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[bookmark: _Introduction_1][bookmark: _Toc153894370][bookmark: _Ref153895137]Introduction
The NHS has seen major changes to outpatient services in recent years, accelerated by adopting remote consultations and telemedicine during the pandemic.
This guide provides advice and templates for a key aspect of outpatient services, Advice and Guidance (A&G) which is also known as Specialist Advice Services. A&G is one of a number of tools that are available to promote closer working between primary and secondary care with the aim of improving and streamlining patient care. A&G can support GPs to provide optimum support to patients closer to home, aided by guidance from specialist endocrinology teams.
A&G is crucial to efficiently performing outpatient services. This guide will support trusts to implement best practice and to empower patients through shared decision-making, whilst minimising unnecessary and inefficient outpatient activity.
John Wass, GIRFT Endocrinology Clinical Lead, NHS England

Mark Lansdown, GIRFT Endocrinology Clinical Advisor, NHS England


Primary care perspective 
Communication between professionals has long been central to improving both patient care and clinician knowledge. Advice and Guidance (A&G) is an approach that enables this collaboration, and the work we have undertaken on the endocrinology A&G templates is designed to give primary care clinicians access to up-to-date, consensus-based specialist opinion. This support can help them manage patients effectively in the community when appropriate, without the need for a referral but with the support of our secondary care colleagues.
It is important to emphasise that these templates are not intended to prevent referrals or shift unfunded work into primary care. Instead, they represent an initial step toward clarifying and improving the quality of A&G responses by drawing on the expertise of both primary and secondary care colleagues.
I see these templates evolving over time, adapting to feedback and clinical need. The aim is for them to remain easily accessible to primary care clinicians, improve links with secondary care, strengthen local pathways and guidance, and provide clear, evidence-based answers to frequently asked questions—all in a way that continues to enhance patient care.
Mark Stone, 
GP Partner
Clinical Lead Stoke and Staffordshire ICB
Clinical Director, Stafford Town Primary Care Network




[bookmark: _Executive_summary][bookmark: _XXX_pathway][bookmark: _The_role_of][bookmark: _Toc146893443][bookmark: _Toc153894371][bookmark: _Ref153895143]The role of Advice and Guidance
[bookmark: _Pathway_overview]Advice and Guidance (A&G), also known as Specialist Advice Services, is an application within the NHS national eReferral system which supports asynchronous, bidirectional dialogue between primary and secondary care clinicians about individual patients. 
A&G enables primary care clinicians to obtain clinical advice from specialists in secondary care, which means that patients can have a specialist management decision made at an earlier stage of their care. A&G can be used to support pre-referral dialogue or triage and plays a role in continuing professional development and education.
Use of A&G can help to reduce inequalities by ensuring that patients have access to specialist advice as early as possible. In areas where specialist advice is not used some patients are disadvantaged.
A key enabler for increasing the use of A&G is ensuring that both primary and secondary care services are adequately resourced to undertake this work. 
The utilisation of A&G across England remains highly variable (see Figure 1 below), but during the COVID-19 pandemic it has become clear that systems which have adopted the use of specialty advice, in particular for pre-referral dialogue, have demonstrated greater resilience. 
This guide provides details on best practice for A&G responses as well as templates which clinicians can adapt and use for their local service. This supports providers to address national variation in practice.
[bookmark: _Ref151368986]Figure 1 A&G utilisation rate (%) in endocrinology across providers in England
[image: A screenshot of a bar code
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[bookmark: _Case_studies]Source: Model Health System. Provider median of 80.2%. Data from June 2025. Advice and Guidance utilisation rate is calculated using a numerator of the number of processed requests and denominator of outpatient first attendances. Where Trusts direct all referrals through Advice and Guidance this can lead to a rate of over 100%. 



[bookmark: _Medicolegal_coverage_and][bookmark: _Toc146893442][bookmark: _Toc153894372][bookmark: _Ref153895152][bookmark: _Ref153895148]Benefits
Effective A&G services should benefit patients, primary care, and specialist services, as set out in the table below. Patients save time and money by reducing the number of avoidable attendances at the Outpatient Department (OPD). There are also significant environmental benefits, as unnecessary journeys to and from hospitals account for a high proportion of the carbon footprint of these episodes as well as contributing to environmental air pollution. For services, benefits are gained by ensuring the patients are booked for appointments when needed, reducing the potential for DNAs, cancellations and rebooking.  
	Advantages to patients
	Advantages to primary care
	Advantages to specialist services

	· More rapid access to specialist advice
· Saved time from unnecessary attendances avoided
· Reduced financial burden with regard to travel and or loss of income
· Shorter waits for first OPD consultation
· More care provided closer to home and/or in the community
· Unnecessary OPD appointments of limited value are avoided
· Access to ‘straight-to-test’ diagnostics
· Fewer OPD visits needed to achieve diagnosis and treatment plan
· Fewer patients find their appointments being rejected or redirected after booking
	· Rapid access to specialist advice
· Fewer repeat attendances in primary care by patients awaiting first OPD attendance
· Ability to initiate further preventative or therapeutic measures in primary care 
· Clear understanding of when specialist review is required
· Education resource to guide management of future patients with similar conditions
· Reduced risk of rejection or redirection of a subsequent referral
· Enhances the relationship between patient and primary care by maintaining continuity 
	· Reduced unnecessary attendances in secondary care
· Improved balance for new patient OPD capacity
· Shorten the waits for first OPD consultation, improving patient care and operational performance
· Allow the development of template-driven clinics, to provide more time for complex patients
· Ability to easily triage patients to correct clinics
· Only patients that require the service are seen by specialists
· Ability to ensure patients pre-investigated where necessary to make an appropriate secondary care management decision





