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The purpose of this pack

Building on HVLC to accelerate the restoration of elective services
Since the publication of the first HVLC guide in May, we have
been delighted to see the extent to which trusts and ICSs have begun to
embed the HVLC principles and pathways into their elective recovery
plans. I would like to recognise and thank everyone for the work
undertaken to date and the huge achievements over the past six months in
the face of continued pressures.
The purpose of this pack is to provide an update on how the HVLC
programme will build on this progress and to set out the practical support
available in achieving the October to March 2021/22 NHS priorities
and operational ambitions (shown right).
HVLC is a great enabler for reducing the elective waiting lists which have
grown due to Covid. The focus of the programme remains on reducing
unwarranted variation for patients through improving clinical pathways and
quality of care, which delivers improved patient experience.
By adopting best clinical and operational practice, we know we will achieve
improved productivity and at the same time support our workforce to
embed new ways of working and maximise the benefits of working
together across systems.

Professor Tim Briggs

GIRFT Chair, national lead for
HVLC and National Director
of Clinical Improvement for NHSE/I
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HVLC refreshed aims and objectives
Programme overview
The High Volume Low Complexity improvement programme
(HVLC) has been commissioned by Amanda Pritchard, Pauline
Philip, Hugh McCaughey and Professor Tim Briggs to aid
recovery of elective services post Covid wave 3, and works in
partnership with the National Elective Recovery Board.
The programme is led by Professor Tim Briggs and the GIRFT
team within the Transformation Directorate of NHS England &
Improvement.
Covering 50-60% of waiting list activity, it is a key element of the
overarching Elective Recovery Programme, focusing on:
o

Trauma and orthopaedics, including spinal surgery

o

Ophthalmology

o

Urology

o

ENT

o

Gynaecology

o

General surgery

It is supported by anaesthesia & perioperative medicine, and
some additional guidance and pathways for OMFS.

Programme objectives

(See page 15 onwards for high impact actions and best
practice case studies for each objective)

1

Improve the quality of non-complex surgical care and the clinical
outcomes achieved by identifying and reducing unwarranted variation

2

Reduce variation in access to non-complex surgical care for patients

3

Contribute to the reduction of the elective waiting list by significantly
improving the productivity with which high volume, low complexity
procedures are carried out

4

Contribute to the reduction of the elective waiting list by increasing the
resilience of elective services during winter/Covid peaks

Programme aims

By 2024, our aim is for all Integrated Care Systems in England to:
o Have implemented the best practice pathways for high volume procedures
(as agreed by the Royal Colleges) as well as theatre principles for improved
efficiency across all elective surgical pathways within their trusts.
o Work as a system to ring-fence elective capacity and to create suitable,
system facilities to carry out low complexity procedures at scale.
o Deliver top quartile performance on key performance measures and top
decile performance on clinical outcomes.
o Significantly reduce variations in access time, clinical outcomes and overall
waiting times to HVLC procedures.
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HVLC overview and process flow
The HVLC programme's aims and objectives will be achieved
through a focus on the six HVLC specialties and related
pathways, alongside monthly tracking, system visits and support
implementation.
All underpinned by data:
o
o
o

Model Health System data
Theatre productivity data
Independent Hospital data
(to be included soon)

And regular review and
action by systems and regions

6 HVLC
Six
specialties
HVLC
specialt
ies

29 best
29 best
practice
practice
procedure
procedure
pathways
pathwaysday
Additional
surgery
Additional
procedure
pathways
day surgery
procedure
Medical
procedure
pathways
pathways
Medical
procedure
pathways

42 system visits to
42 system
review
variation
visitswide
to review
System
demand
and
capacity and
data
variation
packs
agree priority
System
wide nonactions
elective flow packs

System wide
demand and
capacity data
packs
System wide
non-elective flow
packs

Monthly tracking of
Monthlyvia HVLC
progress
tracking
of
metrics
available
on
the
Model Health
progress
via
System
HVLC metrics
Metrics regularly
on the Model
reviewed
by:
Health
System
System specialty
clinical groups
Metrics teams
regularly
Regional
reviewed
by:
National
Elective
Recovery Board

System and trust
specialty clinical
groups

Support system
Support system
implementation
implementation
Improve
quality of noncomplex care
Reduce
variation
in of nonImprove
quality
access for patients
complex care
Improve productivity
Increase resilience of
elective
services
Reduce
variation in
during winter/Covid
access for patients
peak

Improve productivity
Increase resilience of
elective services during
winter/Covid peak

Regional teams
National Elective
Recovery Board
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HVLC governance process
Since HVLC was launched we have
worked closely with system and regional
colleagues to establish a number of
groups to provide shared learning and
support. Professor Briggs attends
regional and system meetings to drive
adoption.
With Sir Jim Mackey, senior responsible
officer (SRO) for elective recovery, now
in post we are working closely with
NHSE/I colleagues to reduce the impact
of multiple programmes on regional and
system colleagues' time.
We are in the process of scaling up
our support to regions and systems to
implement HVLC at pace and to
continue to drive the clinical
improvements that have begun to be
realised across England.

NHS England – Sir Jim Mackey
National Elective Recovery Programme Board

NHS England – Prof Tim
Briggs
National Clinical Improvement
Oversight Group

Elective Recovery Programme

HVLC Programme

Outpatient
Improvement
Programme

Diagnostics
Programme

Pathway
Improvement
Programme

NHS Regional Teams
Elective Recovery Programme Board

HVLC
Programme

HVLC National Team

HVLC Regional Programme
Directors
Regional Clinical Specialty
Leads & Networks

Systems
Elective Recovery Programme Board

System Speciality Clinical
Leads Groups
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Data driven improvement
The analysis shows that HVLC specialties account for 63%
of all patients waiting and looks at the extent to which focus
on the 29 HVLC pathways will impact patients on current
waiting lists.

