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1. PURPOSE OF THE REPORT: 
 
The report outlines the refreshed policy for the Individual Funding Request (IFR) Panel. The IFR Policy was 
approved by Governing Body in August 2013. This refresh reflects proposed changes to the IFR process to move 
from a virtual panel process to monthly meetings. The paper includes revised Terms of Reference for the IFR 
panel (Appendix 2) and refreshes those for the Appeals Panel (Appendix 4). 

Appendix 9 to the policy sets out the individual commissioning policies in place. Full commissioning statements 
for each are published on the CCG website. These statements were reviewed by the IFR team with Public Health 
and GP members of the IFR and Appeals panel between the approval of the current policy and 31 March 2014 to 
reflect latest evidence. The summary information in Appendix 9 has therefore been refreshed to reflect. 

2. STRATEGIC OBJECTIVES SUPPORTED BY THIS REPORT: 
 
 

Continue to improve the quality of services 
 

√ 

Reduce unwarranted variations in services √ 

Deliver the best outcomes for every patient √ 

Improve patient experience √ 

Reduce the inequalities gap in North Lincolnshire √ 

 
 
 
 



3. ASSURANCES TO THE CLINICAL COMMISSIONING GROUP 

The refreshed policy reflects good practice in relation to the management of Individual Funding Requests. 

4. IMPACT ON RISK ASSURANCE FRAMEWORK: 
Yes  No √ 

 

 

5. IMPACT ON THE ENVIRONMENT – SUSTAINABILITY: 
Yes  No √ 

 

 
 
 
6. LEGAL IMPLICATIONS: 

Yes √ No  
 

Patients and the public have the right to request details about treatment decisions under the Freedom of 
Information Act. 
Adopting a robust policy in relation to IFR’s will support the CCG in meeting commitments in the NHS 
Constitution. 
7. RESOURCE IMPLICATIONS: 

Yes  No   
 

 
8. EQUALITY IMPACT ASSESSMENT: 

Yes √ No  
 

 
9. PROPOSED PUBLIC & PATIENT INVOLVEMENT AND COMMUNICATIONS: 

Yes √ No  
 

The revised policy following approval by the Governing Body will be published on the CCG’s website. It is also 
planned to publish a patient leaflet on the IFR process, reflecting the revised process. 
10. RECOMMENDATIONS: 
 

The CCG Governing Body is asked to approve the refreshed Individual Funding Request Policy, including the 
revised TOR for the IFR Panel (Appendix 2) and the Appeals Panel (Appendix 4). 
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Amendments to the Policy will be issued from time to time.  A new amendment 
history will be issued with each change. 
 
New  
Version 
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Date on 
Intranet 
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Body 08/08/13 
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1 INTRODUCTION 
 

1.1 NHS North Lincolnshire Clinical Commissioning Group (the CCG) has  
a statutory responsibility to commission care, including medicines and 
other treatments for the population it serves within available resources 
by prioritising between competing demands.  The CCG will, therefore, 
ensure that it does not sue scarce resources on health care 
interventions that are not considered to be clinically effective or cost 
effective in meeting the health needs of patients.  (The term ‘health 
care intervention’ includes use of a medicine or medical device, 
diagnostic technique, surgical procedure and other therapeutic 
intervention). 

 
1.2 There is considerable variation in the evidence of clinical effectiveness  

of health care interventions, where costs may vary.  Individual requests 
for treatments, which are not covered by existing contracts are 
received by the CCG.  Some requests are for treatments for rare 
conditions where local services are not developed, while others are for 
health care interventions that the CCG will not commission as a matter 
of routine, but where the referring clinician believes there are 
exceptional circumstances that justify a request for referral.  The CCG 
will ensure fairness of access to treatments which may normally be 
restricted but which may offer specific benefits in an individual context.  
By definition however, consideration by exception is likely to occur 
infrequently. 

 
2 ENGAGEMENT 
 
This policy has been developed with a group of North Lincolnshire CCG Clinicians 
and Public Health colleagues.  A similar policy has been considered and approved 
by a number of other CCGs across North Yorkshire and Humber locality. 
 
3 IMPACT ANALYSES 

 
3.1 Equality 
 

3.1.1 The CCG is committed to: 
 

• Eliminating discrimination and promoting equality and 
diversity in its Policies, Procedures and Guidelines 

• Designing and implementing services, policies and 
measures that meet the diverse needs of its population 
and workforce, ensuring that no individual or group is 
disadvantaged. 
 
 
 

3.1.2 To ensure the above, this Policy and Procedure and all  
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commissioning policies for interventions addressed through the 
IFR process have been Equality Impact Assessed.  Details of  
these assessments are attached at Appendix 8 and are 
available on the CCG’s website. 

 
3.1.3 Each member of the Panel should undertake an Equality and  

Diversity e-learning package (or the equivalent) and should be 
able to demonstrate an understanding of the CCG Equality 
strategy/objectives and the issues that may be relevant to each 
Individual Funding Request. 

 
3.2 Sustainability 

 
There are no sustainability impacts through this policy.  Completed 
Sustainability Impact included in Appendix 9.  Commissioning policies 
are agreed against clinical and cost effective considerations. 

 
3.3 Bribery Act 2010 

 
The CCG follows good NHS business practice as outlined in the 
Business Conduct Policy and the Conflicts of Interest Policy and has 
robust controls in pace to prevent bribery.  Due consideration has been 
given to the Bribery Act 2010 in the development of this policy 
document and no specific risks were identified. 
 
Further information of the Bribery Act can be found 
at www.opsi.gov.uk/acts.  A list of frequently asked questions is 
available from the CSU Corporate Strategy and Policy Manager. 
 
The Bribery Act is particularly relevant to this policy.  Under the Bribery 
Act it is a criminal offence to: 
 

• Bribe another person by offering, promising or giving a financial 
or other advantage to induce them to perform improperly a 
relevant function or activity, or as a reward for already having 
done so. 

 
AND 
 

• Be bribed by another person by requesting, agreeing to receive 
or accepting a financial or other advantage with the intention 
that a relevant function or activity would then be performed 
improperly, or as a reward for having already done so. 
 
 
 
 
These offences can be committed directly or by and through a 
third person and other related policies and documentation (as 

http://www.opsi.gov.uk/acts
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detailed on the CCG intranet) when considering whether to offer 
or accept gifts and hospitality and/or other incentives. 
 
Anyone with concerns or reasonably held suspicions about 
potentially fraudulent activity or practice should refer to the Local  
Anti-Fraud and Corruption Policy and contact the Local Counter 
Fraud Specialist. 
 
Any panel member is requested to identify any conflict of 
interest in any funding requests from patients that are known to 
them, this must be declared at the onset of any panel meetings. 

 
4 SCOPE 

 
This policy applies to: 
 
4.1 All employees of the CCG, any staff who are seconded to the CCG,  

contract and agency staff and any other individual working on CCG 
premises. 

 
4.2 Employees of the North Yorkshire and Humber Commissioning  

Support Unit (the CSU) who work within the IFR team, any staff who 
are seconded to the IFR team, contract and agency staff. 

 
4.3 All referring clinicians within primary, secondary and tertiary care. 

 
5 POLICY PURPOSE & AIMS 
 
The purpose of the Individual Funding Request (IFR) policy is to: 
 

• Explain the difficult choices faced by the CCG and how the CCG 
has made the decision to prioritise resources to ensure the best 
health outcomes for the population it serves 

• Set the decision making process within an ethical context and to 
demonstrate a clear process for decision making 

• Inform health professionals about the policy in operation and 
how to request restricted treatments or appeal against individual 
decisions to decline a request for a restricted treatment 

• Ensure decisions are made in a fair, open, transparent and 
consistent manner 

• Provide a firm and robust background against which appeals 
can be judged 

• Demonstrate a clear process for decision making 
 

• Demonstrate that CCG decisions not to commission or to restrict 
access to certain health care interventions are lawful and taken 
in line with government directions. 
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It is recognised for patients to have timely treatment, clinicians across the community 
need to work together and have an understanding of what is in place across all 
sectors and not just in a single area.  All clinicians with the ability to treat and/or refer 
for interventions detailed within this schedule are required to adhere to the principles  
contained within this document and the contract schedule.  This includes; General 
practitioners, Dentists, Opticians and Secondary Care Clinicians.  This list is by no 
means exhaustive. 
 
6. DEFINITIONS 
 
 6.1 Cost effectiveness – The cost effectiveness of a treatment or  

Intervention is the ration of its cost to a relevant and accepted clinical 
measure of its benefit.  Cost effectiveness is concerned with gaining 
maximum health impact for the resource used on a treatment. 

 
 6.2 Clinical effectiveness – The application of interventions which have  

been shown to be efficacious to appropriate patients in a timely manner 
to improve patients’ outcomes. 

 
 6.3 Randomised Controlled Trial (RCT) – A clinical trial that involves at  

least one test treatment and one control treatment, concurrent 
enrolment and follow-up of the test and control-treated groups, and in 
which the treatments to be administered are selected buy a random 
process, such as the use of a random-numbers table. 

 
 6.4 An Individual Funding Request is a request to the CCG to commission  

health care for an individual who falls outside the range of services and 
treatments that the CCG has agreed to commission as a matter of 
routine. 

 
 Individual Funding Requests are not the same as: 
 

• Decisions that are related to care packages for patient with complex 
healthcare needs 

• Prior approvals which are used to manage contracts with providers.  
For example the CCG might have agreed a prior approval scheme in a 
contract with an acute hospital that requires the hospital to obtain 
approval to treat in cases where the CCG has commissioned a better 
value service with another provider (such as community based 
service). 

 
Individual Funding Requests generally arise in one of four circumstances: 
 

• The Patient has a rare condition and makes the request to commission 
the usual way of treating the condition (i.e. referrals for the treatment 
are too low/unpredictable to warrant having a contract with any 
provider). 

• The patient has a specific condition where the usual care pathway or 
treatment threshold is deemed inappropriate for that individual on 
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clinical grounds (this may involve an elective tertiary referral outside 
agreed pathways). 

• The clinicians involved in the patient’s care want to take advantage of a 
healthcare intervention that is novel, developing or unproved, and 
which is not part of the CCG’s commissioned treatment plans. 

• The clinician would like to make available to a patient an intervention 
which is not medically necessary but is aesthetically desirable and the 
distinction between clinical and cosmetic need is not clear. 

 
Occasionally some healthcare providers and clinicians might try to 
establish early access to new treatments (service developments) via an 
Individual Funding Request.  However, the NHS Contract requires hospital 
providers to seek commissioning of new treatments through submission of 
a business case to their commissioners. 

 
Similarly, the Individual Funding Request Panel must not be put in a 
position where it would be asked to make policy decisions for the CCG.  
Policy questions should always be referred for consideration to the 
Governing Body or another appropriate policy-making committee before 
the Individual Funding Request is considered. 

 
This Policy in general relates to request for elective treatments and 
procedures.  A separate contractual obligation applies to providers in 
cases of emergency lifesaving treatment.  In such cases providers are 
required to notify the CCG retrospectively of any decision to treat outside 
the Individual Funding Request Policy.  A process exists for urgent 9but 
not emergency) Individual Funding Requests where a decision is required 
outside of the scheduled Panel. 

 
Requests for cross-border treatment and treatment outside the 
European Economic Area (EEA) 
Cross border health care requests i.e. requests for treatment outside of 
England but within the European Economic Area (EEA) should be made 
directly to NHS England via nhscb.europeanhealthcare@nhs.net 
Guidance available at: 
http://www.nhs.uk/nhsengland/healthcareabroad/plannedtreatment/pages/i
ntroduction/aspx 

 
Requests for health care intervention outside of the EEA should be made  
Humber Local Area Team, providing the requested intervention is routinely 
commissioned locally. 

 
For interventions which are not routinely commissioned locally, the request 
should first be considered through the CCG IFR process. If CCG approval 
is granted, the case should then be passed to Specialised Services within 
the NHS England North Yorkshire and Humber Local Area Team for 
further consideration. 