[bookmark: _Medicolegal_coverage_and_1][bookmark: _Ref155950719]Medicolegal coverage and clinical responsibility
The expansion of A&G services has led to clinicians in both primary and secondary care seeking clarification on questions of clinical responsibility and medicolegal coverage. The NHS England Outpatient Recovery and Transformation team have developed two FAQ documents, summarised in Table 1, which seek to clarify the policy and support delivery of A&G services.
		Specialist advice and clinical responsibility FAQs >
Medicolegal coverage and liability FAQs >

Table 1 Summary of duty of care and responsibilities as described in medico-legal FAQ
	
	Duty of care (DoC) and responsibilities

	Situation
	Requesting Clinician (Requester)
	Providing Clinician (Provider) 

	1. Patient presents at Requester
	DoC engaged.
	No DoC.

	2. A&G request sent from Requester to Provider.
	DoC continues. Take action if symptoms change or arise. Send sufficient information in request and mark urgency to assist triage process.
	DoC engaged when in possession of referral for the symptoms referred or delegated. Trust to ensure referrals and requests triage is appropriate, timely, equitable and consistent.

	3. Provider responds to Requester with advice.
Not converted to referral.
	DoC continues. Communicate to patient in timely manner. Act on advice within clinical competency.
Ensure returned referrals are clinically indicated and in patients’ best interests.
(See situation 5 below)
	DoC ends.  Ensure referrals returned with advice are clinically indicated and in the patients’ best interests based on information provided. Explain rationale and ensure advice is clinically appropriate for delivery by Requester. Provider is accountable if advice is clinically inappropriate or creates unnecessary delay in accepting referral which risks patient safety.

	4. Response advises Requester carry out diagnostic tests
	DoC continues and re-engaged for previously delegated symptoms. If advice accepted: Request and review results of diagnostic test and act on them within scope of clinical competency. (See situation 5 below for responsibility when advice cannot be delivered)
	No DoC. In advice, signpost Requester to use test results appropriately in ongoing management of the patient. Ensure any management advice is clinically appropriate for delivery by the requesting clinician.

	5. Requester cannot deliver management or diagnostic advised.
	DoC continues, ending for specific symptoms once delegated. Requester to respond to Provider in e-RS if advice is not in the patients’ best interests, or if they cannot deliver management plan or investigations recommended by the specialist within the scope of their clinical competency.
	DoC re-engaged when the Provider receives the re-referral.

	6. Provider converts to referral or accepts referral
	Management of patient while waiting based on interim advice. This does not include specialist management or undertaking specialist tests required for secondary care, unless by local agreement. Provide access for patient to communicate any deterioration in their condition.
	Add patient to waiting list and inform patient.
Provide sufficient interim advice for primary care management of patient while waiting. If Provider requires diagnostic tests, Provider must request and review results except where there is a local agreement, such as pre-existing pathway, to delegate investigations to Requester. Provide access for patient to communicate any deterioration in condition.

	Source of coverage

	Request or respond to A&G within NHS Contract.
	Covered by the Clinical Negligence Scheme for General Practice.
	Covered by their employing trust’s membership of the Clinical Negligence Scheme for Trusts, provided the Trust agrees they may Provide A&G as part of their NHS contract.

	Activities and services not covered by NHS Contract
	Maintain membership with a Medical Defence Organisation or other indemnity provider or insurer to retain cover for non-NHS or private work, inquests, regulatory and disciplinary proceedings, employment and contractual disputes and non-clinical liabilities.


[bookmark: _Benefits][bookmark: _Tips_for_using][bookmark: _Toc146893444][bookmark: _Toc146893917][bookmark: _Toc153894373][bookmark: _Ref153895155]Tips for using the templates
	1
	Personalise responses to be specific and targeted to the patient and the query.

	2
	Be concise and highlight actions at the top, frontload the most important information.

	3
	Adapt the templates with any local processes or requirements, e.g. referral proformas.

	4
	Use polite and respectful language to ensure positive relationships are established and maintained with colleagues. Assume that the patient may see the response.

	5
	Provide a timely response and ensure there is an accessible record of the advice.


Suggested structure for advice and guidance responses
	Function:
	
	Example:

	Opening
	
	Dear [Dr ____],
Advice and guidance response pertaining to [Patient name]

	Suggested actions for primary care
	
	This patient may be suitable to be managed in the community.
You might try prescribing X for 6 weeks and reassessing.

	Indications for re-referral
	
	If symptoms persist, the patient should be referred for an assessment and consideration of appropriate surgical options.
If the patient wishes to consider surgery, please re-refer.

	Further information
	
	The following patient information leaflets and decision aids may be helpful: [Links]
The following NICE guideline sets out thresholds for surgical intervention: [Link]

	Closing advice 
	
	If referring back, please state that the referral has already been through Advice and Guidance and include a copy of the previous correspondence, to ensure we don’t duplicate advice.
Please complete and send the referral pro-forma.
With kind regards,
[Clinician name and role]


Colour coding:
	Grey
	Standard information which is unlikely to change between responses.
	Green
	Suggested actions to be tried in primary care, adapt to be specific to the patient and query.

