 
Where the 
prolapse protrudes 
outside of the 
vagina; patients do not 
require a physiotherapy 
referral – refer to 
secondary care. 
If BMI greater than 35, 
may not be eligible for 
surgery, ensure patient 
is aware. Offer physio, 
pessaries in primary 
care (if fails refer to 
pessary service) 

Ensure that active 
triaging is in place 
to re-direct patients 
appropriately; 
1. Any patients 

where the 
prolapse remains 
inside of the 
vagina or 
reaches the 
entrance without 
3 months of 
pelvic floor 
muscle training 
to physiotherapy 

2. Patients seeking 
pessary to a 
nurse-led 
pessary service 

3. Patients with a 
BMI over 35 are 
sent information 
on weight loss 
resources (e.g. 
IUGA leaflet)  

Send patients a pre-
clinic questionnaire 
where an 
appointment is 
required 

History aided by pre-
clinic questionnaire 
Examination should 
include POP-Q or other 
objective assessment 
Discussion of appropriate 
Management options:  
• Conservative 
• Physiotherapy  
• Vaginal oestrogen  
• Pessaries  
• Surgery – ensure 

patients given NICE 
decision-making tool 
and BSUG patient 
information leaflets, as 
well as department 
contact details for 
patient to relay choice 
where there is more 
than one option 

Consider appropriate 
investigations (e.g. 
proctogram, ultrasound, 
concurrent incontinence 
investigations) 

All patients being 
put forward for 
surgery should be 
discussed in an 
appropriate MDT. 
It may additionally 
be appropriate to 
discuss complex 
non-surgical 
cases in this 
setting 
Booking of 
surgery with 
appropriate 
surgeon 
(consideration of 
regional skill set) 
A robust 
consenting 
process should be 
provided within 
the outpatient 
setting  

Nurse led TWOC 
service available to 
support post-
operative care and 
avoid unnecessary 
overnight stays 
Patients should 
have clear 
information on how 
to contact the 
service if they have 
post-operative 
concerns 
There should be 
access for patients 
to be seen for 
immediate 
complications either 
by urogynaecologist 
or specialist nurse 
with the ability to 
link directly back to 
the surgical team.  

PIFU should be used 
where appropriate, 
particularly in the 
following; 
1. Patients close to 

the BMI cut-off to 
be listed for 
surgery to allow 
time for weight 
loss 

2. Patients being 
conservatively 
managed 

3. Post operative 
patients to assess 
early recurrence 

PIFU should ideally 
be limited to 6-12 
months  
Where PIFU is 
requested, clinical 
triage is advisable to 
ensure most effective 
review undertaken 
(e.g. listed directly for 
surgery, pessary clinic 
review) 

The initial clinic 
appointment in secondary 
care should be arranged 
with enough time and 
patient information given 
with the aim of avoiding a 
need for further face-to-
face follow-up 
appointments.  
Specialist nurse services 
can be used to optimise 
the outpatient pathway 
flow; 
• History taking as part of 

initial appointment 
• Supporting education 

and emphasising the 
need for ongoing 
bladder and pelvic floor 
care as well as weight 
management 

• Answering ad hoc 
queries outside of 
appointments  

Physiotherapy and pessary 
clinics should have a direct 
referral pathway to the 
urogynaecology clinic 
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Ophthalmology 

Cataract Surgery 
Pathway Referral Patient selection and pre-

operative assessment 
Procedure Discharge and follow-up 

Cataract surgery • Optometry first +/- cataract 
referral refinement. 

• Provider sends the agreed leaflet 
on shared decision making / 
cataract surgery. 

• Provider phone call to patient to 
discuss surgery and ensure wish 
to proceed. 

• Further information sent to patient 
about cataract surgery with a 
copy of consent form and RNIB 
leaflet or equivalent. 

 

• One-stop pre-op 
assessment clinic. 
 

• >= 8 LA Routine cataracts 
per 4-hour list ( if trainee 
performing whole cases, 
less if GA/complex cases). 

• >= 10 LA Routine cataracts 
per 4-hour list (modular 
training or experienced 
trainee performing whole 
cases). 

 

• Routine patients: discharge to sight 
test with optometry data return; 
urgent or CUES pathway return if 
required. +/- 1-2 day hospital visit 
e.g. minor complications or IOP 
check. 

• Complex patients or serious 
unstable ocular co-morbidity: 
Optometrist in primary care 
commissioned follow-up OR HCP 
led hospital appointment OR 
consultant led hospital appointment. 