HVLC focuses on the six specialties with the highest number of waits, and accounting
for the greatest number of 52+ week waits:
(orthopaedics, ophthalmology, general surgery, urology, gynaecology, ENT)

To support and inform progress across the specialties,
HVLC system level data packs have been produced to
identify demand and capacity challenges at system level.
Complimented by system level non-elective flow packs,
this data will underpin the HVLC component of system level
elective recovery plans.
Finally, GIRFT has worked with clinical leads to develop a
broad range of metrics aligned to the HVLC pathways. The
metrics have now been grouped together within a single
compartment on the Model Hospital, allowing easy access
to monthly refreshed data.
The HVLC Model Hospital compartments allow you to
track progress and benchmark at system, region and
national level.
Each month a summary of the HVLC data will be reviewed
and shared until systems become familiar with the data and
how to access it.

HVLC specialties (for patients with a Decision to Admit) account for:
o 63% of all patients waiting
o 68% of all patients waiting 26 weeks or more
o 70% of patients waiting 52 weeks or more
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HVLC metrics and where to find them
https://model.nhs.uk/

Where to find the metrics…in each specialty compartment
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Demand and capacity
As part of HVLC, the GIRFT team has set standards with regards to key metrics
including day case rates, length of stay and theatre productivity.
To support systems in defining and quantifying their opportunities, and helping
direct the focus of their efforts, GIRFT has developed a Demand and Capacity
model, centring on the HVLC group of procedures. The model has been piloted
with a small number of trusts/systems and that has enabled us to refine the
approach.

Based on system level demand and capacity pilot data modelling, the data focuses
on modelling demand (patient arriving onto waitlists and requiring treatment for the
HVLC procedures) and capacity (theatres and staff being able to deliver
them). Typical data contained in the packs include:
o Activity rates from April 2019-March 2020 (Pre-Covid-19)
o Activity rates from April 2020-March 2021 (During Covid-19)
o The recovery phase (post April 2021): overall opportunity and requirement to
meet demand.

Anonymised examples

Between April 2019 and March 2020, c.31k elective cases were delivered across 10 specialties and 29
theatres. In the same time period, around 36k patients joined the internal waiting list of patients needing
surgery. This means the waitlist was growing at c.5k patients per year pre-COVID-19.

During COVID-19 (between April 2020 and March 2021), only c.15k elective cases were delivered. Waitlist
arrivals also significantly de-creased, totalling c.23k patients compared to c.36k the previous year. This
suggests that c.13k patients didn’t join the waitlist due to COVID-19. Assuming that only 83% of these patients will
return, we would expect c.10.79k patients soon to arrive to the waitlist.
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Demand and capacity opportunity reports
Data is available at specialty
and procedure level to enable clinical and
operational teams to work through what
their maximum opportunity would be,
mapping the pathway to identify the
barriers and bottlenecks, and identify the
potential solutions to resolve these.
Reports are provided at trust and ICS
level, to inform conversations across
providers and enable a more strategic
approach.
We fully recognise that not all of these
optimum pathways are going to be
realisable in the short term, but the
process can help in identifying what is a
realistic, achievable improvement.

Anonymised report
Your data suggests that pre-COVID activity rates were not sufficient to match rising demand (as evidenced by rising
waiting lists) and there will be an additional backlog of cases as demand returns. The HVLC programme can help
tackle a large part of this.
HVLC procedures make up c.39% of your activity in 2020/2021. We will show for these procedures:
1. How many beds and sessions you could free up in a normal year by delivering HVLC procedures to GIRFT
standards (1)
2. How many beds and sessions you need to deliver the HVLC procedures on your backlog (2)
Operating to HVLC standards will
save you more beds and theatres
than you need to clear the
backlog
(1) Running the current caseload
at HVLC standards can free up 6.5 beds
and c.9.6 theatres (4608 sessions).
(2) 7.4 additional beds and 3 theatres are
needed to cover the HVLC backlog
In summary, delivering HVLC procedures
to GIRFT standards reduces the required
number of additional beds to 0.9 beds
and will save you 6.6 theatres (3168
sessions).
Returning to pre-COVID-19 waitlist levels
and managing rising demand requires
increasing the yearly run rate by c.5k due
to rising underlying demand and working
through backlog of c.10.79k
patients. This requires a yearly capacity
growth of 5k and a three-year
programme to cover 10.79k cases
(3.6k per year). This could be delivered
by efficiency improvements and
extended working.
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Non-elective flow packs: structure
While HVLC is
primarily focused
on elective
activity, it is
recognised that
non-elective work
also impacts on
this work. As
such HVLC has
completed a nonelective flow
pack which will
be circulated to
all systems by
the end of
November. The
structure of the
pack is outlined
here.

What does demand look
like at the front door?

How many admissions
could be avoided?

Profile of demand and
flow through A&E
Proportion of elective and non-

1 elective admissions and bed days
Volume of ED attendances, last 12

2 months and over time
3

Distribution of ED waits for
admitted and non-admitted patients

4

Breakdown of patients & bed occupancy
by SDEC <72 hours, beyond 72 hours

% of ED attendances by people

5 aged 75+
6

% of ED attendances from the
highest deprivation quartile

7 GIRFT ED Acuity Index
Average Charlson score of

8 emergency admissions

9

% Discharged, Admitted or
Transferred <= 2 hours of arrival

% Discharged, Admitted or
10
Transferred <= 4 hours of arrival
Admitted Patient Breach Rate > 12

11 hours

Avoidable admissions
& short-stay
13

% admission rate from ED, last 12
months and over time

14

% of admissions from A&E with zero
length of stay, last 12 months & over time

% of admissions from A&E with
15 length of stay >0 days and <2 days
Share of emergency admissions for

% of no procedure/diagnostic

24 admissions with LoS > 4 days
Proportion of zero length of stay vs
25 activity volumes

Long-staying patients

Discharge patterns
and re-admissions

Share of excess bed days for long-

37 Share of medical discharges

27

Average length of stay for frail vs
non-frail patients

38 Proportion of frail discharges

28

Average length of stay, by day of
arrival

39

Average length of stay, for each of:
• Pulmonary Embolism
• Acute Kidney Injury
29 to • Atrial Fibrillation
34 • Pneumonia
• Chest Pain
• Headache

% of emergency admissions

23 without procedures or diagnostics

How effective and sustainable
are discharge practices?