	Blue
	Adapt to provide sufficient information that is succinct.
	Red
	Indications for re-referral, for example, deterioration of symptoms, consideration of surgery. These may be specific to the patient or query.



Limitations imposed by computer systems in some trusts
Different software is in use across trusts to view and respond to A&G; sometimes this software limits the number of characters that can be entered in a response. Responses may need to use only the green and red sections of the templates, which are under 2,000 characters.
Suggested actions for primary care
This section must be adapted to be specific to the patient and response, for example, removing investigations or treatments that are already completed or are not appropriate to the patient. The response may also depend on what diagnostic tests are available in primary care, or if there is a one-stop clinic set up.
Given the pressures on primary care, this section should be as concise as possible and should start with a clear statement about whether the patient could be managed in primary care or referred. Suggested actions should be short, even bulleted, and any additional detail or explanation moved down into the ‘Further information’ section below. 
The response should give clear information to the requesting clinician explaining the rationale for suggesting management of the patient with specialist advice rather than conversion to a referral. The responding clinician is responsible for ensuring any management advice is clinically appropriate for delivery by the requesting clinician.
If the response recommends the requesting clinician carry out diagnostic tests, then the response should include guidance to signpost the requesting clinician to use the results appropriately in the ongoing management of the patient.
Indications for re-referral 
The provider of A&G should highlight circumstances when a patient should be re-referred, for example if a patient’s symptoms deteriorate or if surgery is to be considered. This section will usually be consistent for a particular condition or pathway. It will need to be adapted depending on what clinics and services are offered at the Trust, in order to direct referrals to the correct clinic, and to include any steps required for referral.
Further information
There is a balance to be struck between providing responses which are concise and responses which are educational.
The pressures on capacity in both primary and secondary care mean that a concise response will be quicker to write, read and action – both for the specialist providing the advice and also for colleagues in primary care receiving the advice.
However, A&G services often receive many requests for similar queries. Providing some further information and education in the response may avoid the need for specialist advice in future cases. This may reduce the total volume of advice and guidance requests and therefore save time for both primary care and secondary care clinicians.
The appropriate balance between concision and education will vary by area, depending on how familiar clinicians working in a local health system are with advice and guidance. In areas where the use of advice and guidance is ‘mature’, for example where most clinicians have been using the system or have had equivalent communication channels for some time, it is likely that more concise responses may be preferred. In areas where there has been low utilisation of advice and guidance, or where there is less familiarity with which circumstances can benefit from specialist advice, it may be more helpful to include more information alongside the advice and guidance response to inform future requests.
Closing advice
Clinicians have reported various examples of trust specific processes and requirements which need to be communicated to their colleagues in primary care. These might include:
· Enabling ‘Convert to referral’: Primary care providers and trusts can enable an option where Advice and Guidance requests can be converted to referrals by the secondary care clinician. However, not every trust or primary care provider has this option enabled, and clinicians may need to know to select it. In addition, even when this option is selected, some secondary care providers will still require a separate referral to be made to meet other requirements, such as providing referral information or confirming test results.
· Referral proforma: Some secondary care providers suggest a referral proforma to be submitted alongside a referral. In some systems it is possible to attach a proforma document, along with other supporting information such as scans and test results, alongside the Advice and Guidance request. In other systems, a referral will need to be submitted separately.
· Duplication: Some trusts automatically treat all referrals as Advice and Guidance requests and then use this to triage referrals. In this system it is important to flag the advice and guidance request if it has already been through the system, as otherwise it may receive a duplicate advice and guidance response rather than being treated as a re-referral.
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	Quick links to Templates

	1. Primary hyperparathyroidism
2. Hypertension
3. Low serum cortisol
4. Low serum TSH 
5. Thyroid nodules/thyroid enlargement
6. Adrenal incidentaloma 
7. Raised TSH 
8. Low serum testosterone in men 
9. Elevated serum testosterone in women
10. Raised TPO antibodies 
11. Cushing’s syndrome







[bookmark: _Asymptomatic_non-visible_haematuria][bookmark: _Non-menstrual_bleeding_in][bookmark: _Primary_Hyperparathyroidism][bookmark: _Toc146893446][bookmark: _Toc146893918][bookmark: _Toc146894050][bookmark: _Toc151731916]Primary Hyperparathyroidism 

Dear [Dr ____],

You have found a raised calcium with unsuppressed PTH (normal or raised). Advice and guidance response pertaining to [Patient name].
Suggested actions:	
This is hyperparathyroidism and may be suitable to be managed in your practice, since this can be a static or only very slowly progressive condition.
Check to exclude secondary hyperparathyroidism: 
Vitamin D. Treat if <50 nmol/l: 50,000units weekly if <35nmol/l; 800-1000 daily if 35-50nmol/l Optimum range 75-100 nmol/l.
· Repeat Vitamin D & PTH in 6 months. Consider continuing vitamin D 800-1000 IU long term  
· Check eGFR. If <30ml/min refer to nephrology.
· If on thiazide diuretics, stop (raises serum calcium). Encourage good hydration. 
Stop any calcium supplements, but no specific diet changes required.
· Request renal US to exclude renal stone. 
· Request DEXA scan. Treat osteoporosis if present with oral bisphosphonates. 
· Monitor calcium and renal function every 6 months; DEXA every 2-3 years. Once documented, a raised PTH need not be measured repeatedly.