• If fellow eye needs surgery, patient 
offered surgical date without further 
clinic review unless already has date 
or requires F2F in addition to primary 
care optometrist, as guided by ocular 
complexity. 
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Medical Retina 
Pathway Community Hospital refinement Injection Hospital virtual consultation Discharge 

Age-related 
Macular 
Degeneration 
(AMD) 
 
At all points in 
pathway, 
communicate with 
referring 
optometrist and 
advise patient to 
take copy of letters 
with them. 
 

Dry AMD: 
• Regular sight test with 

diet, lifestyle and 
monitoring advice. 

• No need for referral. 
 

Suspect wet AMD (urgent 
referral within one 
working day): 
• Direct fast track 

referral.  
• Inform GP. 
• +/- A&G/virtual review if 

imaging can be shared 
with hospital. 

• NB – most (circa 70% 
wet AMD referrals are 
not wet AMD). 

 

Wet AMD: 
• for urgent electronic 

referral with OCT and 
hospital virtual review of 
the image if possible. 

• Triage all wet AMD 
referrals. 

• New patient wet AMD 
clinic runs 51/52 weeks 
per year – book in who 
are likely to have 
WAMD. 

• Urgent Diagnostic Clinic 
– book in patients who 
are unlikely to have 
WAMD, but need it 
ruled out urgently, into 
urgent scanning within 
two weeks.  

• use a DAVRAP virtual 
pathway assessment 
within one month – for 
patients who are 
unlikely to have WAMD 
and do not need it ruled 
out urgently.  
 

Wet AMD new patient 
clinic 
• one stop 

appointment with 
offer of same day 
injection. First 
injection must be 
within 14 days of 
initial detection/ 
referral. 
  

• Non-medical 
injectors with aim 
of ≥16 injections in 
4-hour session. 
 

• Failsafe Officers - 
checking no IVT 
delayed. 

 

• Review of high volumes (30-
35) patients data per four-
hour session if in consultant 
led POD clinic model. 
 

• Sort out max interval - strict 
treat and extend pathway. 
 

• Consultant led non-medical 
decision making MDT staff – 
can review macular injection 
independently. 
 

• Default to video/phone if 
post virtual consultation 
required. 
 

• Do not book face to face 
follow up without patient 
already having injection 
bookings – minimise delays. 

• Inactive treated disease 
or patients – monitor 
every three months for 
two years for reactivation, 
then discharge. 
 

• After discharge, advise 
on self-monitoring and 
red flags and signpost to 
support. 
 

• Use standard hospital 
protocol for discharge. 
 

• Permanent structural 
damage/for no further 
treatment - discharged to 
routine sight test with 
ECLO or low vision 
support if required. 
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Pathway All referrals Hospital 
refinement 

Hospital assessment and 
treatment 

Hospital virtual consultation Discharge 

Diabetic Macular 
Oedema 
 
Ensure patient, 
optometrist and 
diabetic eye 
screening 
programme are 
kept updated 
throughout the 
pathway. 
 

• Patients identified either 
at sight test or within 
diabetic eye screening 
programme (DESP). 
 

• Patients identified as 
part of DESP, with low 
risk maculopathy on 
DESP classification 
have OCT if part of 
pathway and kept within 
service. 
 

• Any patients with DMO 
referred by DESP must 
be given an 
appointment at HES 
within 13 weeks. This 
can be virtual. 
 

• Patients with PDR/R3a 
need an appointment 
within six weeks which 
must be face to face. 

 

• DAVRAP for 
majority of 
routine DMO 
referrals. 
 

Asynchronous review/ 
consultant led POD clinic with 
MDT of clinicians: 
• Cons Review 15 
• Others 10-12 
If CRT >400um patients offered 
IVT.  
Strict treat and extend – patients 
with diabetes have lots of 
appointments so need certainty 
and space. 
Key quality measures: 
• Non-medical HCP injectors: 

Top decile rate of ≥16 
injections in 4-hour session. 

• Bilateral same day injections 
with new pack and different 
batch number. 

• Inject in clinic not theatres.  
• Consider two rooms so 

patient is prepped as other is 
injected. 

Six-monthly DAVRAP for retinal 
monitoring (individualised). 
Ideally highlight NICE guidelines 
on diabetic management, 
importance of good control, etc. 
 

• High flow virtual clinics in 
hospital/hub. OCT and 
widefield photo (DAVRAP) 
for majority of diabetic 
patients including R3a after 
first appointment/when safe. 
 

• Streamlined process for 
images/drops/assessments 
by technicians. 
 

• Good IT/EPR/imaging 
systems to allow review of 
high volumes of patient data 
per four-hour session. 
 

• Consultant led non-medical 
decision-making MDT staff.  
 

• Signpost to other 
services. Provide advice 
on self-monitoring, self-
management and need 
for regular DESP and 
routine sight tests. 
 