26 staying (>21 day) patients

16 ACSCs

% zero LoS, for each of:
• Pulmonary Embolism
• Acute Kidney Injury
17 to • Atrial Fibrillation
22 • Pneumonia
• Chest Pain
• Headache

How long do patients stay
once inside the hospital?

occurring over the weekend

occurring over the weekend

40 Share of stroke patients with Early
Supported Discharge

41 Proportion of patients re-admitted
within 30 days (>1 day LoS)

42

Average length of stay for 1-4

35 between-specialty referrals
36

Average length of stay before
geriatric referral

% of super stranded patients discharged to
care home but not admitted from care home

43 to
48

Proportion of frail patients re-admitted
within 30 days (>1 day LoS)

Proportion of patients re-admitted
(>1 day LoS), for each of:
• Pulmonary Embolism
• Acute Kidney Injury
• Atrial Fibrillation
• Pneumonia
11
• Chest Pain
• Headache

Average wait in A&E, by time of

12 arrival
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Investment in clinical leadership structures
and networks
Re-establishing the clinical voice:
Many regions and systems have invested considerably in protected time for clinicians to lead the
necessary transformation work and to provide the required project management and analytical support. There
are also great examples of clinicians, executive and operational leads working closely together.
Where this has been the case, we have seen high levels of engagement and faster progress in agreeing and
implementing new approaches to care in support of elective recovery.
Key recommendations for regions and systems:
o Appointment of dedicated clinical leads for 6 HVLC surgical specialties,
with protected and funded time.
o Establishment of clinical networks for each of the 6 specialties, spanning
all providers across a system and with dedicated project management
and analytical support.
o Multi-professional representation and strong involvement of primary care
(such as through joint primary and secondary care network leads).
o Direct link of clinical networks into executive decision-making and
governance structures.

"You can see a
real shift in culture
– we now have people
T&O clinical
lead,
across
working together
July 2021
our trusts who haven't
engaged with each other
in years"
T&O system
clinical lead
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Overcoming barriers to elective recovery
and transformation
Many colleagues
have shared and
discussed with us
the various
challenges they
currently face in
progressing
elective recovery
and the ambitions
of the HVLC
programme.
Shown right is a
summary of some
of these issues
and the ongoing
work by
colleagues at all
levels to try to help
address them.

Challenges

Relevant work and initiatives to address these

Non-elective pressures: significant challenges with
current volumes of patients through ED impacting on elective
services

• Non-elective data packs to help improve flows (see slide 11)
• Focus on progressing elective/non-elective split and surgical hubs
as a proven way to help maintain elective activity (see slide 32)

Workforce challenges: fatigue, re-deployments, recruitment and
retention affecting ability to deploy workforce to support elective
recovery.

• Building on "Theatre-Right" Pilot to roll out most appropriate
staffing models (see slide 25)
• Progressing elective hub models due to demonstrated positive
impact of hubs on staff utilisation and well-being

Financial resources and distribution at system level: ongoing
challenge to incentivise ‘doing the right thing’ in the context of
block contracts, CIP, individual dept/trust budgets.

• We are currently collating an overview of financial barriers and
working with national colleagues to explore ways to address these
• We are identifying and will be sharing examples of financial
models that support system elective hubs and patient flows

Need for investment into estate configurations; additional
equipment to enable better patient flows and improve productivity

• Range of recent TIF funding bids have been approved, with
additional capital to support surgical hubs, amongst other things,
confirmed over the next three years

Increasing complexity of cases due to longer waits and flows of
non-complex patients into IS settings – difficulties in running high
volume low complexity lists

• GIRFT is contributing to the 'My planned care' work to provide
more support for patients on waiting lists and prevent deterioration
• Focus on system-wide elective hubs to bundle higher volumes of
non-complex work
• Work is ongoing to review commissioning approaches to achieve
a more strategic utilisation and partnership with the IS
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GIRFT Academy and Best Practice Library
GIRFT is mapping out what ‘good’ looks like for standardised pathways of care. This supports the commitment to driving out
variation and learning from the best.
Our HVLC resources and other best practice guides are sourced via the GIRFT Academy and its Best Practice Library, which
provides an online learning platform with the knowledge GIRFT has amassed.
This resource centre – the GIRFT Best Practice Library – brings together tools and information to help trusts achieve top
quartile performance, and includes:
o
o
o

Examples of established best practice pathways gained through GIRFT deep-dive visits to hospitals.
Case studies and best practice guidance to support further learning.
Sentinel metrics to allow for self-assessment against top quartile performance.

GIRFT works closely with professional organisations to provide a wealth of co-badged evidence, policy documents and
operational insight to enable strong and informed clinical leadership in improvement.
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HVLC high impact actions and best
practice case studies
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1: Improving quality and outcomes
HVLC High Impact Actions to deliver objective

Build a clinically led improvement infrastructure at
system level for the six surgical specialties,
supported by regional and national leads

Enablers to delivery
Systems

Regional teams

Investment and support in establishing
required clinical leadership and networks

Bring together the clinical community to
agree standardised best practice pathways
to reduce unwarranted variation in care and
disseminate implementation guidance and support
to all systems, supported by GIRFT Academy

Implementation of
standardised best
practice clinical pathways

Identify and roll out care models which maximise
the use of day case procedures to reduce the need
for in-patient stays

Implement prehab and
waiting well programmes to
optimise patients for day
case suitability

Identify and roll out care models that help to
achieve top quartile Length of Stay for
low complexity procedures and reduce variation in
clinical outcomes

Ensure elective restoration
plans support investment in
re-enablement
and discharge teams

GIRFT / NHS England
Establish regular communication
between national leads to regions
and systems

Disseminate implementation
guidance and support
Provide regional forums
for sharing of best
practice and implementation
support, with
input by GIRFT Academy

Produce guidance
on alternatives to
general anaesthetics and
training of staff
Support development with
professional bodies on
exemplar models of care

Targeted capital investment in system surgical hubs
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BEST PRACTICE: Building a clinically-led improvement infrastructure
Cheshire & Merseyside Health & Care Partnership
Motivations and aims:

To develop a clinically led, operationally supported elective restoration
and transformation programme within Cheshire and Merseyside to
deliver:
o rapid sharing and adoption of best practice within the system;
o support for a move to system working, driven by speciality level
clinical networks;
o development of elective hubs and innovative clinical models to
drive efficiency.