 
 

mailto:nhscb.europeanhealthcare@nhs.net
http://www.nhs.uk/nhsengland/healthcareabroad/plannedtreatment/pages/introduction/aspx
http://www.nhs.uk/nhsengland/healthcareabroad/plannedtreatment/pages/introduction/aspx
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 6.2 Definition of Exceptionality 
 
  6.2.1 Exceptionality is difficult to define, therefore pragmatism and  

Flexibility are necessary.    However it may be summed up by 
asking the question “on what grounds can the CCG justify 
funding treatment for this patient when others from the same 
patient group are not being funded” (“Priority setting: Managing 
Individual Funding Requests”, NHS Confederation 2008). 

 
  6.2.2 In making a case for special consideration in relation to a  

restricted treatment on grounds of exceptionality, it needs to be 
demonstrated that:  
 

• The patient is significantly different from the general 
population of patients with the condition in question. 
and 

• The patient is likely to gain significantly more benefit from 
the intervention than might normally be expected for 
patients with that condition. 

• Only evidence of Clinical need will be considered.  
Factors such as gender, ethnicity, age, lifestyle or other 
social factors such as employment or parenthood cannot 
lawfully be taken into account. 

 
6.2.3 The CCG will only allow clinical considerations (including mental  

health issues) to decide whether or not a patient is different to 
other patients.  If there are clinical features that make the patient 
unique or unusual compared to others in the same group, the 
CCG would then consider whether there are sufficient grounds 
for believing that this unusual clinical factor means the patient 
would gain significantly more benefit than would be expected for 
the group. 

 
  6.2.4 When considering Individual Funding Requests, the CCG will  
   use the same ethical framework and guidelines for decision  

  making that underpin its general policies for health care  
  interventions.  Where social, demographic or employment  
  circumstances have not been considered relevant to population  
  based decision, these factors will equally not be considered for  
  Individual Funding Requests. 

 
 
 
 
 
7 ROLES / RESPONSIBILITIES / DUTIES 
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All CCG staff (and those involved in commissioning and contracting), all members of 
staff in the CSU IFR team, and referring clinicians 9primary, secondary and tertiary 
care) are responsible for following the procedures as set out in this policy.  
 
The Director of Commissioning will be responsible for overseeing adherence to the 
Policy as set out below. 
 
8 THE INDIVIDUAL FUNDING REQUEST POLICY 
 
 8.1 Context 
 
  This policy has been developed in response to the legal duties set out  
  in the NHS Constitution, and a range of guidance as set out below: 

 
• The NHS Confederation guidance on managing Individual 

Funding Requests (the NHS Confederation, 2008) (Ref 12.1) 
• Regulation 35 of the National Health Service Commissioning 

Board and Clinical Commissioning Groups ) Responsibility and 
Standing Rules).  Regulations 2012 (SI 2012 No 2996) Ref 12.2) 
which imposes a duty to five reasons for either declining to 
adopt a policy on any particular intervention or declining a 
particular treatment for a patient where the policy is not to fund 
that intervention 

• The NHS Constitution (DH, March 2013) (Ref 12.3).  Two rights 
relate specifically to the availability of medicines and other 
treatments. 
 
1. You have the right to drugs and treatments that have been 

recommended by NICE for use in the NHS if your doctor 
says they are clinically appropriate for you. 

2. You have the right to expect local decision on funding of 
other drugs and treatments to be made rationally following a 
proper consideration of the evidence.  If the local NHS 
decides not to fund a drug or treatment you and your doctor 
feel would be right for you, they will explain that decision to 
you. 

 
• Guiding principles for processes supporting local decision 

making about medicines and a Handbook of good practice 
guidance (Department of Health/National Prescribing Centre, 
February 2009) (Ref 12.4). 

• Guidance on NHS patients who wish to pay for additional private 
care (Department of Health, March 2009) (Ref 12.5). 

• The Operating Framework for the NHS in England 2014/15 
(Department of Health, December 2011) (Ref 12.6). 

• NHS Lincolnshire CCG Commissioning Plan. 
 

8.2 Development of General Policies for Interventions 
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 8.2.1 Each year, the CCG plans investment in health care  
interventions and services as part of its operating plan 
development  process to meet the needs of its local population.  
Commissioning decisions are usually made in collaboration with 
health care providers and other stakeholders, and are taken in 
the context of the CCG’s available resources to ensure that care 
is fairly allocated to all patients and, where appropriate, 
measured against the CCG’s other service development 
priorities, NICE guidance and national priorities. 

 
  8.2.2 When planning its investments, the CCG works with provider  

partners and stakeholders to identify, as far as possible, those 
new interventions that are likely to have a significant clinical 
impact and require potential commissioning; this is often 
referred to as horizon scanning. 

 
8.2.3 Most health care interventions are commissioned as part of  

Contracts with provider partners.  However, it is likely that during 
the year there will be requests for interventions not covered by 
the CCG’s commissioning policies.  The CCG, therefore, needs 
to be able to make decisions about these requests that are fair 
and consistent. 

 
  8.2.4 All Individual Funding Requests are triaged to identify whether a  

request submitted on behalf of an individual would apply to a 
population of patients.  Where that is the case, the request may 
trigger the development of a new policy for that intervention and 
indication (called a general commissioning policy) or 
modification of an existing general commissioning policy.  This, 
however, does not remove the obligation to consider the 
application received. 

 
8.2.5 Arrangements for the development and revision of general  

commissioning policies by the CCG for health care interventions 
are available from the CCG. 

 
  8.2.6 The CCG will make its general commissioning policies available  
   on request or at http://wwwNorthLincolnshireCCG.com. 
 
 8.3 Health Care Interventions that the CCG will not Commission  
  Routinely 
 
  8.3.1 There are a number of health care interventions (under regular  

review) that the CCG will not commission as a matter of routine.  
The reason for the CCG taking that decision may be due to 
uncertainties over clinical effectiveness, cost effectiveness or  
patient safety.  Some health care interventions are restricted in 
their availability by requiring specific criteria to be met. 

 

http://wwwnorthlincolnshireccg.com/
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8.3.2 In reviewing the procedures which will not be routinely available, 
the CCG will follow guidance that may be issued from time to 
time by the Department of Health and that complies with 
relevant UK law.  The CCG will also seek to achieve a high 
degree of consistency with equivalent lists from other CCGs. 

 
8.3.3 Commissioners, general practitioners, service providers and 

clinical staff considering treating patients from whom the CCG is 
responsible will be expected to consider the CCG’s clinical 
commissioning policies in their decision making.  Exceptions to 
the general clinical commissioning policies will only be 
considered for approval via an Individual Funding Request. 

 
8.3.4 In addition to the group of health care interventions that the 

CCG will not commission as a matter of routine, the CCG 
generally: 

 
• Will not commission the use of new surgical techniques 

until the Safety Efficacy Register of New Interventional 
Procedures (SERNIP) now run by the National Institute of 
Health and Clinical Excellence (NICR), has awarded 
category A or B status, unless the technique is part of a 
randomised controlled trial (RCT) 

• Will only implement screening programmes approved by 
the National Screening Committee 

• Will follow agreed national policy from NHS England on 
the continuation of treatment at the end of clinical trials 

• Will follow national guidance in respect of co-payments. 
 
9 IMPLEMENTATION 
 
The Individual Funding Request function of the CCG is supported by North Yorkshire 
and Humber Commissioning Support Unit. 
 

• Receiving IFR Requests and supporting the Panel in their considerations 
• Supporting both clinician and patient as appropriate 
• Communicating panel decisions to clinicians and patients 
• Providing regular reports to the CCG on IFR activity 

 
Breaches of this policy may be investigated and may, if appropriate, result in the 
matter being treated as a disciplinary offence under the CCG’s disciplinary. 
 
 
 
 
 
10 TRAINING AND AWARENESS 
 



  

13 
  
 
 

The IFR Policy, if agreed will be made available on the CCG’s Intranet and Internet.  
Training is available by the North Yorkshire and Humber CSU Service to local 
Commissioners and clinicians as and when required.  All IFR Panel members 
receive training prior to taking full Panel responsibilities. 
 
11 MONITORING AND AUDIT 
 
There will be an annual report from the Individual Funding Request Team to the 
CCG.  This report will cover compliance, effectiveness and outcomes of the Policy, 
together with a summary of all the Individual Funding Request Panel decisions for 
that financial year.  In addition a monthly activity report is provided to the CCG. 
 
12 POLICY REVIEW 
 

12.1 General commissioning policies and the Individual Funding Request 
Policy will be reviewed at least every two years (unless otherwise 
required by national guidance or other imperatives) and will form part of 
the Individual Funding Request annual report to the CCG Board.   

 
12.2 Minor amendments (such as changes in the title) may be made prior to 

the formal review.  Details of which will be monitored and adopted by 
the Director of Commissioning. 
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Appendix 1 
 
 
THE INDIVIDUAL FUNDING REQUEST PROCESS 
 
Individual Funding Requests should originate either from the patient’s GP or from a 
hospital consultant (to whom the patient has been referred) or, in certain 
circumstances (to be decided by the Panel), other registered health practitioners.  
Requests will not be accepted from a GP registrar unless endorsed by a salaried GP 
or partner of the practice.  Requests received directly from patients, without clinical 
support, are unlikely to be approved/ 
 
Requests will only accepted when made using the standard application forms (see 
Appendix 7).  Forms should be completed electronically where possible; illegible 
forms will be returned. 
 
Requests should be submitted by the following methods: 
 
Secure email:   nl:singlepatients@nhs.net 
 
PLEASE NOTE: Emails are only secure when sent between encrypted mails  

servers e.g. @nhs.net to @nhs.net.  Email submissions 
should not be made via a non-encrypted mail server. 

 
By Post to: 
 
Referring clinicians are asked to note that providing relevant and clear supporting  
information with the referral, in sufficient details will assist in the decision making  
process and reduce the risk of delay.  Supporting clinical evidence will not normally  
include any photographs.  Hospital photographs will be accepted if deemed clinically  
appropriate.  Any photographs processed in accordance with North Lincolnshire  
CCG Photographic evidence policy.  See Appendix 11 
 
To define the level of the supporting clinical evidence base, the standard hierarchy of  
evidence criteria is used.  The higher up a methodology is ranked, the more robust  
and closer to objective truth it is assumed to be, (though in cases of rare diseases  
where small numbers may limit the potential for published studies, the threshold for  
evidence may be varied): 
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Rank 
 

Methodology 
 

Description 

1 Systematic 
reviews and 
meta-analyses 

Systematic review:  Review of a body of data that uses 
explicit methods to locate primary studies and explicit 
criteria to assess their quality.  Meta-analysis: A statistical 
analysis that combines or integrates the results of several 
independent clinical trials considered by the analyst to be 
“combinable” usually to the level of re-analysing the 
original data, also sometimes called pooling, quantitative 
syntheses.  Both are sometimes called “overviews”. 

2 Randomised 
controlled trials 
(RCTs) 

Individuals are randomly allocated to a control group and 
a group who receive a specific intervention.  Otherwise the 
two groups are identical for any significant variables.  
They are followed up for specific end points. 

3 Cohort studies Groups of people are selected on the basis of their 
exposure to a particular agent and followed up for specific 
outcomes. 

4 Case-control 
studies 

“Cases” with the condition are matched with “controls” 
without, and a retrospective analysis used to look for 
differences between the two groups. 

5 Cross 
sectional 
surveys 

Survey or interview of a sample of the population of 
interest at one point in time. 

6 Case reports A report based on a single patient or subject, sometimes 
collected together into a short series. 

7 Expert opinion A consensus of experience from the good and the great. 
 

8 Anecdotal Something someone told you once. 
 

 
An Individual Funding Request that comes from a GP will not usually be deemed to 
have started the 18-week Referral to Treatment (RTT), as it would be a request for a 
referral for treatment.  Requests from secondary care consultants will need to 
provide an 18-week RTT ‘clock start date’ (the date of referral into secondary care). 
 
In order to direct requests along the appropriate decision making pathway, the 
Individual Funding Request Panel will give formal delegated authority to staff of the 
Commissioning Support Unit Individual Funding Request team to triage all Individual 
Funding Requests.  Triage must be undertaken by two members of staff, one of 
whom must be a health care professional.  Where a consensus opinion cannot be 
reached by the two staff undertaking triage, the request should proceed to Panel for 
full discussion.  An accurate record of all decisions taken at triage will be presented 
at the Panel meeting for discussion and ratification. 
 