Criteria for referral to consider surgery: 
1)	Adjusted calcium >2.85mmol/l with symptoms, >3.00 if asymptomatic 
If above threshold once, encourage good hydration and repeat measurement after 1 month before referring.
2)	Worsening osteoporosis despite 2-3 years of oral bisphosphonate.
3)	Symptomatic urinary stone disease.
4)   Age at onset below 50 years.
(may need to exclude hypocalciuric hypercalcaemia)
If surgery not feasible or declined, Cinacalcet is an option from your local endocrine service, but may be a hospital only prescription or a shared care pathway. Cinacalcet is licensed for patients with a calcium level >2.9mmol/l with symptoms or a calcium >3.00mmol/l even without symptoms. Cinacalcet can reduce serum calcium levels and aid with patient symptoms but has no benefit in terms of bone density or reducing the risk of renal stone disease.
Further information:
Check the Society for Endocrinology clinical resource hub for patient information leaflets and decision aids.

The following NICE guideline sets out thresholds for surgical intervention: https://www.nice.org.uk/guidance/ng132 Hyperparathyroidism (primary): diagnosis, assessment and initial management (2019)

If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.

With kind regards,
[Responding clinician name and role]






[bookmark: _Unexplained_vaginal_discharge][bookmark: _Normocalcaemic_Hyperthyroidism][bookmark: _Recurrent_thrush][bookmark: _Hypertension]Hypertension 

Dear [Dr ____],

You have identified hypertension at a young age or that is resistant to treatment. Advice and guidance response pertaining to [Patient name]. 
Suggested actions:
Hypertension is very common (prevalence around 30% of adults) with severity classified according to magnitude of blood pressure elevation. Decisions regarding treatment will depend on severity, age and cardiovascular risk. The vast majority of individuals with hypertension are managed in primary care.

· Confirm diagnosis with ambulatory or home blood pressure monitoring if diagnosis unclear
· Assess for target organ damage
· Assess cardiovascular risk
· Consider secondary causes depending on clinical features

Criteria for referral for same day assessment (does not need to be the Emergency Department and could be Acute Medical Unit or similar depending on location)
1) 	BP >180/120 mmHg AND any of:
	i)   retinal haemorrhage or papilloedema, or
	ii)  life-threatening symptoms

Criteria for referral to hypertension clinic (which speciality runs this will depend on locality)
1)	Blood pressure uncontrolled on optimal tolerated doses of 4 agents
2) 	Age <40

Criteria for referral to endocrinology in first instance
1) History of hypokalaemia (primary aldosteronism)
2) Clinical suspicion of glucocorticoid excess (Cushing’s syndrome) 
3) Clinical suspicion of phaeochromocytoma (e.g. paroxysms, palpitations, sweating, suggestive 
            personal or family history)

Referrals to other specialities may be appropriate depending on clinical scenario e.g. Nephrology if abnormal renal function or proteinuria, Cardiology if associated left ventricular systolic dysfunction, Respiratory if obstructive sleep apnoea, etc.

Further information:
The following NICE guidelines sets out threshold for referring to secondary care and provide treatment and monitoring guidance: NG136

Overview | Hypertension in adults: diagnosis and management | Guidance | NICE

If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.

With kind regards,
[Responding clinician name and role]






[bookmark: _Findings_on_ultrasound:][bookmark: _Low_Serum_Cortisol][bookmark: _Low_Serum_Cortisol_1]Low serum cortisol
Dear [Dr XXXX_],

You have found a below normal serum cortisol. Advice and guidance response pertaining to [Patient name]. 

Suggested actions:
· Check timing of blood test - cortisol is best checked between 8-9am. 
· Check if a patient is taking exogenous glucocorticoid above a physiological equivalent dose across any route - oral, inhaled, topical intramuscular, intraarticular injections, eye drops or nasal drops, If so, the low serum cortisol is not of clinical significance.
· 9am cortisol should not be measured less than 24 hours after a dose of prednisolone, <72 hours after dexamethasone and >4 weeks after an intra-articular or intramuscular injection of steroids. 
Check if the person has any risk factors for adrenal insufficiency: 
Recent discontinuation of glucocorticoids by any route of administration after taking them for more than 4 weeks. 
Taking opioids, checkpoint inhibitors, adrenal enzyme inhibitors or medicines that affect the production, metabolism or action of cortisol, such as antifungals or antiretrovirals. 
Presence of coexisting autoimmune conditions such as primary hypothyroidism, Type 1 diabetes mellitus.
Hypothalamic or pituitary tumours and other infiltrative or infective disorders.
Following cranial, pituitary, hypothalamic or nasopharyngeal radiotherapy.

NB:
The physiological equivalent dose is the dose of glucocorticoid: total daily dose of hydrocortisone 15 mg to 25 mg, prednisolone 3 mg to 5 mg, or dexamethasone 0.5 mg. 