• Once stable maculopathy 
and retinopathy, 
discharge back to DESP 
and inform GP and 
optometrist with ECLO or 
low vision support if 
required.  
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Glaucoma 
Pathway Detection Single point of access Follow up model Discharge 

Glaucoma 
 

• Detection at sight test 
(NHS or private). 
 

• Accurate compliant 
glaucoma referrals -  
glaucoma repeat measure 
service (GRMS) or 
glaucoma enhanced case 
finding service (GECFS). 

 

• SPOA provides first line 
clinical triage, 
safeguarding, patient 
choice and compliance 
with minimum data set 
and ensuring that 
referral and prioritisation 
is appropriate. 
 

• Use a Diagnostic Asynchronous Virtual 
Review Assessment Pathway* (DAVRAP), 
consisting of technician acquired diagnostic 
testing and high-volume virtual review by 
appropriately qualified and supervised staff. 
  

• Face-to-face capacity is focused on higher 
risk patients.  
 

• Patients receive appropriate laser and 
surgical interventions when necessary, 
depending on findings in virtual review. 
 

• Use discharge criteria defined in GIRFT 
Best Practice for Glaucoma Services 
(overleaf). 

 
 
* Synchronous pathways are acceptable when 
delivered by primary care. 
 

• Use follow up intervals defined in 
GIRFT Best Practice for 
Glaucoma Services (overleaf). 
 

• Use discharge criteria defined in 
GIRFT Best Practice for 
Glaucoma Services (overleaf). 
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Glaucoma follow up intervals and discharge criteria: extract from GIRFT Best Practice for Glaucoma Services document 
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Oral and Maxillofacial Surgery (OMFS)  

Oral and Maxillofacial Surgery (OMFS) – Surgical 
Drawing on evidence and advice from the British Association or Oral and Maxillofacial Surgeons (BAOMS) Special Interest Groups (SIGs). 

Pathway Exclusions Treatment Follow up 
Dentoalveolar surgery Jaw cysts, Irradiated patients, 

patients on bisphosphonates, 
antiresorptive and anti-
angiogenic drugs 

Simple surgery for: 

• Extraction of teeth 
• Surgical removal of teeth, roots, 

impacted teeth, apical surgery, 
• Exposure of teeth 

No surgical follow up required 

  

Patients on orthodontic pathways should have appropriate 
orthodontic review 

Dentoalveolar surgery for 
irradiated patients, patients on 
bisphosphonates, 
antiresorptive and anti-
angiogenic drugs 

  Simple surgery for: 

• Extraction of teeth 
• Surgical removal of teeth, roots, 

impacted teeth, apical surgery, 
• Exposure of teeth 

Follow up at 8 weeks 
 
See SDCEP ‘Oral health management of patients at risk of 
MRONJ’ 

Dentoalveolar soft tissue 
procedures  

  Removal of polyps mucoceles 

Salivary duct manipulation +/-removal of 
stones 

Telephone/letter with histology. No follow up 

PIFU pathway 

Jaw cysts  Odontogenic keratocysts Enucleation with primary closure All cysts letter/telephone call with pathology results 

• Small cysts 2cms or less diameter, straight to 
discharge no follow up 

• Large cysts 2cms or more, face to face appointment 
at 6 to 12 months for radiograph to check bone 
healing/tooth eruption 

Odontogenic keratocysts 
including syndromic cysts e.g. 
Gorlins 

  Enucleation with primary closure As for large cysts as above with further follow up annually for 
5 years, radiograph at each to check for reoccurrence 

Mandibular fractures 

 
Condyle fractures 

Body fractures in children with 
developing dentition 

Condyle fractures in growing 
children 

Open reduction and fixation Follow up at 10 to 14 days 

Final follow up at 8 to 12 weeks 

Zygomatic fractures   Open reduction and fixation 

Closed reduction 

Follow up at 10 to 14 days and discharge 

https://gettingitrightfirsttime.co.uk/outpatients/
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Orbital fractures Late problems e.g. 
enopthalmos 

Open reduction and placement of 
implant/graft 

Follow up at 10 to 14 days 

Follow up with orthoptic team as per unit protocol 

Discharge to PIFU 
Single jaw osteotomy for 
patients on orthognathic 
pathway 

Osteotomies requiring post 
operative intermaxillary fixation 

Sagittal split osteotomy 

Intra oral vertical ramus osteotomy 

Follow up at 1 week 

Discharge to orthodontic team 

Bimaxillary osteotomy for 
patients on an orthognathic 
pathway 

Le Fort I maxillary osteotomy with Sagittal 
split osteotomy or vertical ramus 
osteotomy 

Follow up at 1 week 

Discharge to orthodontic team 
Skin lesions Major Head and Neck Cancer Lesions on the head and neck 