The role of triage is to assess and deal with any requests: 

• That have not been submitted by a health care professional 
• For which relevant clinical information has been omitted 
• For which there clearly is no clinical case 
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• That do not meet criteria outlined in an agreed commissioning policy and for 
which no case has been made for exceptionality 

• That can be commissioned because they meet criteria outlined in an agreed 
commissioning policy 

• That can be commissioned because they meet pre-agreed exceptions (some 
of which are set through precedent) 

• That represent service developments 
• That raise a major policy issue and need more detailed work 
• That can be dealt with under another existing contract 
• For which an alternative satisfactory solution can be found 

 
The CCG will convene a formal Individual Funding Request Panel which will meet 
monthly and will have the following membership: 

 
• 4 North Lincolnshire CCG GP’s 
• 1 Director of Public Health or Senior member of public health team 

 
 

Patients will not be invited to attend the Panel at which their request is being 
considered, however, they will be informed in writing when the Panel have made a 
decision to decline funding. 

 
It is believed that neither the clinician nor the patient should attend the IFR Panel or 
IFR Appeal Panel in person in order to ensure that decisions are based entirely on 
independent consideration of the clinical and cost effectiveness evidence provided. 

 
It also ensures that Panel members are not unduly influenced, either negatively or 
positively, by attendance in person of the parties concerned.  R (otao Victoria June 
Otley) v Barking and Dagenham NHS Primary Care Trust [2007] EWHC 1927 
(Admin)1. 

 
Administrative support to the Panel will be provided by the Commissioning Support 
Unit Individual Funding Request team. 

 
The CCG will provide and document training for all individuals involved in decision 
making for Individual Funding Requests, covering legal and ethical issues as well as 
the CCH’s own approach to priority setting. 
 
The Panel may from time to time ask other CCG staff or other individuals with 
knowledge of the particular procedure or intervention being considered to attend to 
further inform the consideration by the Panel of the request.  Where possible, 
however, the CCG will ensure separation between those who review the clinical 
evidence for a request and those who make commissioning decisions. 
 
If there is any circumstance where any Panel member may have a conflict of interest 
in a case put before the Panel, they shall acknowledge this at the outset and will 
remove themselves from the proceedings for the time required. 
Two  members of the IFR Panel and an IFR case manager/assistant manager will be 
present to ensure the meeting is quorate. 
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All Individual Funding Requests received by the CCG will be given a case reference 
number and logged on a secure database maintained by the CSU IFR team.  
Correspondence and other records relating to Individual Funding Requests, whether 
paper or electronic, will remain confidential and records will be managed so that 
access is restricted to the CSU IFR team and members of the Panel. 
 
Triage is recommended as good practice by the NHS Confederation (2008b).  The 
role of triage is to review all applications in relation to national, regional and local 
guidance and/or policies, as well as to identify any previous precedents that have 
been set.  This stage will also identify where important and relevant documentation 
or information may not have been included. 
If the requested health care intervention meets criteria within a general policy, the 
referring clinician will be advised appropriately and the case will not require 
consideration by the Panel. 

 
Where it is clear from the application that the individual does not meet criteria, and/or 
there is no clear evidence supporting the treatment, or where the clinician has not 
made a case for exceptionality, the IFR may be declined at the triage stage without 
being considered by the Panel.  In the event, the referring clinician will be advised of 
the reason for refusal and any future submission will have to clearly address these 
issues before a request can be referred to the IFR Panel. 

 
In advance of each meeting of the Panel, a list of cases will be prepared for 
consideration at that meeting.  Papers will be sent out by secure means in advance 
to enable Panel members to review the cases prior to the meeting.  Usually, 
requests will be taken to the next scheduled meeting of the Panel.  Where further 
information is required, requests may be deferred for consideration until the 
requested information has been received.  Where such additional information has 
not been received within a reasonable period (which will normally be one month 
unless the clinician has requested additional time to gather the information) the case 
will ordinarily be considered closed.  However, cases will be re-opened on receipt of 
further information. 

 
In considering requests, the Panel may decide to ask for further information from the 
relevant clinician and may also seek a review of the evidence of the clinical and cost 
effectiveness of a particular procedure or intervention. 

 
In making a collective decision on the request, the Panel should take the following 
into account: 

 
Clinical Effectiveness and Safety 

 
• Is the treatment effective i.e of proven benefit for this category of patient? 
• What is the nature, extent and significance of the health gain for the 

individual? 
• How have similar cases been dealt with in the past? 

 
Cost Effectiveness 
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• The CCG does not undertake individual economic assessments itself but 

draws on expert reviews, clinical papers and assessments, in order to 
ascertain cost effectiveness estimates.  In the decision making process, the 
cost effectiveness criteria upper threshold of £20,000 - £23,000 per QALY, 
which is consistent with NICE decisions is used. 

 
• Are there alternative, comparable and more cost effective interventions and/or 

providers available? 
 

Appropriateness 
 

• Are there agreed selection criteria?  Does the patient fit the criteria?  If not, 
what is the case for expanding the selection criteria? 

• Are alternative treatments available? 
• What would the impact of refusal be? 
• Has appropriate clinical advice been sought? 

 
Equity 

 
• Is this patient or patient subgroup being treated differently in relation to 

others? 
• What is the priority in relation to opportunity costs and alternative spend on 

other needs of the whole population. 
 
The Panel will not: 

 
• Part-commission treatment 
• Commission elective treatment requested retrospectively 
• Commission equipment ordered prior to Panel approval 
• Recommend alternative treatments for a particular condition or patient. 

 
Minutes will be taken at every Panel meeting.  The minutes of the meeting will 
include a record of the discussion and outcome of each case so as to maintain 
accurate documentation of the whole decision making process.  A draft version of 
the minutes will be circulated to the Panel members for comment.  Once all 
comments have been received, the minutes will then be taken to the next available 
meeting of the Panel for ratification.  A decision record and outcome will be 
maintained by the CSU IFR team on the secure database for each request the Panel 
considers. 

 
Decisions made by the Panel will be communicated in writing by the CSU IFR team 
to the requesting clinician and/or to the patient’s General Practitioner within 10 
working days of the date of the Panel at which the request was considered.  If 
funding has been declined, the patient will also receive a letter informing them of the 
decision and the reasons behind it. 

 
From time to time, the particular clinical circumstances of an Individual Funding 
Request may mean that delaying a decision to the next scheduled meeting of the 
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Panel is likely to have a significant detrimental effect on the patient’s health and well-
being (threat of death or serious disability) or adversely affect eligibility for that 
treatment.  In these circumstances, the request will be deemed as urgent and views 
of Panel members will be sought in advance of the next scheduled meeting by email, 
phone or in person to consider whether, in the circumstances, a decision needs to be 
made in advance of the next scheduled meeting of the Panel and, if so, whether the 
requested procedure or intervention should be approved.  The agreement of two 
members of the Panel (including a clinically qualified Panel member) will generally 
be required to make a decision outside of a formal meeting of the Panel; however, if 
this is not possible, the approval of the IFR Service Senior Manager or an 
appropriate Senior Manager will be sought. 

 
It is understood that, at all times, the provider partner is able to fund a health care 
intervention pending a decision from the CCG and the CCG accepts no responsibility 
for the clinical consequences of any delay in responding to the request. 

 
Where a request has been considered and a decision made in advance of a formal 
Panel meeting, the decision will be reported and recorded at the next meeting. 

 
In responding to an Individual Funding Request, the CCG accepts no clinical 
responsibility for the health care intervention or its use or for the consequences of 
not using the intervention.  It is the responsibility of the treating clinician to determine 
the most appropriate treatment for a particular patient from amongst those which are 
available, 
 
The CSU Patient Relations Manager will be made fully aware of the Individual 
Funding Request policy (not individual cases) so they can offer patients information 
and support throughout the processes.  For patients whose first language is not 
English, Patient Relations staff has access to translation services.  A Patient 
Information Leaflet is available to explain the Individual Funding Request and Appeal 
processes. 
 
Case notes for each request to the Individual Funding Request Panel (irrelevant of 
outcome) will be filed securely by the Commissioning Support Unit Individual 
Funding Request team in accordance with Records Management: NHS Code of 
Practice, Department of Health (March 2006).  Case files will be securely archived 
after 2 years and securely destroyed after 8 years (or 8 years after the patient’s 
death). 
 
 
 
 
 
 
 
 
 
Appendix 2 
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TERMS OF REFERENCE 

 
NORTH LINCOLNSHIRE CCG 

INDIVIDUAL FUNDING REQUEST PANEL 
 
1 General 

 
1.1 The Individual Funding Request Panel is a Committee of the North  

Lincolnshire Clinical Commissioning Group Governing Body (thereafter 
knows as CCG). 

 
2 Role and Purpose 
 

2.1 The Individual Funding Request Panel will be a confidential forum  
comprising 4 GP members of the CCG and a senior member of the 
Public Health Department.  The Individual Funding Request Panel will 
have a nominated Panel Chair.  The Panel will consider funding 
requests from NHS clinicians in respect of health care interventions for 
individuals where NHS North Lincolnshire’s general policy is not to fund 
that intervention or where there is no specific policy/national guidance. 

 
2.2 The Panel will be quorate if 2 members are present.  

 
3 Remit 
 

3.1 The Individual Funding Request Panel works with key managers and 
clinicians within NHS North Lincolnshire to consider individual requests 
for procedures/treatment where NHS North Lincolnshire’s general 
policy is not to fund that intervention.  This will include those 
procedures/treatments/drugs classified as low priority, specific contract 
exclusions or treatments not covered by specific policy/national 
guidance. 

 
3.2 The Individual Funding Request Panel will also consider requests for 

approval for treatment/procedures which have been classified as low 
priority or where the patient does not meet specified eligibility criteria 
for a specific financial year where the requesting clinician claims that 
there are clinically exceptional circumstances in line with the Individual 
Funding Request Policy. 

 
 
3.3 The financial limit per case will be maximum of £250,000.  Requests for 

treatment over this limit will be referred to the Clinical Commissioning 
Governing Body.   

 
The Individual Funding Request Panel will receive requests from the 
IFR team, including those which have been clinically triaged.  A unique 
case number will be applied to each case by the IFR team.  Decisions 
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made will be noted by the IFR team member taking the minutes of the 
meeting.  Minutes will be detailed and include the clinical evidence 
considered, any evidence disregarded and the reasons for the decision 

 
3.4 Decisions for clinically urgent cases 
 

Occasionally, there may be need to consider a case outside the usual 
panel arrangements where the referring clinician has indicated the 
need for clinical urgency.  NB: clinical urgency does not include any 
consideration other than the immediate need based on clinical grounds 
for a decision to be made on funding.  In the event of a request citing 
clinical urgency, panel members will be emailed directly by the IFR 
team, along with appropriate evidence to assist the decision making, 
and will be able to provide their individual decision by the same means.  
In this instance, quoracy will be 2 GP’s.  Where possible, these 
requests will be responded to within 2 working days. 

 
Where a provider chooses to go ‘at risk’ in the event of an IFR decision 
not being made in time it, in their view, this would be to the detriment of 
the patient, they may advise the panel of their decision but ask that the 
panel continues to consider the request ‘after the event’.  Panel will be 
under no obligation to make a decision to approve in these 
circumstances, and should consider the information before them 
regardless of the provider’s decision to treat.  Where the request is 
subsequently declined, the onus for continuation of treatment and/or 
financial impact rests entirely with the provider. 

 
In the event of Individual Funding Request Panel members being 
unable to agree, the nominated Panel Chair will make the final funding 
decision. 

 
3.5 The Individual Funding Request Panel will not make policy decisions 

on behalf of the Clinical Commissioning Group Governing Body but will 
confine its decision making to individual treatment funding requests.  If 
any individual case requires consideration of an extant policy this will 
be referred to the Clinical Commissioning Group Governing Body.   