Criteria for referral to endocrinology 
If the patient is unwell, and has symptoms or signs listed below, consider adrenal crisis and send to the emergency department:
· low blood pressure (including postural hypotension)
· hyperpigmentation 
· hyponatraemia
· hypoglycaemia
· circulatory shock or collapse
· condition failing to respond to initial treatments
· lethargy, pallor, clamminess
· confusion or altered mental states
· weakness
If the person is not unwell use the following diagnostic cut offs to determine management:
Serum cortisol level: 
<150nmol/L 
Recognise that the person may have adrenal insufficiency.
Refer the person to endocrinology.
Consider starting management for adrenal insufficiency- prednisolone 3mg once a day, if requiring medical advice speak to the medical on-call team.  
If the person is acutely unwell with symptoms listed above send to emergency department.

150 nmol/L to 300 nmol/L
Consider repeating the serum 8-9am cortisol test.
If it remains at this level, seek endocrinology advice or referral.

Above 300 nmol/L
Adrenal insufficiency is very unlikely.

Further information:
· NICE Guideline 243: Adrenal Insufficiency- Identification and management  https://www.nice.org.uk/guidance/NG243

· Adrenal insufficiency: identification and management—summary of new NICE guidance. BMJ 2025; 389 doi: https://doi.org/10.1136/bmj.r330 

· Adrenal Crisis advice:
      https://www.endocrinology.org/clinical-practice/clinical-guidance/adrenal-crisis/

· Exogenous steroid treatment in adults- SPS and Society for Endocrinology guideline:
      https://www.endocrinology.org/media/4091/spssfe_supporting_sec_-final_10032021-1.pdf    

If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.

With kind regards,
[Responding clinician name and role]



[bookmark: _Low_serum_TSH_1]Low serum TSH

Dear [Dr ____],

You have found a below normal serum TSH concentration. Advice and guidance response pertaining to [Patient name].
Suggested actions:
Subclinical hyperthyroidism is classified as mild (below normal TSH but >0.1mlU/L with normal fT4 and fT3) or severe (TSH <0.1mlU/L with normal fT4 and fT3).
· Assess for symptoms/signs of hyperthyroidism.
· Repeat thyroid function 3 months apart to ensure TSH remains low and fT4 and fT3 are within normal limits.
· Acute illness may lower TSH - ensure patient is well when TFT are repeated.
· Check patient is not taking levothyroxine, if so, reduce the dose of levothyroxine.
· Treatment may be indicated if TSH consistently <0.1mlU/L in patients aged > 65 years.
· Treatment may be considered in patients <65 years with AF, cardiovascular disease, osteoporosis or significant symptoms of hyperthyroidism.
· If TSH remains low but >0.1mlU/L repeat after 6 months and subsequently annually for 2-3 years; stop measuring then if no change.

Criteria for referral to endocrinology:
TSH consistently <0.1mlU/L on at least 2 occasions, 3 months apart.
fT3 or fT4 above the normal range.

Further information:
The following NICE guideline sets out thresholds for referring to secondary care:
NG145: Overview | Thyroid disease: assessment and management | Guidance | NICE

If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.
With kind regards,
[Responding clinician name and role]


[bookmark: _Findings_on_ultrasound:_1][bookmark: _Sweats][bookmark: _Findings_on_ultrasound:_2][bookmark: _Gynaecomastia][bookmark: _Hyperthyroidism_in_pregnancy][bookmark: _Frequency_and_urgency][bookmark: _Hypocalcaemia][bookmark: _Hyponatraemia][bookmark: _Thyroid_nodules/thyroid_enlargement]Thyroid nodules/thyroid enlargement 

Dear [Dr _____],

You have found a thyroid nodule or thyroid enlargement. Advice and Guidance response pertaining to [Patient name]. 

Suggested actions:
Thyroid nodules are common and occur in about 50% of the population. 90-95% are benign. Thyroid enlargement may be diffuse or discrete and the three main questions in patients with discrete palpable thyroid nodules are:
1. Is there thyroid dysfunction? Measure serum TSH and if abnormal manage accordingly. Thyroid dysfunction is often associated with diffuse thyroid enlargement.
2. Is the nodule/goitre causing compression? Ask for symptoms of choking, shortness of breath, swallowing difficulties. 
3. Is the nodule malignant?
· The likelihood of thyroid malignancy is determined by thyroid ultrasound and if indicated, fine needle thyroid cytology. The decision to perform FNAC is based on ultrasonographic criteria. This is ideally performed in secondary care.
· If thyroid ultrasound and potentially FNAC is undertaken in primary care and the nodule is deemed indeterminate, suspicious or malignant, then referral on an urgent suspected cancer referral pathway to secondary care is warranted. If the interpretation of the results is difficult, please use A&G for clarification.
Criteria for referral to endocrinology:
1. Thyroid nodule and TSH consistently <0.1mlU/L on at least 2 occasions

2. Nodules that are indeterminate, suspicious or malignant on US +/- FNAC should be referred to the     specialist thyroid surgery/head and neck team depending on local care pathways.

3.   Nodules that are causing compression or those with red flags features should be referred on an    urgent pathway to the local specialist thyroid surgery/head and neck clinic, especially if thyroid function is normal.

Red flags: Rapidly enlarging nodules, those that are very hard, those associated with cervical lymphadenopathy, hoarseness or stridor need urgent referral ideally on an urgent suspected cancer referral pathway to a specialist thyroid surgery or head and neck clinic.
Further information:
The following NICE guidelines set out management of thyroid nodules/enlargement
1.  NG145: Overview | Thyroid disease: assessment and management | Guidance | NICE
2.  NG230: Overview | Thyroid cancer: assessment and management | Guidance | NICE

If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.
Kind regards,
[Responding clinician name and role]



[bookmark: _Stress_urinary_incontinence][bookmark: _Adrenal_incidentaloma]
[bookmark: _Adrenal_incidentaloma_1]Adrenal incidentaloma 

Dear [Dr ____],

You have identified an abnormality in one or both adrenal glands on imaging done for purposes other than suspected adrenal disease. Advice and Guidance response pertaining to [Patient name]. 