Melanoma, Cutaneous squamous cell 
carcinoma (cSCC), Basal cell carcinoma 
(BCC) Precancers, actinic keratosis (AK) 
and SCC in situ 

2023 GIRFT/BAD Follow up ‘Top Tips’ Document with 2026 
Updates in red – GIRFT Dermatology Follow Up protocols 

 

Oral and Maxillofacial Surgery (OMFS) – Non-surgical 
Pathway First appointment / diagnosis Treatment Follow up 
Dry Mouth History 

Medication review 
Sjogrens tests if indicated 
(if other symptoms, may need onward referral to 
rheumatology/ophthalmology if indicated) 

Advice None 

Geographic Tongue 
(erythema migrans) 

History 
Clinical appearance 

Advice None 

Recurrent Oral Ulceration History 
Clinical appearance 
Blood test if diagnosis uncertain (see NICE) 

Advice None 

Oral Lichen Planus 
Reticular pattern 

Clinical appearance 
Biopsy if uncertain 

Advice None 

Oral Lichen Planus 
Erosive 
(With no dysplasia) 

History 
Medication review 
Biopsy 

Treatments vary from 
advice to systemic 

Once treatment established 
PIFU suitable 

Temporomandibular Joint problems History 
Clinical examination 

Diagnosis 
Myogenous 
Arthogenous 

Follow FDS Guidance 

Botox for Myofacial pain having failed self- 
supporting management 

  Botox at first Follow up PIFU pathway 
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Orthopaedics  
These protocols are designed for the majority of patients (e.g. 85% in primary hip and knee replacement and 75% in Anterior Cruciate Ligament 
Reconstruction pathways) who experience an uncomplicated recovery. They provide built in flexibility to accommodate, for example, newly 
appointed consultants, early learning curves, and instances where deviation from standard pathways is clinically appropriate.  

 

 

 

Orthopaedics – Elective primary total hip replacement 
Pathway name Pre-attendance 1st presentation Consent Procedure Follow-up PIFU 
Elective primary 
total hip 
replacement 
pathway 

Non-surgical 
management in 
community 

Face-to-face 
appointment with 
surgical team 

Confirm 
consent before 
the day of 
surgery and 
reconfirm on 
the day of 
operation 

Expectation of 
LoS 0/1 day 

One appointment delivered virtually or face-to-face 6 
weeks to 3 months post-surgery with the surgical 
team e.g. clinical nurse specialist (CNS) / advanced 
clinical practitioner (ACP) / physio/surgical care 
practitioner (SCP)  
No repeat X-ray 

Safety 
netting 
and PIFU 
for 1 year  

Orthopaedics – Elective primary total and uni knee replacement 
Pathway name Pre-attendance 1st Presentation Consent Procedure Follow-up PIFU 
Elective primary 
total and uni knee 
replacement 
pathway 

Non-surgical 
management in 
community 

Face-to-face 
appointment with 
surgical team 

Confirm consent 
before the day of 
surgery and 
reconfirm on the 
day of operation 

Expectation of 
LoS 0/1 day 

One appointment delivered virtually or face-to- 
face 6 weeks to 3 months post-surgery with 
the surgical team e.g. clinical nurse specialist 
(CNS) / advanced clinical practitioner (ACP) / 
physio/surgical care practitioner (SCP)   

Safety 
netting and 
PIFU for 1 
year 
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Orthopaedics – Shoulder arthroscopy for rotator cuff repair OR Subacromial decompression 
Pathway name Pre-attendance 1st presentation Consent Procedure Follow-up PIFU 
Shoulder 
arthroscopy for 
rotator cuff repair OR 
Subacromial 
decompression 

Non-surgical 
management in 
community including 
physiotherapy  
Consider X-ray (USS 
and MRI reserved for 
secondary care)  

Face-to-face assessment 
with surgical team 
Consider imaging with X-
ray and USS/MRI 
Review results face-to-
face or via telephone 
appointment 

Confirm consent 
before the day of 
surgery and 
reconfirm on the 
day of operation 

Day case  Subacromial 
decompression: 1st 
appointment delivered 
virtually/face-to-face at 6 to 8 
weeks post-op by surgeon or 
extended scope practitioner, 
then PIFU 
Rotator cuff repair: 1st 
appointment virtually/face-to-
face at 6 to 8 weeks post-op 
by surgeon or extended scope 
practitioner 
 
 
2nd appointment 
virtually/face-to-face at 3 to 6 
months post-op by surgeon or 
extended scope practitioner, 
then PIFU. 
Consider 3rd appointment 
virtually/face-to-face at 12 
months if patient not 
recovering as expected. 

Subacromial 
decompression: PIFU 
at 6 weeks (after 1st 
follow-up appointment) 
unless patient is not 
recovering as 
expected. 
 