Successes and lessons learned:
o
o
o

Cheshire & Merseyside found that having a GP clinical lead for the programme allowed for a
different perspective to be articulated in discussions with the clinical networks.
The programme has been successful in developing new models of theatre staffing, building
on work within partner systems and strong medical leadership, which is supported by an
innovate risk stratification tool.
Developed clinically led proposals for elective hub working and supporting the system in
winter planning.

What was done:
o
o
o

Implemented clinical networks for the HVLC target specialties.
Ensured strong clinical representation on the programme board
and leadership group.
Implemented a clinically driven programme, with strong operational
support.

Key points of good practice:
o
o
o

Ensure strong links to wider system meetings.
Maintain a regular weekly operational battle rhythm to ensure that
barriers and issues are resolved rapidly.
Identify opportunities for rapid improvement to support clinical
engagement.
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BEST PRACTICE: Standardising best practice pathways to reduce unwarranted
variation in care HVLC best practice procedure pathways
https://www.gettingitrightfirsttime.co.uk/bpl/pathways/
Motivations and aims:

Development and adoption of best practice pathways to address unwarranted variation at system level
and support elective recovery, covering:
o the 29 highest volume surgical procedures across the six HVLC specialties (see right);
o other pathways at the request of systems.
o Alignment to BADS directory of services with opportunities to maximise day case rates

What was done:

Working with the London region we co-produced the first 29 surgical pathways using a local clinical
expert advisory group, using a standardised process map to illustrate each procedure. The pathways
were endorsed by GIRFT and the relevant professional body and were used to facilitate a ‘gap analysis’
between the current process and the optimal process, at both trust and system level.
All the pathways have been openly shared on the GIRFT Academy Best Practice Library for ease of
access and for anyone to adopt.

Specialty

ENT

1
2
3
4
Gynaecology
5
6
7
8
9
Urology
10
11
12
13
14
Ophthalmology 15

Specialty

Cardiology

Gastro

Key points of good practice:

o Co-production of the procedure pathway across a system is driven by clinical experts, with wider
stakeholder involvement (including patient voice).
o Simplicity of the pathway aids wider understanding and helps adoption.

Successes and lessons learned:

o All 29 surgical procedure pathways being implemented across London and being adapted and
adopted within other regions/systems.
o Initial development takes time but can be undertaken at pace with the right facilitation.

Respiratory

Diabetes
Geriatrics
Renal
Acute and
General
Medicine

Specific procedures

Endo sinus surgery
Nasal airway surgery
Myringoplasty
Tonsillectomy
Diagnostic laparoscopy
Endometrial ablation
Hysteroscopy
Laparoscopic hysterectomy
Vaginal hysterectomy
Bladder outflow obstruction
Bladder tumour resection
Cystoscopy Plus
Minor peno-scrotal surgery
Uteroscopy and stent management
Cataract

Specific procedures

30 Heart failure
31 Cardiac rhythm management
32 Valve disease
33 Stable chest pain (with A&GM)
34 Unstable chest pain (with A&GM)
35 Endocarditis
36 Iron Deficiency /anaemia?
37 Inflammatory bowel?
38 Referral optimisation (triage)?
39 Cough
40 Breathlessness
41 COPD
42 Asthma
43 Pulmonary Embolism (with A&GM)
44 Non Pneumonia
45 Foot care
46 Perioperative pathway for diabetes
47 Frailty Tool (with A&GM)
48 AKI Stage 1 (with A&GM)
49 AKI Stage 2 (with A&GM)
50 AKI Stage 1 (Renal)
51 AKI Stage 2 (with Renal)
52 Pulmonary Embolism (with Respiratory)
53 Stable chest pain (with Cardio)
54 Frailty Tool (with Geriatrics)
55 Unstable chest pain (with Cardio)

Specialty

Orthopaedics

16
17
18
19
20
21
Spines
22
23
24
25
26
General Surgery 27
28
29

Specialty

Neurosurgery

Specific procedures

Anterior cruciate ligament reconstruction
Therapeutic shoulder arthroscopy
Total hip replacement
Total Knee replacement
Uni Knee replacement
Bunions
Lumbar decompression/discectomy
Cervical spine decompression/fusion
Medical branch/facet joint injections
Lumbar nerve root blocks/therapeutic epidurals
One or 2 level posterior lumbar fusion
Laparoscopic cholecystectomy
Inguinal hernia
Paraumbilical hernia

Specific procedures

56 Pituitary surgery
57 Intrinsic brain tumour
58 Extrinsic brain tumour
61 Pain (TBC)
62 Subarachnoid haemorrhage
Cardiac surgery 64 Acute revascularisation
65 Aortic dissection
67 Endocarditis
Thoracic surgery 68 Airway intervention
70 Pleural sepsis
Oral Surgery
72 Removal of impacted teeth in children
73 Extraction of teeth in adults
75 Extraction of teeth in children
76 Le fort I maxillary osteotomy in patients 16+
78 Mandibular osteotomy in patients 16+
80 Bimaxillary osteotomy in patients 16+
81 Elective # mandible adults
83 Elective # zygomatic complex adults
84 Elective orbital # adults
86 Removal of impacted wisdom teeth, wisdom teeth,
impacted teeth and retained roots of teeth in adults
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Using pathways to achieve tangible benefits
More evidence is now emerging showing that trusts who have fully implemented
GIRFT best-practice clinical pathways are achieving significant improvements. One
example is the spinal pathway: trusts that use the GIRFT gateway and pathways
have lower outpatient attendances before and after lumbar spinal surgery (data
period: 12 months to June 2021).
Northumbria Healthcare NHS Foundation Trust is highlighted (black line) in the
graphs below, demonstrating the impact of fully adopting an exemplar pathway.
East Suffolk and North Essex NHS Foundation Trust (ESNEFT) is also an exemplar
in this.
Outpatient attendances pre-surgery

Adoption of the
pathways has also
been proven to reduce
the numbers of
interventions required.