 
 
 

Where a policy does not currently exist, but where it is likely that a 
service development requires consideration, the clinician(s) concerned 
will be directed to the appropriate person/committee within the CCG for 
the business case to receive appropriate consideration. 

 
3.6 The Individual Funding Request Panel will take into account relevant 

clinical evidence, NICE guidance/recommendations, other 
regional/national policy and any other specific guidance relating to the 
requested treatment/procedure when considering the request. 
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3.7 Where necessary, clinical advice will be sought from appropriate 
specialists e.g. NHS England, national treatment Networks, to assist 
the decision making process. 

 
3.8 All cases will be retained within a database and electronic filing system 

which conform to the highest standards of Information Governance, 
with copies of all email communication to and from the Panel including 
the final decisions stored electronically.  All correspondence relating to 
specific cases should be sent via secure N3 connection using 
nhs.net.mail. 

 
4 Composition of the Individual Funding Request Panel 

 
 4.1 Membership of the Individual Funding Request Panel will comprise:- 
 
  4 GPs drawn from the CCG, one of which will be the nominated Chair 
   

A senior member from Public Health which may be the Director of 
Public Health. 
 
In the event that a GP member has a conflict of interest with an 
individual request they will not take part in the decision making to 
ensure that a robust process is maintained. 

 
5 Format of Cases 
 

5.1 Funding requests will be forwarded to the Individual Funding Request 
panel in electronic format using the NHS Net account email system.  
Each request will be forwarded as an individual case with an assigned 
case number and will indicate very clearly whether a very urgent 
decision is required based on the clinical urgency of the case. 

 
6 Relationship and Reporting to the Clinical Commissioning Group 

Governing Body 
 

6.1 The Individual Funding Request Panel will be directly accountable to 
the Clinical Commissioning Governing Body. 

 
6.2 Regular quarterly reports will be required by Clinical Commissioning 

Group Engine Room on the range of cases considered and the cost 
implications of decisions made. 

 
 
 
 
 

Membership 
NL CCG GP 
NL CCG GP 
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NL CCG GP 
NL CCG GP 
Director of Public health/Senior Public Health Manager 
 
Advisory Input 
 
Administrative support:  Provided by the Commissioning Support Unit Individual 
Funding Request team. 
 
Quorum:  To ensure effective, fair and transparent decision making a minimum of 2  
Panel members. 
 
Meeting Frequency:  The panel will meet monthly. 
 
Reporting:  Every Panel meeting will produce a ‘decision record’ so as to maintain 
accurate documentation of the whole decision making process.  A decision record 
and outcome will be maintained by the CSI IFR team on the secure database for 
each request the Panel considers. 
 
Decisions made by the Panel will be communicated by the Individual Funding 
Request Case Manager in writing to the requesting clinician and/or to the patient’s 
General Practitioner (and copied to the patient) within 10 working days of the date of 
the Panel at which the request was considered.  Patients will be informed of the 
decision when the Panel has made a decision to decline.  Case notes for each 
request to the Individual Funding Request panel (irrelevant of outcome) will be filed 
securely by the Commissioning Support Unity Individual Funding Request team in 
accordance with the North Lincolnshire CCG Records Management Policy.  Case 
files will be securely archived after 2 years and securely destroyed after 8 years (or 8 
years after the patient’s death). 
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APPENDIX 4 
 

Terms of Reference 
 
 

North Lincolnshire CCG  
IFR Appeals Panel 

 
If the IFR Panel turns down a request to commission an individual request for 
treatment, the requesting clinician can appeal against the decision by submitting a 
request in writing to the CCG within three months of the date of the decision letter 
from the IFR Panel. 
The CCG will establish a separate Appeals Panel to consider appeals against 
decision of the IFR Panel. 
The Appeals Panel will be established on a ‘quality control check’ model. Under this 
model, the Appeals Panel would consider whether the IFR Panel: 
 

• Followed the CCG’s own procedures and policies. 
• Considered all relevant factors and did not take into account immaterial 

factors. 
• Made a decision that was not so unreasonable that it could be considered 

irrational or perverse in the light of the evidence. 
• Had all relevant evidence before it for consideration. 

 
Terms of Reference 
 

• All requests to appeal against the decision of the IFR panel should be sent to 
the same contact details as for all other IFR requests, and will be logged by 
the administrator. 

• Appeals will usually be considered within 30 days of the date of the CCG 
receiving notification of a request to appeal against the decision of the IFR 
Panel. 

• The Appeals Panel will review the correspondence, evidence, and any other 
information considered by the IFR Panel in reaching its original decision. 

• At the discretion of the Appeals Panel, they will either: 
 

o Reject the appeal and support the original decision of the IFR Panel 
o Identify a problem with the original process or consider that the 

evidence needs reconsideration by referral back, with full 
documentation to the next IFR Panel meeting. 
 

• The patients or their clinician(s) should normally not be permitted to introduce 
additional evidence at the appeal stage, but if there is new evidence to 
support a case this does not mean that the original decision, made on 
evidence then available, was wrong. Instead the case should be referred back 
to the IFR Panel to decide whether the information is significant enough to 
merit reconsideration.  
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• The decision of the Appeals Panel will be communicated by the Chair or other 
clinical representative to the requesting clinician and/or patients General 
Practitioner (and copied to the patient) within 10 working days of the date of 
the appeal decision. 

• The Appeal Panel decision is the final decision of the CCG. 
 
 
Membership 
 
The Appeals Panel will include the following members: 

• IFR Panel Chair and Lay Member 
• Director of Commissioning 
• NL CCG GP  
• NL CCG GP  

 
Administrative Support:  Provided by the CSU IFR Team. 
 
Legal support: Provided by the CSU Legal and Governance Team 
 
Quorum: Lay member or Director of Commissioning and one NLCCG GP will be 
present at the meeting to ensure quoracy.  
 
Meeting Frequency: The Appeals Panel will meet as required (where there are 
cases to be considered). 
 
Reporting: The business and decision of the Appeals Panel will be fully recorded 
and these will be reported to the Chair of the IFR Panel. 
The appeals panel reports to the Clinical Commissioning Group Governing Body. 
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 APPENDIX 5: Cases returned to IFR Panel following appeal. 
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Appendix 6 
 

IFR Application Forms 
 

Exceptional Circumstances Submission Form 
(GP referrals) 

 
 

 
On completion please email to:  nl.singlepatients@nhs.net 

 
Individual Funding Request Panel 
 
 
 
 
CONTACT INFORMATION 

1. Referring Clinician GP/Consultant 
Name: 

 

GP Name (if different to 
referring clinician): 
 

 

Practice/Hospital name 
and address: 
 

 

Tel: 
 

 

Fax:  
 

 

Email: 
 

 

Provider referred to: 
 

 

2. Patient Details NHS Number: 
 

 

Responsible CCG: 
 

 

UBRN number: 
 

 

Date of referral to 
exception panel: 
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INTERVENTION REQUESTED     (NB: Intervention refers to requested treatment, 
investigation, etc. 
 

3. Patient Diagnosis 
 

 

4. Intervention Requested 
 

 

5. Significant clinical history e.g. 
duration of symptoms, co-
morbidites, etc. 
 
 
 
 

 

6. Give details of relevant 
treatment/management/investigati
ons carried out in 
primary/secondary care (in 
accordance with the relevant 
clinical thresholds). 

 
 
 
 

 

7. Please describe the clinical need 
for this intervention 

 
 
 
 
 
 
 
 

 

8. Please explain why this patient is 
likely to have exceptional benefit 
from this intervention, i.e. 
significantly more benefit from this 
intervention than might be 
expected for the average patient 
with that particular condition 
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9. What would be the estimated 
impact of denying access to the 
intervention on mobility, self-
care, pain/discomfort, 
anxiety/depression? 

 
 

 

10. Patient has given consent to 
share information (please tick 
box to confirm). 

 
 
 

 

 
Please ensure that you enclose a copy of the referral letter with this form.  The 
referral cannot be considered unless all relevant information is included.  
Where this is omitted, the requesting clinician may be asked to provide it 
before the case can be taken to the Individual Funding Request Panel. 
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EXCLUDED DRUGS AND DEVICES 
EXCEPTIONAL CIRCUMSTANCES FORM 
(for completion by hospital consultant) 

 
On completion, please email to:  nl.singlepatients@nhs.net 
 
Individual Funding Request Panel 
 
CONTACT INFORMATION 
1. Trust Name and 

Address 
 
 
 
 

 

2. Applicant Details Name: 
 

 

Designation: 
 

 

Tel: 
 

 

Email (NHS.net if 
possible): 

 

3.  Patient Details Hospital ID number: 
 

 

NHS No: 
 

 

Registered Consultant: 
 

 

Registered GP name: 
 

 

Registered GP address: 
 

 

Responsible 
Commissioner (CCG): 
 

 

Referral by (other than 
GP): 

 

Date of referral: 
 

 

4.   Application reviewed   
  by Chief Pharmacist  
  or nominate deputy   
  (in the case of a drug 
   intervention). 

Name: 
 

 

Signature or email 
confirmation: 
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INTERVENTION REQUESTED   (NB: Intervention refers to requested treatment, 
investigation, etc). 
 
5. Patient Diagnosis (for 

which intervention is 
requested) 

 

6. Details of intervention 
(for which funding is 
requested) 

Name of intervention: 
 

 

Dose and frequency: 
 

 

Planned duration of 
intervention: 
 

 

Route of administration: 
 

 

Anticipated cost (inc. 
VAT) – seek advice from 
pharmacy: 
 

 

7. Is requested 
intervention part of a 
clinical trial? 

Delete as appropriate:  NO / YES 
If Yes, give details (e.g. name of trial, is it an MRC/National 
trial?) 

8. (a) What would be the 
standard intervention 
at this stage? 

 
(b) What are the 
exceptional 
circumstances that 
make the standard 
intervention 
inappropriate (N.B: 
please refer to the CG 
definition for clinical 
exceptionality, non-
clinical factors cannot 
be taken into account). 

  
 
 
 

  

9. What is the patient’s 
clinical severity? 
(Where possible use 
standard scoring 
systems e.g.  WHO, 
DAS scores, walk test, 
cardiac index, etc). 
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10. Summary of previous 
intervention(s) this 
patient has received 
for the condition. 

* Reasons for stopping    
   may include: 
• Course completed 
• No or poor response 
• Disease progression 
• Adverse effects/poorly 

tolerated 
  

Dates Intervention (e.g. 
drug/surgery) 

Reason for 
stopping* 
/Response 
achieved 

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

11. Anticipated start date Please state if request is CLINICALLY URGENT and if so, 
why. 
 
 

 
 
CLINICAL EVIDENCE 
12. Is requested 

intervention licensed 
for use in the 
requested indication is 
the UK? 

Delete as appropriate: NO / YES (refer to pharmacy if 
required) 

13. Has the Trust Drugs 
and Therapeutics 
Committee or 
equivalent Committee 
approved the 
requested intervention 
for use?  (If drug or 
medical device). 

Delete as appropriate:  YES / NO 
If No, Committee Chair or Chief Pharmacist approved: 

14. Give details of 
National or Local 
Guidelines/ 
recommendations or 
other published data 
supporting the use of 
the requested 
intervention for this 
condition? 

PUBLISHED trials/data.  (Full published papers, rather 
than abstracts, should be submitted, unless the 
application relates to the use of an intervention in a 
rare disease where published data is not available). 
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15. (a) How will you 

monitor the 
effectiveness of this 
intervention? 
 
(b) Detail the current 
status of the patient 
according to these 
measures. 
 
(c) What would you 
consider to be a 
successful outcome for 
this intervention in this 
patient? 

 
 
 
 
 
 
 
 
 
 
 

16. What is the anticipated 
toxicity of the 
intervention for this 
patient? 

 

17. Are there any other 
clinical patient factors 
that need to be 
considered? 

Delete as appropriate:  YES / NO 
If Yes, please give details: 

18. Date form completed 
 
 

 

19.  Patient has given 
consent to share 
information 
(please tick box 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



  

36 
  
 
 

APPENDIX 7 

 

Equality Impact Analysis:  

Individual Funding Request 
Policy  

11th April 2014 
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For support with completion of this documentation, please see the accompanying guidance and/or 
contact the Equality Lead in the North Yorkshire and Humber Commissioning Support Unit 

 
 
 

 

1. Equality Impact Analysis 
    

Policy / Project / 
Function:  

IFR Policy  

Date of Analysis:      11/04/14 

This Equality Impact 
Analysis was 
completed by:   
(Name and 
Department)     

Catherine Lightfoot 
Service, Delivery and Assurance  
North Yorkshire and Humber Commissioning Support Unit 

What are the aims and 
intended effects of this 
policy, project or 
function? 