Rotator cuff repair: 
PIFU at 6 months (after 
2nd follow-up 
appointment) unless 
patient is not 
recovering as 
expected. 
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Orthopaedics – Hallux valgus/rigidus (bunion) pathway 
Pathway 
name 

Pre-attendance 1st presentation Consent Procedure Follow-up PIFU 

Hallux 
valgus/ 
rigidus 
surgery 

Non-surgical management in 
community (physiotherapy, 
including self-help measures/ 
podiatry/insoles) 
A standing X-ray AP/lateral 
views taken prior to 1st 
appointment is useful 

Face-to-face 
assessment with 
surgical team 
X-rays only if not 
done in primary 
care 

Pre-op assessment, 
most cases suitable for 
telephone appointment 
Confirm consent before 
the day of surgery and 
reconfirm on the day of 
operation 

Day case 

X-ray in 
theatres 

Dressing clinic at 1-2 weeks (nurse led 
with surgeon available if required) - 
wound review, splinting/firm corrective 
bandage application, progressive 
weightbearing advice. 
 
Appointment 6 weeks post-surgery, 
follow-up x-ray, only if needed 
Discharge unless patient not meeting 
expected milestones 

PIFU pathway option 
available only if the 
patient is not meeting 
expected milestones 

 

Orthopaedics – Foot and ankle injections 
Pathway 
name 

Pre-attendance 1st 
presentation 

Consent Procedure Follow-up PIFU 

Foot and 
ankle 
injections 

Non-surgical management in 
community (physiotherapy, 
including self-help measures/ 
podiatry/ insoles) 

Face-to-face 
assessment with 
surgical team 

OPD WL OPD 
injection 
clinic 90% 

If therapeutic (approx 90%) then PIFU. 
If diagnostic (less than 10%) then 
telephone follow-up. 

PIFU for 6-9 months 
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Orthopaedics – Dupuytrens disease 
Pathway name Pre-attendance 1st presentation Consent Procedure Follow-up PIFU 
Dupuytrens disease Radiotherapy 

Cortisone injections 
Decision support tool 
in primary care 

 Assessment in clinic 
by/supervised by surgeon 
with appropriate training in 
hand surgery. 
Perform or list for 
percutaneous fasciotomy 
in outpatients if suitable, 
OR 
list for day case surgery 
and complete locally 
agreed pre-operative 
assessment process 

Confirm consent 
before the day of 
surgery and 
reconfirm on the day 
of operation 

Day case Suture removal in 
treatment room in 
primary/community. 
 
Virtual review by 
surgeon or extended 
scope practitioner 
where suitable 
(outpatient cases). 
 
Skin graft / complex 
cases need face-to-
face follow-up with 
consultant 

PIFU (12 months) for 
patients not ready or 
requiring surgery 
PIFU (6-12 weeks) for 
post-op (non-
complex) 

 

Orthopaedics – Ganglion 
Pathway name Pre-attendance 1st presentation Consent Procedure Follow-up PIFU Notes 
Ganglion Non-surgical 

management in the 
community 
Community MSK 
interface service for 
diagnosis and +/- 
aspiration 

Assessment in clinic 
by/supervised by 
surgeon with 
appropriate training in 
hand surgery. 
Most aspirated and d/c 
on the same day 
Possible imaging 
required if complex 

One-stop pre-
assessment 
where possible 
Confirm consent 
before the day of 
surgery and 
reconfirm on the 
day of operation 
  

Day case Nurse-led discharge. 
If sutures need 
removing this can be 
done in primary care 
by GP practice 
Wound therapy/review 
only if patient/ surgical 
are concerned.  

PIFU - 3 months 
for simple 
aspirations and 3 
months for 
surgical cases 

Follow existing 
GIRFT 
pathway 
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Orthopaedics – Adult trigger digit 
Pathway Pre-attendance 1st presentation Consent Procedure Follow-up PIFU Notes 

Adult trigger 
digit 

Non-surgical 
management in the 
community 

Trial of up to 2 
cortisone injections 

Community MSK 
interface service for 
diagnosis and +/-
steroid injection 

Assessment in 
clinic by/supervised 
by surgeon with 
appropriate training 
in hand surgery. 