Suggested actions:
Adrenal incidentalomas are common (prevalence 2-10%).
ALL CASES SHOULD BE REFERRED IMMEDIATELY TO SECONDARY CARE

Assess for diabetes and hypertension
Assess for clinical evidence of Cushing’s syndrome and phaeochromocytoma
Assess for hypokalaemia
Please provide a full list of medications

Criteria for referral to endocrinology:
All cases - urgent referral if reporting radiologist concerned about malignancy or if clinical suspicion of Cushing’s syndrome or phaeochromocytoma.
Exceptions:
1.  Poor performance status (e.g. WHO PS ≥ 3) or other significant life-limiting co-morbidity that might make assessment unnecessary/inappropriate – clinical discretion is required.
2.  Imaging suggestive of disseminated malignancy – referral to the appropriate oncology service is recommended in the first instance.
Further information:
No relevant NICE guideline exists, but you might find these European guidelines of interest:
European Society of Endocrinology clinical practice guidelines on the management of adrenal incidentalomas, in collaboration with the European Network for the Study of Adrenal Tumors (silverchair.com) 
If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.
Kind regards,
[Responding clinician name and role]
[bookmark: _Urogynae_prolapse][bookmark: _Low_serum_TSH]
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[bookmark: _Raised_TSH_1]Raised TSH

Dear [Dr ____],

You have found a raised serum TSH concentration. Advice and guidance response pertaining to [Patient name].
Suggested actions:
Subclinical hypothyroidism is classified as mild (serum TSH above normal but below 10mIU/L with normal fT4) or severe (serum TSH >10 mIU/L with normal fT4). 
 
· Assess for symptoms of hypothyroidism and for risk factors for hypothyroidism including previous radioactive iodine treatment or thyroid surgery.
· Measure TPO antibodies to determine presence of thyroid autoimmunity; repeated measurement of TPO antibodies is not indicated. 
· Repeat thyroid function measurement after 3 months to confirm TSH remains raised and fT4 normal. 
· If the patient is on levothyroxine ensure compliance and appropriate ingestion. Increase dose of levothyroxine as indicated. 
· Levothyroxine should ideally be taken on an empty stomach with water and at least 30 minutes before ingesting tea/coffee or food. Avoid taking other medication which may interfere with levothyroxine ingestion simultaneously.  
· Start levothyroxine if TSH is more than 10mIU/L (1.6mcg/kg for adults aged less than 65 years or lower doses in people aged more than 65 years or with cardiovascular disease).  
· Consider a 6-month trial of levothyroxine if TSH is above normal but less than 10mIU/L in patients aged <65 years with symptoms of hypothyroidism. 
· Once levothyroxine is started, measure serum TSH every 3 months until the level has stabilised (2 similar results within the reference range 3 months apart) and subsequently annually.
· Upon normalisation of TSH, if symptoms do not improve following the trial of levothyroxine, consider discontinuing this after 6 months. 
· Monitor TSH on an annual basis in patients with untreated subclinical hypothyroidism, especially if TPO antibodies are raised. 

Criteria for referral to endocrinology:
· Referral is rarely required. 
· The finding of a raised TSH with a raised fT4, in patients not taking levothyroxine, may indicate more rare causes of thyroid dysfunction and warrants referral to endocrinology. 

Further information: 
The following NICE guideline sets out thresholds for referring to secondary care: 
NG145: Overview | Thyroid disease: assessment and management | Guidance | NICE 

If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.
With kind regards,
[Responding clinician name and role]
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[bookmark: _Low_serum_testosterone_1]Low serum testosterone in men

Dear [Dr ____],

You have asked for advice regarding a male patient with a below normal serum testosterone concentration. Advice and guidance response pertaining to [Patient name].
Suggested actions:
Most testosterone assays report total testosterone. This includes free, unbound testosterone and testosterone bound to various proteins, particularly sex hormone binding globulin (SHBG). Total testosterone concentration can be affected by alterations in SHBG. Therefore, in conditions where SHBG is low (e.g. obesity, type 2 diabetes), measured total testosterone may be low but calculated free testosterone may be normal (>220 pmol/L). There are various online calculators for free testosterone e.g. http://www.issam.ch/freetesto.htm (this calculator requires values for albumin, SHBG and total testosterone). 
 
· Total testosterone is influenced by several biological factors including diurnal variation, food intake, acute illness and medications (e.g. opioids, glucocorticoids, anabolic steroids). 
 
· If total testosterone concentration is less than 12 nmol/L, a repeat measurement of fasting, morning (8-9AM) testosterone is suggested.  
 
· Testosterone concentrations of 8.1–12 nmol/L may be considered borderline and <8.0 nmol/L low. If a testosterone concentration is borderline, calculating free testosterone may be helpful. 
 
· Testosterone replacement should ideally be started in secondary care, not in primary care.
 