The aim of the policy is to: 

• Identify the reasons for having an Individual 
Funding Request for a treatment which is restricted 

• Explain the difficult choices faced by the CCG and 
how the CCG has decided to prioritise resources to 
ensure the best health outcomes for the community 

• Set the decision making process within an ethical 
context 

• Inform health professionals about the IFR policy in 
operation and how to request restricted treatments 
or appeal against individual decisions to decline a 
request for a restricted treatment 

• Ensure decisions are made in a fair, open and 
consistent manner 

• Provide a background against which appeals can 
be judged 

• Demonstrate clear processes for decision making 

• Be able to defend legal challenges against the 
decision not to commission certain interventions or 
to limit the number of such interventions 
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commissioned 

 
Please list any other 
policies that are 
related to or referred 
to as part of this 
analysis  
         

NICE Guidance 
National EIA  
Census 2011 

Who does the policy, 
project or function 
affect?   
    
Please Tick   
        

   
 Employees 
        
 Service Users                                  
  
 Members of the Public    
 
 Other (List Below)   
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2. Equality Impact Analysis: Screening 
    

 

 
Could this policy have a positive 

impact on… 
Could this policy have a 

negative impact on… 
Is there any evidence which already exists from previous 
(e.g. from previous engagement) to evidence this impact 

Yes No Yes No  

Race     

The overarching IFR policy includes the commissioning 
position for a number of procedures and treatments.  
Through the IFR process race will be addressed in any 
screening on potential impact for each IFR if 
appropriate.   

Age     

The overarching IFR policy includes the commissioning 
position for a number of procedures and treatments.  
Through the IFR process age will be addressed in any 
screening on potential impact for each IFR case if 
appropriate.   

Sexual 
Orientation 

    

The overarching IFR policy includes the commissioning 
position for a number of procedures and treatments.  
Through the IFR process sexual orientation will be 
addressed in any screening on potential impact for each 
IFR case if appropriate.   

Disabled 
People 

    

The overarching IFR policy includes the commissioning 
position for a number of procedures and treatments.  
Through the IFR process disabled people will be 
addressed in any screening on potential impact for each 
IFR case if appropriate.   
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Gender     

The overarching IFR policy includes the commissioning 
position for a number of procedures and treatments.  
Through the IFR process gender will be addressed in 
any screening on potential impact for each IFR case if 
appropriate.   

Transgender 
People 

    

The overarching IFR policy includes the commissioning 
position for a number of procedures and treatments.  
Through the IFR process Transgender people will be 
addressed in any screening on potential impact for each 
IFR case if appropriate.   

Pregnancy and 
Maternity 

    

The overarching IFR policy includes the commissioning 
position for a number of procedures and treatments.  
Through the IFR process pregnancy and maternity will 
be addressed in any screening on potential impact for 
each IFR if appropriate.   

Marital Status     

The overarching IFR policy includes the commissioning 
position for a number of procedures and treatments.  
Through the IFR process marital status will be 
addressed in any screening on potential impact for each 
IFR if appropriate.   

Religion and 
Belief 

    

The overarching IFR policy includes the commissioning 
position for a number of procedures and treatments.  
Through the IFR process Religion and belief will be 
addressed in any screening on potential impact for each 
IFR if appropriate.   
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Reasoning The ethos of the IFR process ensures that decisions are made based on clinical grounds and that people are not 
disadvantaged because of a protected characteristic, without an objectively justifiable reason. 

If there is no positive or negative impact on any of the Nine Protected Characteristics go to 
Section 7 
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3. Equality Impact Analysis: Local Profile Data 

      

Local Profile/Demography of the Groups affected (population figures)  

General  North Lincolnshire sits on the south side of the Humber 
estuary.  There are 21 GP practices covering a population 
of approximately 167,400(2012)  

Age Population remains slightly older than the national and 
regional average.  This trend looks to continue; by 2015 
population is expected to rise by a further 8% and the older 
population by 26%.  This compares with 5.5%and 17% 
respectively across the country as a whole. 

Race The Census 2011 indicates the race of the population in 
North Lincolnshire CCG as:   

White 96.7% 
Mixed 2.7% 
Asian 0.3% 
Black 0.3 % 

Sex The gender split in the North Lincolnshire CCG area is 49.3 
% male and 50.7 % female (2011 Census) 

Gender reassignment There are not any official statistics nationally or regionally 
regarding transgender populations, however, GIRES 
(Gender Identity Research and Education Society - 
www.gires.org.uk) estimated that, in 2007, the prevalence 
of people who had sought medical care for gender variance 
was 20 per 100,000, i.e. 10,000 people, of whom 6,000 had 
undergone transition. 80% were assigned as boys at birth 
(now trans women) and 20% as girls (now trans men). 
However, there is good reason, based on more recent data 
from the individual gender identity clinics, to anticipate that 
the gender balance may eventually become more equal. 

Disability The 2011Census information showed that 19.3% were 
living with disabilities.  
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Sexual Orientation In relation to sexual orientation, local population data is not 
known with any certainty. In part, this is because until 
recently national and local surveys of the population and  

people using services did not ask about an individual’s 
sexual orientation. However, nationally, the Government 
estimates that 5% of the population are lesbian, gay or 
bisexual communities. In North Lincolnshire CCG area  we 
can estimate the numbers to be in the region of 8,000 
people 

Religion, faith and 
belief 

According to the 2011 Census, 66% of the population 
identified themselves as Christian and 0.3% of the 
population is made up of other religions. 

The remainder of the population (31.1 %) did not state 
anything or stated ‘no religion’. 

Marriage and civil 
partnership 

This protected characteristic generally only applies in the 
workplace. Data from the Office of National Statistics 
covering the period 2008-2010 indicates that there were 
18,049 Civil Partnerships in England and Wales during this 
3 year period – 52% men and 48% women. 

Pregnancy and 
maternity 

There are no figures available for pregnancy and maternity. 
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4. Equality Impact Analysis: Equality Data Available 
      
   

Is any Equality Data available 
relating to the use or 
implementation of this 
policy, project or function?   
Equality data is internal or external information 
that may indicate how the activity being 
analysed can affect different groups of people 
who share the nine Protected Characteristics – 
referred to hereafter as ‘Equality Groups’.  
 
Examples of Equality Data include: (this list is 
not definitive)   
1. Application success rates Equality Groups  

2. Complaints by Equality Groups  

3. Service usage and withdrawal of services by 
Equality Groups  

4. Grievances or decisions upheld and 
dismissed by Equality Groups 

5. Previous EIAs 

 

 
 Yes    
     
 

 No   
 
Where you have answered yes, please incorporate this data 
when performing the Equality Impact Assessment Test (the next 
section of this document).  
 
 
Provision of relevant equality data has been agreed as 
part of the future commissioning arrangements for 
the complaints / PALS service through a voluntary 
questionnaire. 

List any Consultation e.g. 
with  employees, service 
users, Unions or members of 
the public that has taken 
place in the development or  
implementation of this 
policy,  project or function  
 

The policy has undergone consultation with the North 
Yorkshire and Humber Commissioning Support unit. 
 
The contents of this policy is based on similar policies 
which have been agreed and adopted by several 
North Yorkshire and Humber CCGs. 
 

Promoting Inclusivity 
How does the project, 
service or function 
contribute towards our aims 
of eliminating discrimination 
and promoting equality and 
diversity within our 
organisation 

The ethos of the IFR process ensures that decisions 
are made based on clinical grounds and that people 
are not disadvantaged because of a protected 
characteristic, without an objectively  justifiable 
reason. 
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5. Equality Impact Analysis: Assessment Test 
      

     What impact will the implementation of this policy, project or 
function have on employees, service   
   users or other people who share characteristics protected by The 
Equality Act 2010 ? 
    

 Protected   
 Characteristic: 

   

No 
Impact: 

   

Positive 
Impact:  

    

Negative 
Impact:  

   

 Evidence of 
impact and if 
applicable, 
justification   
 where a Genuine 
Determining 
Reason exists   

Gender  
(Men and 
Women)  

 

 
   

Race  
(All Racial 
Groups)     

 

 

   

Disability 
(Mental and 
Physical)   

 

 

   

Religion or 
Belief 

 

 

   

Sexual 
Orientation   
(Heterosexual, 
Homosexual  
and Bisexual) 

 
 

 

   

Equality Impact Analysis: Assessment Test (continued) 
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     What impact will the implementation of this policy, project or 
function have on employees, service   
   users or other people who share characteristics protected by The 
Equality Act 2010 ?     

    

 Protected   
 Characteristic:  
   

   

No 
Impact: 

   

Positive 
Impact:  

    

Negative 
Impact:  
     

     

 Evidence of 
impact and if 
applicable, 
justification   
 where a Genuine 
Determining 
Reason exists   

Pregnancy and  
Maternity      

 

 

   

Transgender    

 

   

Marital Status  

 

   

Age   

 

   

 
 
 
 

6. Action Planning 
      

As a result of performing this analysis, what actions are proposed to 
remove or reduce any risks of adverse outcomes identified on 
employees, service users or other people who share characteristics 
protected by The Equality Act 2010 ?     

    

  Identified Risk:   
   

   

 Recommended 
Actions:  

   

Responsible 
Lead:  

    

Completion 
Date:  

     

Review 
Date:   
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There are no identified 
risks 
 
 

    

 
 
 
 
 

    

 
 
 
 
 

    

 
 
 
 
 

    

 
 
 
 

    

     
 

7. Equality Impact Analysis Findings 
 
 

Analysis 
Rating: 
        

� Red � Red/Amber � Amber ⭕ Green 
 

 Actions Wording for Policy / 
Project / Function 

Red 
 
Stop and 
remove 
the policy 

Red: As a result of 
performing the 
analysis, it is evident 
that a risk of 
discrimination exists 
(direct, indirect, 
unintentional or 
otherwise) to one or 
more of the nine 
groups of people who 
share Protected 
Characteristics. It is 
recommended that 
the use of the policy 
be suspended until 
further work or 
analysis is performed.  

Remove the policy 
 
Complete the action plan 
above to identify the areas 
of discrimination and the 
work or actions which 
needs to be carried out to 
minimise the risk of 
discrimination. No wording needed as policy is 

being removed 
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Red 
Amber 
 
Continue 
the policy 

As a result of 
performing the 
analysis, it is evident 
that a risk of 
discrimination exists 
(direct, indirect, 
unintentional or 
otherwise) to one or 
more of the nine 
groups of people who 
share Protected 
Characteristics. 
However, a genuine 
determining reason 
may exist that could 
legitimise or justify the 
use of this policy and 
further professional 
advice should be 
taken. 

The policy can be 
published with the EIA 
 
List the justification of the 
discrimination and source 
the evidence (i.e. clinical 
need as advised by NICE). 
 
Consider if there are any 
potential actions which 
would reduce the risk of 
discrimination. 
 
Another EIA must be 
completed if the policy is 
changed, reviewed or if 
further discrimination is 
identified at a later date. 

As a result of performing the 
analysis, it is evident that a risk 
of discrimination exists (direct, 
indirect, unintentional or 
otherwise) to one or more of 
the nine groups of people who 
share Protected 
Characteristics. However, a 
genuine determining reason 
exists which justifies the use of 
this policy and further 
professional advice. 
 
[Insert what the 
discrimination is and the 
justification of the 
discrimination plus any 
actions which could help  
what reduce the risk] 

 

Equality Impact Findings (continued): 
 
 Actions Wording for Policy / Project 

/ Function 

Amber 
 
Adjust 
the 
Policy 

As a result of 
performing the 
analysis, it is 
evident that a risk 
of discrimination 
(as described 
above) exists and 
this risk may be 
removed or 
reduced by 
implementing the 
actions detailed 
within the Action 
Planning section of 
this document. 