One-stop pre-
assessment 

Confirm consent before 
the day of surgery and 
reconfirm on the day of 
operation 

Day case Suture removal (if 
required) at GP or as per 
local arrangements 

Wound therapy/review 
only if patient / surgical 
team are concerned  

PIFU 3 months only 
if patient is not 
progressing as 
expected 

Follow 
existing 
GIRFT 
pathway 

Orthopaedics – Hand lacerations/cuts/trauma/bite wounds 
Pathway Pre-attendance 1st presentation Consent Procedure Follow-up PIFU Notes 

Hand lacerations/ 
cuts/bite wounds 

 
ED/MIU 

  
Discharge/PIFU at 
surgeon discretion 

At surgeon 
discretion 

Follow GIRFT pathway 

Orthopaedics – Carpal tunnel syndrome 
Pathway Pre-attendance 1st presentation Consent Procedure Follow-up PIFU 

Carpal tunnel 
Syndrome 

Non-surgical 
management in the 
community 
Community MSK 
interface service for 
diagnosis and trial of a 
single steroid injection 

Assessment by or 
supervised by 
surgeon with 
appropriate training in 
hand surgery 

One-stop pre-
assessment 

Day case At 10 - 14 days post-surgery: 
Suture removal at GP or as per 
local arrangements 

Virtual review by surgeon or 
extended scope practitioner. 

Consider hand therapy and 
face-to-face appointment if 
ongoing problems (chronic 
regional pain syndrome, nerve 
damage, scar issues), in cases 
of neurolysis or flexor 
tenosynovectomy  

PIFU 3 months, only if 
patient is not 
progressing as 
expected 
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Orthopaedics – Anterior cruciate ligament reconstruction pathway 
Pathway name Pre-attendance 1st presentation Consent Procedure Follow-up PIFU 
Anterior cruciate 
ligament reconstruction 
pathway 

Non-surgical 
management in the 
community (if this is 
deemed an 
appropriate option) 

Face-to-face 
appointment with 
surgical team 
MRI 

Confirm consent 
before the day of 
surgery and 
reconfirm on the 
day of operation 

Day case One appointment delivered 
virtually or face-to-face 
with surgical team, 6 
weeks to 3 months post-
surgery 
9-month virtual or face to 
face follow-up with surgical 
team 

PIFU with access to 
therapy-led provision 
for 12 months post-op 
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Spinal 

Spinal – Lumbar medial branch block – facet joint injections 
Pathway 
name 

Pre-attendance 1st presentation Consent Procedure Follow-up PIFU Notes 

Lumbar 
Medial Branch 
Block – facet 
joint injections 

•Conservative treatment in 
the community 
(physiotherapy, 
activity/rehab) including 
digital apps 
• Virtual triage review via 
interface service (with 
surgeon and pain team). 
Directly list for injection. 
• Patients waiting 12 
weeks or more on the 
non-admitted pathway: 
validate need for 
appointment (text or digital 
solution) 

• No outpatient 
appointment 
required if patient 
directly listed from 
virtual MDT 
• Admission on day 
of procedure and 
complete pain 
scores 

• Information 
booklet/ consent 
• Consent clinic 
not required 

• Local 
Anaesthetic 

• Recorded 
imaging 

• No steroids 

• Same day 
discharge 

• Record pain 
scores 

Not required • 6-month PIFU 
(communicate this to 
patient at the start of 
PIFU pathway) 
• No clinical tabletop 
review required 
• For patients with a 
diagnostic response but 
pain that returns – offer 
denervation 
• Injections should NOT 
be repeated  

Priority as large 
number of 
follow-ups on 
this pathway 
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Spinal – Lumbar nerve root block – epidural 
Pathway 
name 

Pre-attendance 1st presentation Consent Procedure Follow-up PIFU Notes 

Lumbar nerve 
root block - 
epidural 

•Conservative treatment in the 
community (physiotherapy, 
activity/rehab) including digital 
apps 
• Virtual triage review via 
interface service (with surgeon 
and pain team). Directly list for 
injection. 
• Patients waiting 12 weeks or 
more on the non-admitted 
pathway: validate need for 
appointment (text or digital 
solution) 

• No outpatient 
appointment 
required if patient 
directly listed from 
virtual MDT 
• Admission on 
day of procedure 
and complete 
pain scores 

• Information booklet/ 
consent 
• Consent clinic not 
required 

• Recorded 
contrast imaging 

• Same-day 
discharge 

• Record pain 
scores 

Not required • 6-month duration 
(communicate this to 
patient at the start of 
PIFU pathway) 
• No clinical tabletop 
review required 
• For patients with a 
diagnostic response 
but pain that returns – 
consider surgery 
• Injections should 
NOT be repeated  

Priority as large 
number of 
follow-ups on 
this pathway 

 

Spinal – Posterior lumbar decompression/discectomy  
Pathway name Pre-attendance 1st presentation Consent Procedure Follow-up PIFU Notes 
Posterior lumbar 
decompression/ 
discectomy 

•Conservative 
treatment in the 
community 
(physiotherapy, 
activity/rehab) 
including digital apps 
• Virtual triage review 
via interface service 
(with surgeon and pain 
team). Consider direct 
listing for surgery. 
• Patients waiting 12 
weeks or more on the 
non-admitted pathway: 
validate need for 
appointment (text or 
digital solution) 