Outpatient attendances post-surgery
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BEST PRACTICE: Identifying and rolling out care models that maximise the

use of day case procedures to reduce the need for in-patient stays
National Day Surgery Delivery Pack
Motivations and aims:

There is wide variation in the levels of day surgery across England, which represents a
clear opportunity to improve the experience of the patient (without compromising care)
while releasing beds. By addressing some ‘outdated’ resistance to performing many
procedures as day case, and encouraging a ‘default to day surgery’ for the 29 HVLC
surgical procedures where possible, the aim was to share a one stop best practice pack
for adoption at trust and system levels to:
o reduce the secondary impact of Covid-19 relating to morbidity associated with
delayed surgery;
o provide an environment and pathway which enables patients to attend with
confidence;
o meet patient preference for day surgery over inpatient care.

What was done:

The British Association of Day Surgery (BADS), Centre for Perioperative Care (CPOC)
and GIRFT Academy adapted the work of Dr Mary Stocker undertaken in Torbay &
South Devon and co-produced the National Day Surgery Delivery Pack which has
been promoted through a series of webinars and is being used to underpin increases in
day case surgery in systems in England.

Successes and lessons learned:

Both the north-west and south-west regions have taken a strategic approach to day
surgery based on the National Day Surgery Delivery Pack.
For more information about their approach and details of pathways please follow this
link to the Best Practice Library - Day Surgery

Key points of good practice

1. Surgical teams should embrace the BADS Directory of Procedures and
develop day surgery pathways and protocols for all appropriate procedures .
2. Default patients undergoing procedures within the BADS Directory to a
day case pathway.
3. Ensure all potential day surgery patients are listed and coded with a day
surgery management intent.
4. Ensure preoperative assessment protocols for patient selection are
inclusive rather than exclusive of day surgery.
5. Progress towards the development of dedicated day surgery units.
6. Progress towards the provision of dedicated day surgery teams.
7. Establish a multidisciplinary day surgery management team.
8. Ensure all day surgery patients are admitted to a dedicated admissions
area.
9. Embrace use of day case operating trolleys over hospital beds.
10. Establish protocols for anaesthesia, perioperative analgesia and take-home medication.
11. Ensure that day surgery is a consultant or experienced SAS delivered service, with clear training
pathways for the future workforce.
12. Equip day surgery facilities with high quality equipment.
13. Ensure day surgery patients are discharged through a dedicated day surgery ward staffed by
nurses with expertise in day surgery nurse led discharge.
14. Ensure the day surgery discharge ward has no capacity to accept inpatient activity and support
this with a commitment from managerial teams to protect this policy even at times of escalation.
15. Ensure patients are telephoned the day after surgery for clinical support and patient outcome data
collection.
16. Audit day surgery outcomes and benchmark performance against the BADS Directory of
Procedures, the BADS Directory of Procedures National Dataset and the Model Hospital.
17. Ensure appropriate coding of procedures to capture accurate activity in benchmarking data (such
as Model Hospital and the BADS Directory of Procedures National Dataset).
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BEST PRACTICE: Identifying and rolling out care models that help to achieve top
quartile length of stay for low complexity procedures and reduce variation in
clinical outcomes National trend for LoS for total hip and knee replacement surgery
Motivations and aims:

o By reducing unwarranted variation and adopting best practice pathways,
trusts/systems have already demonstrated significant reductions in Length of Stay
in total hip and knee replacement surgery - showing what can be achieved.
o As well as reducing the risks associated with being in hospital and improving
patient experience, this frees up vital elective bed capacity, which is one of the key
factors in enabling us to reduce the elective backlogs.
o The importance of ring-fencing has been long established as key in maintaining low
infection and supporting short length of stay. In many cases, an elective hub model
(hot/cold split) is an ideal way to optimise the pathways from a clinical quality and
productivity/efficiency and workforce perspective and provides greater resilience.

What was done:

Successes and lessons learned:

o Calderdale and Huddersfield NHS FT is one of a number of units now delivering high
volumes of arthroplasty surgery as a day case procedure, partly enabled by their use of
digital technology (wearable devices).
o Early mobilisation of patients following joint replacement is key, and seven-day AHP
support should be standard. Recognising the constraints in relation to the AHP workforce
(they are critical at every stage in the pathway), some units have developed effective
mobilisation protocols with healthcare support staff to mitigate this (e.g. James Paget
University Hospitals FT).
o Focusing on the perioperative pathway is also key, particularly in light of long waiting
times and risks of deconditioning. Again, digital technology has played an important role
in a number of units. such as the South West London Elective Orthopaedic Centre. See
link for details: NHSX: Electronic pre-operative assessment to reduce staff administration and
improve patient experience::

The trend line (below right) shows the national median for total hip replacement
length of stay, and clearly shows the positive impact of the work trusts and systems
have been doing to improve their pathways.

Key points of good practice:

o The GIRFT team has observed pockets of excellent practice across all regions –
the data shows that for any element of the pathway, trusts rarely have to look far for
an exemplar provider, which is why the system focused approach and regional
collaboration is central to the HVLC programme.
o With regard to hubs, United Lincolnshire Hospitals NHS FT significantly reduced its
LoS (now top decile) through its move to a hot/cold split model, while improving
patient and staff experience.
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2: Improving equity of access
High Impact Actions to deliver objective

Support systems to implement the
enablers for pan-system elective pathways

Enablers to delivery
Systems
System Executive
Leadership: agreeing a
collaborative model
and working through
performance/ income
implications as a system
Joint referral/preassessment processes and
system-wide staff passports

Regional teams

Develop guidance for systems, utilising best practice
examples on pan system elective pathways

Provide regional forum for
collaboration and sharing

Investment in patient transport solutions where appropriate
Implement mechanisms across the system
to prioritise and treat long waiters across all trusts
Carry out HVLC Demand & Capacity Modelling with
all systems and trusts to facilitate conversations
about their strategy to create additional capacity

Implement a single PTL view
across systems

GIRFT / NHS England

Support systems, utilising
established reporting tools.