The policy can be 
published with the EIA 
 
The policy can still be 
published but the 
Action Plan must be 
monitored to ensure 
that work is being 
carried out to remove 
or reduce the 
discrimination. 
 
Any changes identified 
and made to the 
service/policy/ 
strategy etc. should be 
included in the policy. 
 
Another EIA must be 
completed if the policy 
is changed, reviewed 
or if further 
discrimination is 
identified at a later 

As a result of performing the analysis, it 
is evident that a risk of discrimination (as 
described above) exists and this risk may 
be removed or reduced by implementing 
the actions detailed within the Action 
Planning section of this document. 
 
[Insert what the discrimination is and 
what work will be carried out to 
reduce/eliminate the risk] 
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date. 

Green 
 
No 
major 
change 

As a result of 
performing the 
analysis, the policy, 
project or function 
does not appear to 
have any adverse 
effects on people 
who share 
Protected 
Characteristics and 
no further actions 
are recommended 
at this stage. 

The policy can be 
published with the EIA 
 
Another EIA must be 
completed if the policy 
is changed, reviewed 
or if any discrimination 
is identified at a later 
date 

As a result of performing the analysis, 
the policy, project or function does not 
appear to have any adverse effects on 
people who share Protected 
Characteristics and no further actions 
are recommended at this stage. 

 
Brief 
Summary/ 
Further 
comments 

 

 

Approved By 

Job Title: Name: Date: 
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APPENDIX 8 

Sustainability Impact Assessment 

Staff preparing a policy, Governing Body (or Sub-Committee) report, service development or 
project are required to complete a Sustainability Impact Assessment (SIA). The purpose of 
this SIA is to record any positive or negative impacts that this is likely to have on 
sustainability. 

Title of the document Individual Funding Request Policy and Procedure 
What is the main purpose 
of the document 

To demonstrate a clear process for decision making 

Date completed  
Completed by  
 

Domain Objectives Impact of 
activity 
Negative = -
1 
Neutral = 0 
Positive = 1 
Unknown = ? 
Not 
applicable = 
n/a 

Brief description 
of impact 

If negative, how 
can it be 
mitigated? 
If positive, how 
can it be 
enhanced? 

Travel Will it provide / improve / 
promote alternatives to car 
based transport? 
Will it support more 
efficient use of cars (car 
sharing, low emission 
vehicles, environmentally 
friendly fuels and 
technologies)? 
Will it reduce ‘care miles’ 
(telecare, care closer) to 
home? 
Will it promote active 
travel (cycling, walking)? 
Will it improve access to 
opportunities and facilities 
for all groups? 

 
 
 
 
0 

Patients will be 
required to travel to 
providers of 
healthcare to 
receive their 
treatment. 

 

Procurement Will it specify social, 
economic and 
environmental outcomes 
to be accounted for in 
procurement and delivery? 
Will it stimulate innovation 
among providers of 
services related to the 
delivery of the 
organisations’ social, 
economic and 
environmental objectives? 
Will it promote ethical 
purchasing of goods or 

 
 
 
 
1 

Where possible 
treatments will be 
collaboratively 
commissioned 
seeking to 
maximise clinical 
and cost effective 
services. 
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services? 
Will it promote greater 
efficiency of resource 
use? 
Will it obtain maximum 
value from 
pharmaceuticals and 
technologies (medicines 
management, prescribing, 
and supply chain)? 
Will it support local or 
regional supply chains? 
Will it promote access to 
local services (care closer 
to home)? 
Will it make current 
activities more efficient or  
alter service delivery 
models 

Facilities 
Management 

Will it reduce the amount 
of waste produced or 
increase the amount of 
waste recycled? 
Will it reduce water 
consumption? 

 
n/a 

  

Workforce Will it provide employment 
opportunities for local 
people? 
Will it promote or support 
equal employment 
opportunities? 
Will it promote healthy 
working lives (including 
health and safety at work, 
work-life/home-life 
balance and family friendly 
policies)? 
Will it offer employment 
opportunities to 
disadvantaged groups? 

 
 
 
 

n/a 

  

Community 
Engagement 

Will it promote health and 
sustainable development? 
Have you sought the 
views of our communities 
in relation to the impact on 
sustainable development 
for this activity? 

 
 

n/a 

  

Buildings Will it improve the 
resource efficiency of new 
or refurbished buildings 
(water, energy, density, 
use of existing buildings, 
designing for a longer 
lifespan)? 
Will it increase safety and 
security in new buildings 
and developments? 
Will it reduce greenhouse 
gas emissions from 

 
 
 
 
 

n/a 
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transport (choice of mode 
of transport, reducing 
need to travel)? 
Will it provide sympathetic 
and appropriate 
landscaping around new 
development? 
Will it improve access to 
the built environment? 

Adaptation to 
Climate 
Change 

Will it support the plan for 
the likely effects of climate 
change (e.g. identifying 
vulnerable groups; 
contingency planning for 
flood, heat wave and other 
weather extremes)? 

 
 

n/a 

  

Models of 
Care 

Will it minimising ‘care 
miles’ making better use 
of new technologies such 
as telecare and telehealth, 
delivering care in settings 
closer to people’s homes? 
Will it promote prevention 
and self-management? 
Will it provide evidence-
based, personalised care 
that achieves the best 
possible outcomes with 
the resources available? 
Will it deliver integrated 
care, that co-ordinate 
different elements of care 
more effectively and 
remove duplication and 
redundancy from care 
pathways? 

 
 
 
 
 
1 

Commissioning 
policies are 
evidence based 
and where 
appropriate 
supported by 
clinical network 
structures and 
processes.  They 
will also support 
the introduction of 
new technologies 
as appropriate. 
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APPENDIX 9 
 
TREATMENTS/PROCEDURES 
 

1. General Surgery 
 
1.1 Haemorrhoidectomy and Haemorrhoidopexy 
1.2 Circumcision 
1.3 Cholecystectomy 
1.4 Lithotripsy for Gallstones 
1.5 Varicose Veins 
1.6 Surgical Procedures for Religious Reasons 
1.7 Anal Skin Tags 
1.8 Anal Fissures 
1.9 Endoscopic Thoracic Sympathectomy 

 
2. Cosmetic Surgery 

 
2.1 Removal of Tattoos 
2.2 Laser Hair Removal for Hirstuism 
2.3 Correction of Prominent Ears (Pinnaplasty) 
2.4 Rhinoplasty 
2.5 Abdominoplasty/apronectomy 
2.6 Breast Surgery 
2.7 Labiaplasty 
2.8 Plastic/Cosmetic Procedures 

 
3. Dermatology 

 
3.1 Acne 
3.2 Actinic Keratoses 
3.3 Allergy 
3.4 Eczema 
3.5 Cysts 
3.6 Molluscum Contagiosum 
3.7 Psorasis 
3.8 Uriticaria 
3.9 Viral Warts 
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4. Obestetrics/Gynaecology/Urology 
 

4.1 Female Sterilisation 
4.2 Diagnostic Dilation and Curettage (D&C) 
4.3 Reversal of Male and Female Sterilisation 
4.4 Vasectomy 
4.5 Cryosurgery and High Intensity Focussed Ultrasound (Prostate 

Cancer) 
4.6 Paraurethral Silicone Injections 
4.7 Macroplastigue 
4.8 Epididymal Cyst 
4.9 Excision of Hydrocele 

 
5. Ophthalmology 

 
5.1 Surgery and Laser Treatment for Short Sight and Refractive Errors 
5.2 Screening for Diabetic Retinopathy 
5.3 Screening for Glaucoma 
5.4 Radiotherapy for Dysthyroid Eye Disease 
5.5 Blepharoplasty 
5.6 Chalazion 
5.7 Entropian 
5.8 Ectropian 
5.9 Epithoria 
5.10 Blephritis 
5.11 Pingueculum 
5.12 Cyst of Moll 
5.13 Cyst of Zeis 
5.14 Eyelid Papillomas and Skin Tags 

 
6. Ear Nose and Throat 

 
6.1 Tonsillectomy 
6.2 Grommets 
6.3 Sleep Apnoea 

 
7. Other Interventions 

 
7.1  Chronic Fatigue Syndrome 
7.2 Acupuncture 
7.3 Homeopathy 
7.4 Photodynamic Therapy other than for ARMD 
7.5 Awaited NICE guidelines 
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8. Neurology and Neurosurgery 
 

8.1 Pain Management Programmes using Cognitive Behavioural Approach 
8.2 Facet Joint Blocks 

 
9. Orthopaedic Surgery / Rheumatology 

 
9.1 Treatment (including surgery) outside National Guidelines for Acute 

Low Back Pain 
9.2 Spinal cord Stimulation for Intractable Chronic Pain 
9.3 Therapeutic Ultrasound in Physiotherapy 
9.4 Geriatric Orthopaedic Rehabilitation Units 
9.5 Cephalocondylic Intramedullary Nails Versus Extramedullary Implants 

for Extracapsular Hip Fractures in Adults 
9.6 Autologous Cartilage Transplantation 
9.7 Illizarov Frames 
9.8 Clucosamine, Chondroitin, Intra-articular Hyaluronic Acid Derivatives, 

Electro-acupuncture 
9.9 Arthroscopic lavage and Debridement (for Osteoarthritis and the term 

Gelling) 
9.10 9.10 Carpal Tunnel 
9.11 Tendon Reconstruction 
9.12 Wedge Resection of In-growing Toenail including Zadek’s procedure 
9.13 Bunions 
9.14 Dupuytren’s Contracture 

 
10. Minor Interventions 

 
10.1 Removal of Minor Skin Lesions 
10.2 Ganglions 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



  

56 
  
 
 

 
TREATMENT / PROCEDURES 
 

1. General Surgery 
Interventions Prior Approval Framework 
1.1 Haemorrhoidectomy and 
Haemorrhoidopexy 

Prior approval is not required for patients who have: 
1st or 2nd grade haemorrhoids with severe symptoms which 
have failed to respond to conservative management for 6 
months.  
3rd or 4th degree haemorrhoids 
Symptoms suggestive of systemative disease e.g. inflammatory 
bowel disease 
NB if symptoms of suspected cancer are present then patient to 
be referred under the 2 week rule  
Definition of degrees of haemorrhoids 

• First degree; the haemorrhoids remain inside at all 
times. 

• Second degree: the haemorrhoids extend out of the 
rectum during a bowel movement but return on their 
own. 

• Third degree: the haemorrhoids extend out during a 
bowel movement but can be pushed back inside. 

• Fourth degree: the haemorrhoid is always outside. 
All other symptoms require prior referral  
Prior approval is not required for patients with prolapsed 
internal/external haemorrhoids, causing recurrent bleeding, 
faecal soiling, itching or pain, who have had failed conservative 
treatment or haemorrhoids that cannot be reduced. All other 
circumstances require prior approval. 

1.2 Circumcision This procedure is not routinely commissioned unless there is 
evidence of ONE of the following clinical indications: 
   

• Balanitis Xerotica Obliterans (BXO) (chronic 
inflammation leading to a rigid fibrous foreskin) in males 
aged 9 years and over 

• Potentially malignant lesions of the prepuce or those 
causing diagnostic uncertainty 

 
Prior approval is required through the Individual Funding 
Review Panel (IFR) for the following: 
 

• Balanitis Xerotica Obliterans in males aged under 9 
years 

• Recurrent severe balanoposthitis 
• Recurrent trauma to the foreskin on intercourse  

 
1.3 Cholecystectomy Primary Care 

Information on the clinical management of gall stones and 
associated conditions  
Referral to Secondary Care Services 
Referral for a surgical opinion should only be made if there are 
any of the following circumstances.  
• Symptomatic Gallstones  
• Asymptomatic gallstones with abnormal liver function tests 
results  
• Gall bladder polyps on ultrasound  
• Symptomatic gall bladder ‘sludge’ on ultrasound  
• In Addition the following information should also be available. 
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• A recent ultrasound report has been conducted prior to 
referral  
A liver function test report has been conducted within 1 month 
of referral  
In order to ensure effective implementation of this guidance, 
GPs referring patients for surgical intervention for 
Cholecystectomy (whether secondary care or intermediate care 
/ GPwSI services) should fill in the attached referral form which 
should be forwarded to the relevant Acute Trust. Completing 
the form will clinical audit. 