• Face-to-face 
outpatient 
appointment with 
spinal clinician 
ideally within 6 
weeks of virtual 
triage review 
• Consider 
validation pre-
appointment via 
SMS 

• Consent by 
operating team 
virtually or face-
to-face 2-6 weeks 
prior to surgery 
• Pre-op 
assessment 2-6 
weeks prior to 
surgery. Try to do 
this on the same 
day 

• Aim to 
discharge 
within 24 hours 
of admission 

• Wound care: 
single point of 
contact - Wound 
review in primary 
care at 2 weeks 
post-op  
• 2-3-week post-op 
virtual follow-up 
with physio 
• 6–8-week virtual 
post-op follow-up 
with surgical team 

• 6-month 
duration 
(communicate to 
patient at the 
beginning that 
this will close at 6 
months) 

2nd priority after 
injections 

Benchmark is 2 
appointments pre-
procedure and 1 
post procedure 
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Spinal – Adolescent idiopathic scoliosis pathway 
Approved by the British Scoliosis Society 

Pathway name Pre-attendance 1st presentation Consent Procedure Follow-up  PIFU 
Adolescent 
idiopathic 
scoliosis (from 
Further Faster 
Spinal Services 
Handbook) 

• If time to first 
appointment is 
>3months mechanism 
for senior review and 
red flag check should 
be in place to clinically 
prioritise and consider 
bracing 
• Diagnostics prior to 
first appointment  
• Consider reduced 
radiation dose imaging 
solutions 

• Follow best 
practice for 
bracing  
• In person 
consultation. 
Deliver results via 
letter or email 
• Consent can be 
continued virtually 
if started face-to-
face 

• Add to list only if ready for 
pre-assessment and curve 
is of a size to warrant 
surgery 
• Surgical planning meeting 
for consideration of cases 
(monthly meeting: surgeons 
(2+), nurses, theatres, 
admin - case by case 
inclusion of radiology, ops, 
anaesthetics, 
neuromonitoring) 
• Pre-op assessment 2-3 
months prior to surgery 

•AIS should 
not require 
HDU bed as 
routine 

Follow Further Faster handbook: 
• 8-week follow-up face to face + safety 

netting 

• 1-year follow-up (face to face) with x-
ray on the day 

• 1-year of PIFU with access into service 

• 2 years x-ray (no appointment) and 
letter to communicate results. Close 
PIFU and discharge 

For non-operative consider nurse-led 
virtual monitoring pathway 
• CNS led remote appointment and X-

ray update 

• MDT review with action plans 

• Patients from long wait backlog, 
planned monitoring or bracing 
pathway 

Locally agreed 
protocols. 

PIFU used 
whenever 
clinically 
appropriate but 
not as an 
alternative to 
discharge 
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Urology 

Urology - PIFU for benign conditions 
Clinical condition PIFU type Patient triggers for contact Hospital contact 

following trigger 
Review or discharge 
timeline  

Post surgical operation to remove 
stones 

Discharge 
PIFU 

Pain, bleeding and/or infection Telephone/app message 
with imaging arranged as 
required  

Discharge at 3 
months 

Stones Review 
PIFU 

Appointment for new and worsening symptoms: New onset/continuing loin 
pain, unexplained fevers, UTI not responsive to antibiotic prescribed by GP, 
new onset blood in urine 

Telephone/app message, 
with imaging arranged as 
required 

Non-face-to-face 
clinical review at 2 
years with CT scan 

Post-operative bladder-outlet 
obstruction 

Discharge 
PIFU 

Poor flow and/or ongoing frequency/urgency/incontinence after 3 months 
and despite appropriate treatment 

Telephone/app message 
initially 

Discharge at 6 
months 

Erectile dysfunction treatment 
(injection, intraurethral) 

Discharge 
PIFU 

Telephone 

 
 

Treatment not successful 
 
pain or swelling on 
administration 

Discharge at 6 
months 

Lower urinary tract symptoms 
(LUTS), overactive bladder, 
receiving Botox 

Review 
PIFU 

Worsening lower urinary tract symptoms Face-to-face on 
cystoscopy and Botox list 

Not applicable 

Bladder pain syndrome / interstitial 
cystitis patients 

Discharge 
PIFU 

Significant change/ progression of symptoms: Pain, urgency, frequency, 
proven recurrent UTIs 

Telephone initially Discharge at 2 years 

Pelvic floor disorders or conditions 
being managed conservatively, or 
self-change of ring pessary 

Discharge 
PIFU 

Persistence of worsening of pelvic floor condition for which the patient feels 
they might wish further assessment, advice or treatment. Appointment 
urgency to be defined locally 

Telephone, with imaging 
arranged as required 

Discharge at 2 years 

Patients on long term ISC Discharge 
PIFU 

Difficulty passing catheter: recurrent UTIs: haematuria Telephone initially Discharge at 1 year 

Post peyronies corrective surgery Discharge 
PIFU 

Pain or swelling after 4 weeks, failure of correction of bend, and/or declining 
function at 3 months post-operation, to the extent that the patient wishes to 
have intervention. 