Work to
support ‘patient choice’
implications and ensure
focus on health inequalities
Disseminate implementation
guidance and support

Timetable regular review meetings, supported by the Demand and Capacity tool to inform
system strategy development
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BEST PRACTICE: Supporting systems to implement the enablers for pan-system
elective pathways
NHS London Region – Digital Staff Passports
Motivations and aims:
The London HVLC programme was established following the first wave of the
pandemic, to drive equity of access and excellent clinical outcomes for the population,
through standardisation of pathways and adoption of best practice.
Workforce was identified as a key enabler for the delivery of HVLC through fast-track
surgical hubs, which require movement of patients and staff to receive and deliver care
at hub sites.
What was done:
The Pan-London Memorandum of Understanding on workforce, agreed during the firstwave of the pandemic, has continued as the London Staff Movement Agreement. It was
amended to allow long term use to support elective recovery and to provide for the use
of the Digital Staff Passport

Successes and lessons learned:
o Movement of all staff between organisations, including trainees, has been
facilitated.
o 82% of NHS trusts in London have signed up to using the Digital Staff
Passport.
o The agreed London rate cap has been implemented.
o The roll out of the Digital Staff Passport was radically accelerated in March
2020.
o It is important to support clinical and operational staff to discuss variation at
team, provider and ICS level.
o Staff experience should be measured as part of evaluating hub models.
o In future, Fast Track Surgical Hubs may serve as training centres.
o Potential for other enablers to be standardised and digitised, such as preoperative assessments and consent processes.

Key points of good practice:
o The Digital Staff Passport overrides the terms of the London Staff Movement
Agreement on documentation transfer
o There is now a stricter requirement to provide proof of ID, for assurance and
compliance reasons.
o The Digital Staff Passport is a three-party agreement, including both the Receiving
and Employing NHS bodies and the member of staff themselves.
o Potential impacts on inequalities were considered.
NHS England information on the Digital Staff Passport:
https://beta.staffpassports.nhs.uk/
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BEST PRACTICE: Implementing mechanisms across the system to prioritise and
treat long waiters across all trusts
Cheshire & Merseyside Health and Care Partnership
Motivations and aims:

Through the COVID-19 pandemic the national team implemented a manual process of
clinical validation and prioritisation of waiting lists to help mitigate the risk associated
with long waits. However, this has created a sizeable administrative burden across
surgical specialties and there is evidence of variation between clinicians and trusts in
the application of priority 'P' codes.
As part of the Elective Recovery & Transformation Programme, Cheshire &
Merseyside piloted the use of Artificial Intelligence (AI) technology with three trusts to
support the risk stratification of their elective waiting lists. The system worked closely
with the AI provider C2Ai to explore how this technology can support reduction in risk,
prioritisation of patients, equity of provision, and capacity planning processes.

What was done:

o Trusts provided their current waiting list, with intended procedure, and this was
matched to their co-morbidity/diagnosis data using trusts and HES as a source.
o C2-Ai then compared this data to outcome surgical data and matched the patients to
infer their expected mortality and complication risk and suggested P code.
o Clinical teams then used this data to plan the most appropriate priority and care
setting for the patient, working closely with operational teams and partners in the
independent sector.

Successes and lessons learned:

o Significant reduction in the sizeable administrative burden on clinical
teams created by the requirement to periodically review, re-review and
prioritise their individual waiting lists.
o A standardised and uniform approach to the task of proposing a patient’s
clinical priority based on their procedure required, age and known comorbidity risk factors.
o Identification of patients who are most at risk from any delays to their
surgery to support improved capacity planning/mutual aid conversations
across the region.
o Identification of patients suitable for different care settings, including the
Independent Sector, or lower acuity sites, which have historically been
labour intensive.
o Support for capacity planning for HDU/ITU requirements, to help balance
the non-elective requirements with planning for perioperative care needs.

Key points of good practice:
o
o

Ensuring that there is clinical input into the process, so surgeons and others
understand the outputs from the process.
Ensuring that data is good quality and has a high level of coding for intended
procedure.
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BEST PRACTICE: Implementing approaches on how to safely deliver efficient
staffing models for day-case and ambulatory theatres
Theatre Right pilot: NHSE/I North West in partnership with University Hospitals of Morecambe Bay NHS FT
Motivations and aims:

Through the NW NHSE/I Adopt and Adapt project team and fortnightly regional forum, a review of the elective capacity in use across Cheshire and
Merseyside was completed in October 2020. This review concluded that the key constraint to the deployment of elective capacity across the
region was the availability of theatre and anaesthetic staff. Given the historical variance around number of staff allocated to minor surgical theatres
sessions, formalising safe staffing for a clear number of procedures would both release staff for other work (or facilitate time off) and potentially
release theatre space by moving procedures into a procedure room where available/appropriate. Other trusts across the NW region reported
experiencing the same challenge. While the Cheshire and Merseyside team produced a detailed matrix and detailed paper, colleagues in
Lancashire and South Cumbria - University Hospitals of Morecambe Bay NHS FT specifically - set about piloting the concept using a more direct
approach. This also incorporated internal governance process built into the project from the outset (PID and QIA exec sign off).

Successes and lessons learned:
o
o
o
o
o
o

What was done:

o Agreed a suitable theatre located between two
other operational theatres with support available.
o Reduced reliance on qualified theatre practitioners
(ODPs and nursing).
o Agreed staffing model with theatre teams = 1
qualified practitioner, 3 CSWs.
o Bypass recovery room to reduce demand on
recovery practitioners.
o Minor T&O upper limb procedure only under local
anaesthetic.
o No anaesthetists or anaesthetic assistants used.
Carpal tunnel release
Cubital tunnel release
Hand/wrist: exploration of
peripheral nerve
Revision of palmar
fasciectomy
Digital fasciectomy
Finger: repair of tendon

Finger: tenolysis Trigger
finger release Hand/wrist:
excision of bone
Finger:total replacement
(not using cement)
Thumb/finger fusion

o

o
o

Key points of good practice:

o Clear project initiation document produced with sign off by Executive
Chief Nurse.
o Worked with other clinical leads across the North West region as part
of wider improvement programme.
o Staffing proposals discussed with staff and AfPP as part of pilot.