1.4 Lithotripsy for Gallstones Prior approval is not required for patients who are 75 years and 
over or patients at risk from surgery. Prior Approval is required 
for all other cases. 
 
NLaG do not undertake this procedure. Where prior approval is 
required this must be sought before a referral is made to a 
tertiary centre. 

1.5 Varicose Veins NHS North Lincolnshire CCG grade the severity of varicose 
veins with the following criteria: 
 
• Grade 0 – Thread / Flare veins 
• Grade I – Minor / moderate varicose veins 
• Grade II - Moderate or symptomatic varicose vein 
• Grade III - Extensive or severely symptomatic varicose 
veins, including skin changes and bleeding  
• Grade IV - Severe signs of venous insufficiency 
• Grade V - Active leg ulceration 
 
NHS North Lincolnshire CCG will not routinely commission 
surgery for Grade 0 to Grade II. Conservative management in 
primary care may include advice on: 
 
• Walking and exercise 
• Avoidance of activities that exacerbate symptoms e.g. 
prolonged sitting or standing 
• Elevation of the legs when sitting down to increase 
venous return 
• Losing weight, if appropriate 
• Compression hosiery to relieve leg swelling associated 
with varicose veins (especially in pregnancy) 
NHS North Lincolnshire CCG will commission referral to a 
secondary care vascular service for patients with Grade III and 
Grade V with any of the following symptoms (that indicate a 
higher likelihood of disease progression): 
 
• Bleeding varicose veins (immediate referral required) 
• Symptomatic primary or recurrent varicose veins that 
are causing pain, aching, discomfort, swelling, heaviness or 
itching 
• Lower-limb skin changes, such as pigmentation or 
eczema, thought to be caused by chronic venous insufficiency 
• Superficial vein thrombosis (characterised by the 
appearance of hard, painful veins) and suspected venous 
incompetence 
• A venous leg ulcer (a break in the skin below the knee 
that has not healed within 2 weeks) 
• A healed venous leg ulcer 
 
After clinical assessment and the use of duplex ultrasound to 
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confirm the diagnosis of varicose veins and the extent of truncal 
reflux (venous blood flowing backwards due to valves not 
working properly), NHS North Lincolnshire CCG will 
commission appropriate interventional treatment or surgery for 
patients presenting with Grade III – Grade V varicose veins  (in 
line with NICE CG168). 
 
Interventional treatment may include endothermal ablation 
(NICE IPG8 and IPG52), or, if this is unsuitable, ultrasound 
guided foam sclerotherapy (NICE IPG 440). Surgery 
(traditionally involving ‘stripping’ of the three superficial truncal 
veins under general anaesthetic) will only be commissioned in 
patients in whom these treatments are unsuitable. 
 
Interventional treatment for varicose veins in pregnancy will not 
be commissioned unless exceptional circumstances apply and 
agreement is sought via the IFR Panel. 
 
Compression hosiery for symptomatic varicose veins should not 
be offered unless interventional treatment is unsuitable. 
 
NHS North Lincolnshire CCG will not routinely commission 
Transilluminated Powered Phlebectomy or Endovenous 
Mechanochemical Ablation (NICE IPG435 and IPG37) to treat 
varicose veins, due to inadequate evidence on the safety and 
efficacy of these techniques. 

1.6 Surgical Procedures for 
Religious Reasons 

Requests for surgical procedures for religious reasons will not 
be considered. 

1.7 Anal Skin Tags Not routinely Commissioned All circumstances require prior 
approval. 
 
The clinical and/or functional rationale for excision must be 
provided in order to consider any requests. The request needs 
to include details of whether general anaesthetic is required 

1.8 Anal Fissures The Patient should meet at least one of the following criteria: 
 
Multiple, off the midline, large, or irregular (atypical fissures) 
should be referred, as these may be the manifestation of 
underlying disease. 
 
 
 
Chronic fissures that have not healed after 8 weeks of 
treatment with topical GTN or Diltiazem 2% ointment. 
 
Suspicion of underlying cancer. For detailed. 

1.9 Endoscopic Thoracic 
Sympathectomy 

All cases require prior approval. Consideration will only be 
given to cases where it can be demonstrated that symptoms 
persist despite conservative methods of management including; 

• Topical agents such as prescription antiperspirants, 
including aluminium antiperspirants have been tried for 
a period of at least 3 months 

• Medication – (Anticholinergics drugs such as 
glycopyrrolate (Robinul, Robinul-forte) may help to 
prevent the stimulation of sweat glands or Beta-
blockers or benzodiazepines may help reduce stress-
related sweating) 

• Botulinum Toxin Type A (Botox) in accordance with the 
clinical guidline 
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• Iontophoresis 
Endoscopic Thoracic Sympathectomy does not work as well for 
those with excessive armpit sweating. 

2. Cosmetic Surgery 
Intervention Prior Approval Framework 
2.1 Removal of Tattoos All patients require prior approval. Consideration will only be 

given to cases where the clinical rationale is detailed and in 
accordance with the evidence base. Examples include; 

• Recurrent infection 
• Tattoo is result of trauma inflicted against the patient’s 

will or under duress 
• The patient was a child and not responsible for his/her 

actions at the time of tattooing. 
2.2 Laser Hair removal for 
Hirstuism 

All cases require prior approval. Consideration will only be 
given to cases for patients who: 

• have undergone reconstructive surgery leading to 
abnormally located hair-bearing skin 

• have a proven underlying endocrine disturbance 
resulting in hirsutism (e.g. polycystic ovary syndrome) 

• are undergoing treatment for pilonidal sinuses to 
reduce recurrence 

These are not automatic exceptions. Cases should show what 
treatment has already been tried. If no treatment has been 
tried, detailed rationale must be provided to explain why 
For Gender Dysphoria patients please refer to NHS England. 

2.3 Correction of Prominent Ears 
(Pinnaplasty 

All cases require prior approval. Consideration will be given to 
cases where the patient is between the age of 5 and 19 years 
(preferably below 14 years), and where the patient has 
congenital and acquired earlobe deformity or where there is 
substantial psychological distress e.g., bullying at school issues 
i.e. dealing with the bullying prior to consideration of 
exceptional circumstances. 
 
Approval will need to be sought for an initial assessment by 
plastic surgeon prior to surgery being considered 
In cases of psychological distress requests should state the 
mental health impact on the patient and demonstrate what 
other steps have been taken to address these. 

2.4 Rhinoplasty All cases require prior approval. Consideration will not be given 
to cosmetic Rhinoplasty. 
 
Rhinoplasty may be considered medically necessary only in 
limited circumstances and where the case details clinical 
rationale in accordance with the evidence base as follows: 
1. When it is being performed to correct a nasal deformity 
secondary to congenital cleft lip and/or palate; 
2. Upon individual case review, to correct chronic non-septal 
nasal airway obstruction from vestibular stenosis (collapsed 
internal valves) due to trauma, disease, or congenital defect, 
when all of the following criteria are met: 

• Airway obstruction will not respond to septoplasty and 
turbinectomy alone; and 

• Nasal airway obstruction is causing significant 
symptoms (e.g,, chronic rhinosinusitis, difficulty 
breathing); and 

• Obstructive symptoms persist despite conservative 
management for three months or greater, which 
includes, where appropriate, nasal steroids or 
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immunotherapy; and 
• Photos demonstrate an external nasal deformity: and  
• There is an average 50% obstruction of both nares 

(e.g. 50% obstruction of both nares, or 75% obstruction 
of one nare and 25% obstruction of other nare, or 100% 
obstruction of one nare), documented by endoscopy, 
CT scan or other appropriate imaging modality. 
 

There are, however contra indication that need to be addressed 
such as: 
 

• Unstable mental status (e.g. unstable patient with 
schizophrenia) 

• Unrealistic patient expectations 
• Previous rhinoplasty within the last 9-12 months 

(applies only to major rhinoplasty) 
• Poor perioperative risk profile 
• History of too many previous rhinoplasties, resulting in 

an atrophic skin-soft tissue envelope and significant 
scarring 

• Nasal cocaine users. 
2.5 Abdominoplasty/Apronectomy All cases require prior approval. Consideration will only be 

given to medically necessary circumstances and where cases 
detail clinical rationale in accordance with the evidence base. 
Abdominoplasty/apronectomy for patients who have lost a 
significant amount of weight and have been left with an 
overhang of skin are not supported unless exceptional 
circumstances can be demonstrated to address a specific 
clinical need, where treatments have failed (for example, it may 
be considered where the patient experiences persistent and 
recurring infections within the folds of the skin that have failed 
to respond to treatment). 
 
Cases that may be considered by the IFR Panel as exceptional 
are as follows: - Abdominoplasty and apronectomy may be 
offered to the following groups of patients who should have 
achieved a stable BMI between 18 and 27 Kg/m2 and be 
suffering from severe functional problems: 

• Those with scarring following trauma or previous 
abdominal surgery 

• Those who are undergoing treatment for morbid obesity 
and have excessive abdominal skin folds 

• Previously obese patients who have achieved 
significant weight loss and have maintained their weight 
loss for at least two years 

• Where it is required as part of abdominal hernia 
correction or other abdominal wall surgery 

Severe Functional problems include: 
• Recurrent interigo beneath the skin fold 
• Experiencing severe difficulties with daily living i.e. 

ambulatory restrictions 
• Where previous post trauma or surgical scarring 

(usually midline vertical. 
2.6 Breast Surgery Prior approval is not required for patients who have asymmetry 

due to burns or breast cancer surgery.  All other patients 
require prior approval. 
 
Breast Enlargement 
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All cases require prior approval. Consideration will not be given 
to ‘small’ but normal breasts or for breast tissue involution 
(including post partum changes). 
Consideration may be given for women with an absence of 
breast tissue unilaterally or bilaterally, or in women with 
significant degree of asymmetry of breast shape and/or volume 
as a result of; 

• Trauma to the breast during or after development 
• Congenital amastia (total failure of breast 

development) 
• Endocrine abnormalities 
• Developmental asymmetry 

 
Breast Reduction 
All cases require prior approval. Exceptional circumstances 
may be considered for breast reduction surgery by showing all 
of the following circumstances; 

• The patient is suffering from neck ache, backache 
and/or intertrigo symptoms 

• The patient has a body mass index (BMI) of less than 
30 kg/m2 which has been maintained for one year 

These are not automatic exceptions.  
 
Revisional Surgery 
All cases require prior approval. Where revisional surgery is 
being carried out for implant failure, consideration will be given 
to cases where clinical need is demonstrated for replacement 
i.e. substantial evidence of physical harm from current implants, 
and where the patient meets the policy for augmentation at the 
time of revision. Prior approval is not required for NHS post 
breast cancer patients who have scar revision within 2 years of 
concluding full cancer treatment. 
 
Gynaecomastia 
Caution must be taken that male breast cancer is not mistaken 
for gynaecomastia, if there is any doubt, an urgent consultation 
with an appropriate specialist should be obtained - prior 
approval is not required for this. 
 
 
 
 
All other cases require prior approval. Consideration will only be 
given to patients where post pubertal and of normal BMI (<= 25 
Kg/m2) and where exceptional circumstances can be 
demonstrated. 
 
Screening for endocrinological and drug related causes and/or 
psychological distress prior to consultation with a plastic 
surgeon will be required. 
 
Liposuction may form part of the treatment plan for this 
condition. 

2.7 Labiaplasty North Lincs CCG will commission reconstructive 
labiaplasty/vaginaplasty following surgery for cancer. 
 
All other requests for labiaplasty and vaginaplasty require prior 
approval by the individual funding panel. North Lincs CCG will 
only commission labiaplasty where medically necessary  AND 
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secondary to  
• Significant developmental or endocrine abnormalities 

OR 
• Repair after trauma (including childbirth) 

It will not be commissioned to improve appearance or to restore 
vaginal tone. 