· The co-existence of anaemia (reduced haemoglobin or haematocrit) suggest that a low testosterone concentration is clinically significant. Similarly, an elevated haematocrit is a contraindication to starting testosterone replacement.  
 
· Measurement of gonadotrophins (FSH and LH) help determine whether hypogonadism is primary (elevated FSH and LH) or secondary (low or normal FSH and LH).  

Criteria for referral to endocrinology:
Two confirmed morning total testosterone levels <8.0 nmol//L (with the confirmatory test being a fasting, early morning sample). 
 
· Borderline low total testosterone (8.1-12 nmol/L) but low calculated free testosterone (<220 pmol/L). 
 
· Borderline low total testosterone (8.1-12 nmol/L) with the confirmatory test being a fasting, early morning sample) and co-existent anaemia (reduced haemoglobin or haematocrit).  

Further reading is available in the articles below: 
Jayasena CN, de Silva NL, O'Reilly MW, et al. Standardising the biochemical confirmation of adult male hypogonadism: a joint position statement by the Society for Endocrinology and Association of Clinical Biochemistry and Laboratory Medicine. Clin Endocrinol. 2023;1‐4. doi:10.1111/cen.14929 
 
Jayasena CN, Anderson RA, Llahana S, et al. Society for Endocrinology guidelines for testosterone replacement therapy in male hypogonadism. Clin Endocrinol (Oxf). 2022; 96: 200-219. doi:10.1111/cen.14633

If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.
With kind regards,
[Responding clinician name and role]

[bookmark: _Elevated_serum_testosterone][bookmark: _Elevated_serum_testosterone_1]Elevated serum testosterone in women

Dear [Dr ____],

You have asked for advice regarding a female patient with an elevated serum testosterone concentration. Advice and guidance response pertaining to [Patient name].
Suggested actions:
The majority of women with an elevated serum testosterone will have underlying polycystic ovary syndrome (PCOS). Serum testosterone concentrations in women typically range between 0.5 and 2.0 nmol/l depending on age, however significant variability exists in normative reference ranges across assays. A number of different types of assays are employed for measurement of testosterone in NHS Clinical Biochemistry departments, including immunoassays and liquid chromatography tandem mass spectrometry (LC-MS/MS). In patients with serum testosterone levels above the upper limit of the reference range, the following clinical approach is recommended: 
 
· Correlate clinically with symptoms/signs of androgen excess including acne, hirsutism or male pattern hair loss (androgenic alopecia).  
· Take a detailed menstrual history. The presence of oligomenorrhoea (eight or less menstrual bleeds per year) alongside mild elevations of serum testosterone (typically >2.0 nmol/l and <5.0 nmol/l) is very likely to indicate underlying PCOS. 
· Measure FSH, LH and oestradiol levels. 
· Ensure the patient is not taking exogenous testosterone replacement, e.g. as part of a HRT regimen in postmenopausal women. 
· In general, there is no clinical role for serial measurement and monitoring of mildly elevated serum testosterone levels.

Criteria for referral to endocrinology:
1. Severe biochemical abnormalities. Serum testosterone levels >5.0 nmol/l are suggestive of non-PCOS pathology and should be referred urgently to secondary care. Underlying pathology may include adrenal or ovarian neoplasms, disorders of sexual development or rare genetic causes of androgen excess.  
2. Presence of overt virilisation, e.g. clitoromegaly, voice deepening. 
3. Elevated serum testosterone in post-menopausal women not taking exogenous testosterone. 
4. Rapid onset of symptoms of androgen excess such as acne or hirsutism; typically in women with PCOS symptom onset is insidious over many months and years. 
5. Suppression of FSH and LH levels in any age group.

Further information:  
Further reading is available in the article below: 
Approach to androgen excess in women: Clinical and biochemical insights.
Cussen L, McDonnell T, Bennett G, Thompson CJ, Sherlock M, O'Reilly MW. Clin Endocrinol (Oxf). 2022 Aug;97(2):174-186. doi: 10.1111/cen.14710. Epub 2022 Mar 29.PMID: 35349173

Society for Endocrinology Clinical Practice Guideline for the Evaluation of Androgen Excess in Women.
YS Elhassan, JM Hawley, L Cussen, A Abbara, SA Clarke, P Kempegowda, RK Dhillon‐Smith, P Thadani, M Busby, L Owusu‐Darkwah, R Marrington, WC Duncan, RK Semple, R Quinton, MW O'Reilly. Clin Endocrinol (Oxf). 2025 Oct;103(4):540-566.  doi: 10.1111/cen.15265. PMID: 40364581 


If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.
With kind regards,
[Responding clinician name and role]


[bookmark: _Raised_TPO_antibodies][bookmark: _Raised_TPO_antibodies_1]Raised TPO antibodies

Dear [Dr ____],

You have found raised TPO antibodies. Advice and guidance response pertaining to [Patient name].
Suggested actions:
Antibodies to thyroperoxidase (TPO) reflect the presence of underlying thyroid auto-immunity. 
 