Seven sessions undertaken mid-September–October 2021
All procedures undertaken safely
No patient safety concerns, nor adverse events reported
42% response rate for patient feedback survey prior to final session
– more favourable than non-Theatre Right comparative cohort
On one occasion the staffing model prevented the session from
being cancelled v historical staffing arrangements
Due to sickness and vacancies Clinical Support Worker availability
was the rate limiting factor due to the additional demand this created
(planned x3 CSWs with 1 qualified). Mitigation was to use a qualified
member of staff as a CSW (decision made to proceed for purpose of
pilot however unsustainable longer term)
Tourniquet use: some surgeons continue to use a tourniquet for
minor T&O, i.e. carpal tunnel, leading to demand for an anaesthetic
practitioner to support the session. T&O clinical leadership team
addressing with a view to properly establishing WALANT
Some sessions should have been more ambitious on number of
cases scheduled. Agreed for future sessions (CTD from x6 to x8)
Initial patient feedback very positive with 100% strongly
agree/agree with the following statements:
• The environment was safe & secure
• The theatre staff were welcoming and relaxed
• The ward staff were welcoming and relaxed
• I was clear and happy about the plans for the day
• I felt the procedure was well organised and efficient
• I would recommend the same teams to friends & family in a
similar health situation
• Overall, I had very good treatment

Next steps: UHMB to expand case mix and number of sessions

per week. L&SC to support roll out of Theatre Right lists in the other
three trusts via L&SC Musculoskeletal Clinic Network.
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3: Improving productivity
High Impact Actions to deliver objective

Enablers to delivery
Systems

Regional teams

Investment in support staff to enable HVLC working
Implement approaches on how to safely
deliver efficient staffing models for day case
and ambulatory theatres

Identification of new staff group training that would
support new models of delivery

GIRFT / NHS England

Develop guidance on staffing
models for theatre right for
HVLC lists, with professional
bodies

Improve session utilisation within the system
through implementation of HVLC theatre principles

Implement revised infection
control guidance for
minimally invasive
procedures

Implement digitally enabled pre- and post-operative
processes to facilitate efficient patient flows

Work with NHSX and other digital partners to establish blueprint models for digitisation of the
pre- and post-operative pathway, building on national case studies and existing system processes

Implement system level intensive activity drives
across specialities

Embed learning within
systems as BAU

Distribute monthly data reports from new Theatre Productivity
Data Collection and engage with regions and systems on
improvement strategy

Support sharing of best
practice between systems
and trusts

Develop guidance on
delivering intensive activity
drives to support systems

Targeted capital investment to reconfigure procedure/theatre rooms to
maximise HVLC flow
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GIRFT specialty standards: cases per
theatre session
The 1st edition HVLC
pack, published in May
2021, included a set of
standards with regard to the
number of cases per four-hour
theatre session we recommend
in an optimised pathway for the
HVLC group of procedures.

Click to add text

The current recommended
standards are listed here.
Please note that we have
revised these standards for the
gynaecology procedures,
reflecting further engagement
with the clinical community
nationally.
27 |

BEST PRACTICE: Improving session utilisation within the system through
implementation of HVLC theatre principles
Oxford University Hospitals NHS Foundation Trust
Motivations and aims:

Successes and lessons learned:

o

o
o

o

o
o

Since 2018 the increase in Patient Tracking Lists (PTL) and backlog of work post COVID-19 at the
Nuffield Orthopaedic Centre (NOC) was proving challenging and required a different approach.
The creation of a Theatre Productivity Steering Group (chaired by the Chief Medical Officer) as part of
Oxford University Hospitals NHS FT’s RESUME improvement programme was key in improving theatre
performance.
Ensuring executive, clinical and administrative support was crucial in improving theatre utilisation and
efficiency.
The aim was to reduce theatre cancellations by using utilisation/efficiency data to drive improvement.

What was done:
o
o
o
o

Agreed KPIs on a dashboard with the ability to monitor at specialty and consultant level.
Improvement plans in place for all theatre sites to achieve >85% utilisation and efficiency, and to
reduce cancellations on the day <5%.
By including the GIRFT HVLC pathways, the orthopaedic team was able improve productivity by 25%.
Theatre utilisation historically ran at 70% pre-Covid and improved to 91%. This was achieved with
minimal additional resource.

o

o
o
o
o
o

Ring-fenced elective hub has enabled this improvement work to be
effective: increased capacity by 25% within existing footprint
Involve all the staff delivering the service.
Improved usage of theatres: a focus on job planning flexibility and
allocation of work.
Use the Theatre Efficiency Dashboard (Model Hospital) to identify
and measure improvements.
The importance of administration staff to deal with the 25%
increase in patients.
Adopting the 6-4-2 model in theatre list planning.
Knee day case pathways pre-Covid were 50% partial 25%. PostCovid 80% for day case joint replacement.
Reduced cancellations on planned lists, due to the introduction of
an emergency theatre session. 100% usage (6% of capacity), 20%
increase in productivity.

Key points of good practice:
o
o
o
o
o

Introduction of a dedicated emergency theatre list, with the remaining theatres doing planned cases only.
Start time moved from 8.30am to 9am.
Focus on list planning on re-allocation of lists (e.g. covering annual leave).
Separate pathway from emergency/complex work and focus on GIRFT high volume work pathways
Focus on standard clear operating procedures for staff, including patient selection, planning and
admittance, anaesthesia, surgery, post op, requirements for discharge and post discharge.
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BEST PRACTICE: Implementing digitally enabled pre- and post-operative
processes to facilitate efficient patient flows
Calderdale & Huddersfield NHS Foundation Trust
Motivations and aims:

The prevalence of knee replacement surgery is on the rise and traditionally patients can stay in hospital for up to five
days. The pathway had been unchanged for years. The challenge was to innovate the whole pathway with digital
technology, to
o Optimise patients for surgery and recovery after joint replacement
o Reduce touch time and recovery time in theatre and on the ward
o Promote patient’s self-care and self-management
o Minimise the number of face-to-face interactions between health care professionals and patients

What was done:

Successes and lessons learned:

The pilot demonstrated that wearable technology could not
only reduce the amount of face-to-face physio time with the
patient, but it could also allow physiotherapy to be directed at
those patients that needed their support.
All this significantly reduced costs and improved outcomes
and satisfaction with the patient taking ownership of their care.
Aug 2018 March - 2020 Pre COVID: 35% Day case
arthroplasty

This pilot study observed how remote monitoring, via the use of a remote wearable sensor, accompanying smart phone
application and web-based dashboard could impact on rehabilitation practices after knee replacement surgery as part
of a wider digital day case knee replacement pathway. Patients were able to progress through the exercises as quickly
as they felt comfortable, optimising self-management and control.