Telephone Discharge at 3 
months 

Recurrent urinary tract infection 
(UTI) on management pathway* 

Discharge 
PIFU 

Recurrent painful micturition with frequency, urgency, nocturia, pelvic pain or 
discomfort suggestive of urinary tract infection, visible blood in the urine 
and/or proven UTI on MSU; despite appropriate treatment. 

Telephone Discharge back to GP 
at 1 year 

* Not for PIFU for recurrent UTI: Pain on voiding with back or loin pain or temperature requires urgent medical attention through NHS 111 or GP. 
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Urology - Urological cancer follow-up and remote monitoring table 
Cancer follow-up lends itself to CNS follow-up and specifically to remote monitoring. 

Clinical condition Tests and imaging Frequency Preferred type of 
patient contact 

Discharge criteria 

Cystectomy - Low risk. + / 
- CIS, pT0, pT1 

B12/Folate, FBC, U&E, LFT, 
Bone profile Bicarbonate 

At 3, 6 & 12 months, and each year to 6 years. App/letter/ telephone 
(patient choice) by 
appropriate clinician to 
review result and 
contact patient. 

Discuss with patient 
(consider co-morbidity / 
wellness) either discharge or 
on-going surveillance CT 
TAP every 2 years 

CTU + Thorax Each year until 6 years 
USS At 6 years, then every 2 years by GP 
GFR Annually 

Cystectomy - 
Intermediate risk. pT2, 
pT3 

B12/Folate, FBC, U&E, LFT, 
Bone profile Bicarbonate 

At 3, 6 & 12 months, and each year to 6 years. App/letter/telephone 
(patient choice) by 
appropriate clinician to 
review result and 
contact patient. 

Discuss with patient 
(consider co-morbidity / 
wellness) either discharge or 
on-going surveillance CT 
TAP every 2 years 

CTU + Thorax At 6 months and then each year until 6 years 
USS At 6 years, then every 2 years by GP. 
GFR Annually 

Cystectomy – High risk. 
Node positive, T4 or 
positive Mets (usually 
bone) Refer to oncology if 
spread at 3 months or 
more 

B12/Folate, FBC, U&E, LFT, 
Bone profile Bicarbonate 

At 3, 6 & 12 months, and each year to 6 years. App/letter/telephone 
(patient choice) by 
appropriate clinician to 
review result and 
contact patient. 

Discuss with patient 
(consider co-morbidity / 
wellness) either discharge or 
on-going surveillance CT 
TAP every 2 years 

CTU + Thorax At 3, 6 & 12 months, and each year to 6 years. 
USS At 6 years, then every 2 years by GP. 
GFR Annually 

Prostate cancer on active 
surveillance - remote 
monitoring 

PSA Every 3 months App/letter/telephone 
(patient choice) 

Discharge at 5 years follow 
up MRI At 1 year 

Prostate cancer – 
Following radical 
treatment 

PSA and assess function impact 
(urinary, bowel, sexual) 

At 6 – 12 weeks App/letter/telephone 
(patient choice) 

Discharge at 5 years follow 
up 

PSA, re-referral threshold set by 
treatment team 

Every 6 months 

Kidney cancer low risk CT chest, abdomen and pelvis* At 1 year, 3 years and 5 years.   Discharge at 5 years 
Kidney cancer 
intermediate risk 

CT chest, abdomen and pelvis* At 6 & 12 months, and each year until 5 years 
then every 2 years after this. 

After 5 years a shared decision should be reached with 
the patient regarding ongoing surveillance, taking into 
account their fitness and wishes 

Kidney cancer high risk CT chest, abdomen and pelvis* At 3, 6 & 12 months, at 1 year 6 months, each 
year until 5 years, then every 2 years after this. 

After 5 years a shared decision should be reached with 
the patient regarding ongoing surveillance, taking into 
account their fitness and wishes 

Bosniak 2F cysts CT with contrast At 6 months, at 18 months, at 30 months and at 
48 months, then discharged 

App message or letter No change in scans at 48 
months (4 years) 

* For kidney cancer follow up: MRI abdomen / pelvis with non-contrast CT chest is an alternative for very young patients to minimise radiation, for those with iodinated contrast 
allergy and patients with chronic kidney disease as defined by local radiology policy. 
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