· They are present in 15% of the population and the prevalence may be higher in women with fertility problems. 
· Measure serum TSH to ensure the patient is euthyroid. If TSH is normal, generally no active intervention is needed. 
· Measure TSH on an annual basis in patients with raised TPO antibodies or sooner if the patient develops symptoms of hypothyroidism. The risk of developing hypothyroidism is doubled in the presence of positive antibodies. Follow guidance for raised TSH should hypothyroidism develop.
· Repeat measurement of TPO antibodies is not required and does not affect decision making process regarding starting levothyroxine replacement which is based on levels of TSH and fT4. 
· In women of childbearing age planning pregnancy, who have raised TPO antibodies, measure TSH prior to them trying to conceive; ideally serum TSH should be normal within 6 months around conception. 
· TPO antibody positive women should have serum TSH measured early in pregnancy to ensure they are euthyroid. 
· Levothyroxine replacement is not indicated in euthyroid TPO positive women before and during pregnancy and has not been shown to result in improved fertility and pregnancy outcomes. 

Criteria for referral to endocrinology:
Referral is rarely required if thyroid function is normal. 

Further information:
The following NICE guideline sets out thresholds for referring to secondary care: NG145: Overview | Thyroid disease: assessment and management | Guidance | NICE

RCOG Scientific Impact Paper No. 70 outlines management of subclinical hypothyroidism and antithyroid autoantibodies in women with subfertility or recurrent pregnancy loss (https://www.rcog.org.uk/guidance/browse-all-guidance/scientific-impact-papers/subclinical-hypothyroidism-and-antithyroid-autoantibodies-in-women-with-subfertility-or-recurrent-pregnancy-loss-scientific-impact-paper-no-70/)

If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.
With kind regards,
[Responding clinician name and role]



[bookmark: _Polycystic_ovary_syndrome]




[bookmark: _Cushing’s_syndrome]Cushing’s syndrome

Dear [Dr ____],

You are suspecting that a patient may have Cushing’s syndrome. Advice and guidance response pertaining to [Patient name].
Suggested actions:
· There is a wide spectrum of clinical features that result from a chronic exposure to excess glucocorticoids, ranging from mild to florid manifestations
· The clinical assessment should focus on detecting the features that best discriminate Cushing’s syndrome including easy bruising (in patients not taking antiplatelet or anticoagulant medication), facial plethora (older photographs are useful for a comparison), striae (thick >1cm wide and reddish purple), and proximal muscle weakness
· Some of the manifestations commonly encountered in patients with Cushing’s syndrome such as weight gain, lethargy, hypertension, diabetes mellitus, menstrual irregularity and hirsutism are prevalent in the general population
· The concomitant presence of multiple and progressive features of Cushing’s syndrome increases the likelihood of the diagnosis
· Cushing’s syndrome should also be suspected in patients with unusual features for age such as osteoporosis and hypertension
· Patients with Cushing’s syndrome are at a higher risk of infections (including life-threatening opportunistic organisms) and thromboembolic disease (e.g. pulmonary embolism) 
· A florid Cushing’s syndrome phenotype can commonly be seen in patients on exogenous glucocorticoids (via any route). Therefore, clinical assessment for suspected Cushing’s syndrome must include enquiring about exogenous glucocorticoid exposure. Those patients are at a very high risk of secondary adrenal insufficiency

Criteria for referral to endocrinology:
· If Cushing’s syndrome is clinically suspected, the patient should be urgently referred to Endocrinology without the expectation to undertake any tests in the community

Further information:
Diagnosis of Cushing's Syndrome: An Endocrine Society Clinical Practice Guideline | The Journal of Clinical Endocrinology & Metabolism | Oxford Academic (oup.com)

If referring back, please state that the referral has already been through Advice and Guidance and include previous correspondence so we don’t duplicate advice.
With kind regards,
[Responding clinician name and role]










[bookmark: _Further_resources][bookmark: _Toc108508603][bookmark: _Toc146893467][bookmark: _Toc153894375][bookmark: _Ref153895170]Further resources 
	Recommended document 
	Author
	Overview

	Clinically-led Endocrinology Outpatient Guidance 
	GIRFT
	Practical guidance for endocrinology services to maximise efficiency and reduce waiting times for patients. 

	Specialist Advice Services medicolegal coverage and liability Frequently Asked Questions
	NHS England Outpatient Recovery and Transformation Programme
	FAQ document for clinicians, intended to be used as a signposting document to support conversations around legal liability and clinical cover for the delivery of Specialist Advice services.

	Specialist Advice and Clinical Responsibility Frequently Asked Questions
	
	This document covers good clinical practice relating to SA, including delegation, clinical competency, diagnostic requests and turn-around times for reporting SA.







[bookmark: _Contributors][bookmark: _Toc108508604][bookmark: _Toc146893469][bookmark: _Toc153894376][bookmark: _Ref153895174]Contributors

John Wass	GIRFT Endocrinology Clinical Lead, NHS England 
Mark Lansdown	GIRFT Endocrinology Clinical Advisor, NHS England
Kristien Boelaert	Consultant Endocrinologist, University Hospitals Birmingham, and President Elect, Society for Endocrinology
Katy Horton-Fawkes 	Senior Project Manager, Elective Recovery team, NHS England
Ndi John 	Content Development Lead, GIRFT Academy, NHS England
Doug Robertson	Associate Medical Director, Mid Cheshire Hospitals NHS Foundation Trust
Helen Simpson	Consultant Endocrinologist, University College London Hospital
Mark Stone	GP Partner, Clinical Lead, Stoke and Staffordshire ICB, and Clinical Director, Stafford Town Primary Care Network 

Developed in collaboration with the Society for Endocrinology, whose expertise and guidance were 
instrumental in shaping these templates.
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