July 2020 - May 2021 COVID recovery phase: 56% Day case
arthroplasty

Key points of good practice:

Calderdale Royal Hospital orthopaedic unit manager, Linda
Denham, said: "Education and communication between
everyone is the key to our success. For the pathway to thrive
everyone needs to be as committed as the hospital team.

o Wearable app acts as an enabler to get patients home on the same day, and also to improve patient satisfaction with
goal setting and feedback.
o Rather than digital technology distancing the patient from healthcare (as they are able to return home), the app made
the patient feel part of the team and supported on their post-operative journey.
o Patients can communicate with the physios, which is invaluable, and patients are able to monitor their progress once
they are discharged.
o Patients could quickly identify patients needing support and could therefore focus their support on who needed them.
o Having the patient accessing their rehabilitation from their own home reduces travel whereby reducing the carbon
footprint.

Patient comments:
“Using the app itself was brilliant, it gave me a guideline of
what I should be doing each day”
“Having the sensor made me do my exercises daily because I
knew the physios were watching me.”
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BEST PRACTICE: Implementing system-level intensive activity drives across
specialties BONES drive at Barking, Havering and Redbridge University Hospitals NHS Trust
Motivations and aims:

The purpose of high intensity activity drives is in part to reduce the waiting list backlog, but they
are also hugely valuable in terms of bringing the multi-disciplinary team together to identify
sustainable pathway improvements and embed these as business as usual.
Barking, Havering and Redbridge University Hospitals NHS Trust has been at the forefront of
this approach – the 'BONES' initiative in orthopaedics is an example of how this leads to
sustainable improvements.
A number of other specialties at BHRUT, including general surgery, gastroenterology and
ophthalmology, have followed suit with their own similar quality improvement initiatives.

What was done:

In the 1st edition of the HVLC guidance (May 2021), we highlighted the first BONES initiative
(see link below right for evaluation).
Since then, the team has built on this success delivering two more similar drives, but have also
sustained the pathway improvements, demonstrated by their delivery of between 130% and
160% of 'BAU' activity in September and October 2021.

Key points of good practice:

This project involved the whole multidisciplinary team coming together to review all stages of
the patient pathway, identify blocks and issues, and together develop solutions.
With the theatre workforce challenges we are facing nationally, this focus on optimising the
whole pathway to reduce cancellations, delays and inefficiencies on the day is key to delivering
the best care we can for patients, and indeed is positive for staff morale – i.e. less time wasted
'fire-fighting' and more time delivering patient care.

Successes and lessons learned:
o
o
o
o
o

Clinical leadership is crucial, with management and executive
support.
Improving scheduling and administration processes is key to
maximising efficiency.
Support is needed to provide increased resources to deliver the
improvements (leading to overall financial benefit – ‘spend to
save’).
It is important to develop a whole team, multidisciplinary
approach.
Ring-fenced elective capacity/‘hub’ model.

Further information on the BONES initiatives – and case
studies from other trusts – can be found in the GIRFT Best
Practice Library or via the trust website

https://www.gettingitrightfirsttime.co.uk/bpl/hvlc/

30 |

4: Improving capacity and resilience
High Impact Actions to deliver objective

Enablers to delivery
Systems

Create system-wide elective hub sites
(within general hospital setting or as
stand-alone unit) with ring-fenced beds and staff

Identify locations for elective
hub sites and working with
the GIRFT demand and
capacity modelling identify
required infrastructure to
deliver

Implement system-wide referral mechanisms to
facilitate the efficient flow of patients

Develop role of referral
management centres in providing
a single access point for surgery

Embed Independent Providers in each system
with a granular and transparent ask

Establish regular meetings
with IS provider to plan
contribution to elective
restoration

Regional teams

GIRFT / NHS England

Demand and capacity modelling allows focused
conversations with systems on number of day case and
Independent Provider beds, as well as theatres
required to deliver elective care
Will also provide systems with information to enable
'ring fencing' of staff for maintaining elective activity

Support sharing of best
practice between systems

Work with colleges to
support new models of
system wide consent

Provide support to systems, utilising national and regional
forums to implement short- and medium-term models for IS
provision in elective restoration

Targeted capital investment in system surgical hubs & site reconfiguration
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Creating system-wide elective hub sites

within general hospital setting or as stand-alone unit, with ring-fenced beds and staff
We are working with regional
colleagues to set out an evaluation
framework for elective hubs, which
will focus on:
Productivity improvements
Quality improvements
Patient and staff experience
Financial impact
Enablers required

Over the coming weeks we will:

o Compile a full list of elective surgical hubs across the country (from
surgical units in trusts to stand-alone system hubs).
o Contact all to gather basic information about impact on the criteria
above and existing quantitative or qualitative evidence of the impact
they have made and what was required to set them up.
We will also compile a list of planned surgical hubs across all systems:
o stage of planning and timeframe for implementation;
o intended impact;
o investment/other enablers required to progress them.
We will then select a number of hubs for more in-depth review and
compile case studies for inclusion in the GIRFT Best Practice Library.
This will help us to generate a wider evidence base and
inform further guidance and investment in hubs.
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Map of elective surgical hubs
This map provides an indicative overview of the spread of
elective surgical hubs across England. As we find out more
information about these hubs, this map will be updated.

1

Number of specialties offered in hub
Hub within a hospital
Standalone hub
Independent sector standalone hub
Operational
In planning / status unknown
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