2.8 Plastic/Cosmetic Procedures When commissioning plastic surgery NHS North Lincs has to 
ensure that there is appropriate access to services for patients 
who are undergoing treatment for: 
Trauma and surgery; 

• acute repair and acute reconstruction  
• Cancer surgery and reconstruction  
• Burns; acute care and reconstruction  

 
North Lincs CCG will routinely commission plastic surgery in 
these circumstances and patients may be referred directly to 
secondary care. 
 
Cosmetic surgical procedures for the correction of changes 
associated with age, pregnancy, weight or because of 
unhappiness with body image are of low priority. These will not 
be routinely commissioned from or performed by 
secondary/tertiary services in Plastic Surgery, Dermatology, 
General Surgery, Ophthalmology, or any other specialty, or 
from primary care based Minor Surgery Services, unless 
exceptional clinical need can be demonstrated and prior 
approval given by the   Commissioning Support Unit Individual 
Funding Request Panel. 
 
A patient may be considered to be exceptional to the general 
policy if both the following apply: 
He/she is different to the general population of patients who 
would normally be refused the healthcare intervention, and  
There are good grounds to believe that the patient is likely to 
gain significantly more benefit from the intervention than might 
be expected for the average patient with that particular 
condition.  
 
 
 
 
 
Only evidence of clinical need will be considered.  Factors such 
as gender, ethnicity, age, lifestyle or other social factors such 
as employment or parenthood will not be considered. 

3. Dermatology 
Intervention Prior Approval Framework 
3.1 Acne Patients with acne can be managed in primary care.  Map of 

Medicine for Acne Treatment guidelines available. 
Referral to consultant led/GPWSI Service. 
Patients  should be referred to a specialist service such as 
GPwSI in dermatology, or to secondary care if they: 

• Have  a variant of acne such as acne fulminans or 
gram negative folliculate 

• Severe or nodulocystic and could benefit from oral 
isotretinon 

• Severe social or nodulocystic acne and could benefit 
from oral isotretonin 

• Severe social or psychological problems, dysmorphobia 
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• At risk of or developing scarring despite primary are 
therapies 

• Moderate acne that has failed to respond to treatment 
which has included to courses of oral antibiotic such 
lasting 3 months 

• Are suspected of having an underlying 
endococinological cause for the acne 

Cosmetic treatment for scarring criteria is not routinely 
commissioned  in individual   funding requires referral approval 
should be sought through the North Yorkshire and Humber 
Commissioning Support Unit. 

3.2 Actinic Keratoses No referral to secondary care for mild aks – guidelines for 
treatment available on map of medicine. 
 
Referral for severe AK's when there may be a possibility of 
invasive malignancy: these are thicker and harder and may 
have an infiltrated base. 

3.3 Allergy Only referral to dermatology if there is a dermatological 
manifestation. 
 
Patients with wheeze, food allergy or anaphylaxis should not be 
referred s to dermatology – adult patient should be referred to 
consultant immunologist, children to consultant paediatrician.  
All other request should be submitted to individual funding 
request. 

3.4 Eczema Referral to secondary care for patients who have any of the 
following: 

• Severe infection with herpes simplex 
• Severe disease and not responded to therapy in 

primary care 
• Rash becomes infected with bacteria (manifest as 

weeping, crusting or the development of pustules) and 
treatment with an oral antibiotic plus a topical 
corticosteroid has failed  

• The risk is giving rise to severe social or psychological 
problems: sleeplessness and school absenteeism 

 Excessive amounts of potent topical corticosteroids. 
3.5 Cysts All cysts can be removed where there is diagnostic uncertainty.  

The removal of benign skin lesions is not routinely 
commissioned for cosmetic reasons. 
 
Under the Minor Surgery Directed Enhanced Service, GP 
practices may undertake: 
incisions of abscesses for patients experiencing pain, bleeding 
when shaving, lesions which are infected, lesion catches on 
clothes. 
 
Excision of sebaceous cysts where there is a history of 
recurrent infections (two or more episodes). 
Referral to Secondary Care services 
Procedures for referral to an appropriate alternative provider 
include: 

• lesions suspicious of being a basal cell carcinoma 
(BCC) or squamous cell carcinoma (SCC) and 
melanomas. 

• Lesions of uncertain significance where a histological 
diagnosis is required should be seen and managed by 
an accredited clinician who has links with the local skin 
cancer MDT. This would include secondary care 



  

64 
  
 
 

dermatologists and also (where commissioned) 
GPwSIs. 

• sebaceous cysts which would be appropriate for 
removal under this enhanced service, but where the 
patient has a history of keloid scarring or hypertrophic 
scarring. 

• sebaceous cysts which would be appropriate for 
removal under this enhanced service, but where the 
lesion lies in a position which is not appropriate for 
removal in primary care e.g. face or centre of spine. 
 

All other requests must have prior approval through Individual 
Funding request panel. 

3.6 Molluscum Contagiosum Patients need to be managed in primary care. Referral to the 
dermatology dept should only be made if patients have either of 
the following: 
molluscum contagiosum in immunosuppressed patients  
OR 
molluscum contagiosum causing significant problems in the 
management of atopic eczema. 
 
All other requests for referral for secondary care should have 
prior approval from individual funding request panel., Finding 
should not be  routinely commissioned for cosmetic reasons 

3.7 Psorasis Patients should be managed in primary care. Patients should 
be referred to secondary care if they have any of the following:  

• generalised pustular or erythrodermic psoriasis  
• psoriasis is acutely unstable  
• widespread symptomatic guttate psoriasis that would 

benefit from phototherapy. 
•   

Consider referring to GPwSI/secondary care in any of the 
following circumstances: 

• the condition is causing severe social or psychological 
problems; prompts to referral should include 
sleeplessness, social exclusion, and reduced quality of 
life or self-esteem  

• the rash is sufficiently extensive to make self-
management impractical  

• the rash is in a sensitive area (such as face, hands, 
feet, genitalia) and the symptoms particularly 
troublesome  

• the rash is leading to time off work or school sufficient 
to interfere with employment or education  

• they require assessment for the management of 
associated arthropathy (refer to rheumatology)  

• ·the rash fails to respond to management in general 
practice.  
 

Failure of previous treatment is probably best based on the 
subjective assessment of the patient. Sometimes failure occurs 
when patients are unable to apply the treatment themselves. 

3.8 Uriticaria Patients should be referred to secondary care if they have 
unusual or complicated urticaria (e.g. suspected urticarial 
vasculitis or hereditary amigo-oedema), or common urticaria 
which has failed to respond to conservative management. 
 
Prior to referral: 
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Referral of patients with common urticaria should only be made 
if the cause of the urticaria has been investigated and rectified 
where possible by avoidance of causative agent (e.g. 
medications, food) or treatment with anti-histamines or 
prednisolone (see guidelines above). 

3.9 Viral Warts Patients should be managed in Primary Care. Referral to 
dermatology dept should only be made for: 

• viral warts on face – any age  
• viral warts in immunosuppressed patients  
• if there is doubt about the diagnosis and concern about 

possible malignancy (e.g. a solitary lesion in a sun-
exposed site in a patient over the age of 40)  

 
Prior to referral: 
Referral of patients with hand warts and plantar warts should 
only be made if patients have had initial treatment in primary 
care or the community (e.g. podiatrist) and have failed to 
respond to treatment (unless the referral criteria above apply). 
Where there are exceptional circumstances, referral should be 
made to the Commissioning Support Unit Individual Funding 
Request panel. 

4. Obstetrics/Gynaecology/Urology 
Intervention Prior Approval Framework 
4.1 Female Sterilisation All cases require prior approval except where sterilisation is 

undertaken at the same time as a surgical Termination of 
Pregnancy (TOP) or other gynaecological operative procedure. 
In cases where sterilisation is undertaken at the same time as a 
TOP it is expected that the patient is provided with appropriate 
counselling and cooling off period in accordance with good 
practice. 
 
Male sterilisation is the preferred procedure due to lower cost 
and morbidity. 
 
It will be expected that a rationale for not using Long Active 
Reversible Contraceptive (LARC) will be included within any 
funding request. 

4.2 Diagnostic Dilatation& 
Curettage (D&C) 

All cases require prior approval.  Evidence base is poor in 
relation to D & C in menorrhagia. 

  
4.3 Reversal of Male and Female 
Sterilisation 

North Lincs CCG do not routinely commission this procedure. 
All requests for exceptionality need to be submitted to the 
Individual Funding Request Panel. 

4.4 Vasectomy The procedure should be undertaken in primary care 
and prior approval will be required for treatment in hospital 
If general anaesthetic is recommended, clinical rationale for its 
use will be required as part of the funding request. 

4.5 Cryosurgery and High Intensity 
Focussed Ultrasound (Prostate 
Cancer 

All cases require prior approval. High Intensity Focussed 
Ultrasound and cryotherapy are not recommended for men with 
localised prostate cancer other than in the context of controlled 
clinical trials. 

4.6 Paraurethral Silicone Injections Prior approval is required for patients requiring: 
Paraurethral Silicone Injections for treatment of incontinence. 
Requests must include details of the management plan with 
expected outcome. 

4.7 Macroplastique All cases require prior approval. Requests must include details 
of the management plan with expected outcome. 

4.8 Epididymal Cyst Prior approval is required for Asymptomatic epididymal cysts. 
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4.9 Excision Of Hydrocele No prior approval is required for children with Congenital 
Hydrocele. 
 
All other cases require prior approval. Aspiration should be tried 
initially unless large (>3cm in size), recurrent or with atypical 
presentation. 

5. Ophthalmology 
Intervention Prior Approval Framework 
5.1 Surgery and Laser Treatment 
for Short Sight and Refractive 
Errors 

Consideration will not be given to requests for surgery and 
laser treatment. 

5.2 Screening for diabetic 
retinopathy 

Prior approval is not required for pregnant patients who should 
be treatment in accordance with NICE Clinical Guideline 63 
(2008) and NICE care pathway. 
 
All other cases require prior approval. 

5.3 Screening for Glaucoma All cases require prior approval 
5.4 Radiotherapy For Dysthyroid 
Eye Disease 

All cases require prior approval. 
 
Its use will only be supported in patients for whom other 
treatments are inadequate or associated with significant side 
effects. 

5.5 Blepharoplasty All cases require prior approval for Blepharoplasty. 
Consideration for approval will only be given where surgery is 
intended to improve functionally significant impairment of vision. 

5.6 Chalazion Removal of chalazion: 
Not routinely commissioned. Consideration will be given when 
BOTH:  
a) there is a history of persistence for more than 6 months (as 
spontaneous resolution happens in 50% of cases within six 
months). 
AND 
b) conservative management in the form of warm compresses 
applied 3-4 times daily for 5-10 mins followed by gentle 
massage of the cyst towards the eyelid margin has been tried 
for at least four weeks ( this produces resolution in between 46-
77% of cases by liquefying the contents of the cyst and 
encouraging drainage). 

5.7 Entropian Referral should be made to secondary care when the condition 
is symptomatic and risks causes trauma to the cornea. While 
awaiting an operation a lubricating eye ointment may be 
prescribed to help protect the cornea. 

5.8 Ectropian Surgery for eyelid ectropion is not routinely commissioned. 
Referral to the CSU Individual Funding Request Panel may be 
made where patients are experiencing recurrent infection or 
inflammation. 

5.9 Epithoria Referral to secondary care may be made for diagnostic 
purposes or tear duct syringing, however surgery is not 
routinely commissioned therefore prior approval must be 
obtained from the CSU Individual Funding Request Panel. 

5.10 Blephritis Admit urgently if orbital cellulitis is suspected (person is 
systemically unwell, tender sinuses, restriction of eye 
movements).  
Refer in the following instances:  
To exclude malignancy if there is:  

• Persistent localized disease or resistance to treatment  
• Marked eyelid asymmetry  
• If there is evidence of corneal disease  
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• If vision deteriorates  
• If there is moderate or severe pain  
• f the diagnosis is uncertain  
• Associated disease or eyelid deformities, requires 

specialist management. 
5.11 Pingueculum Not routinely commissioned. Referral for undiagnostic 

uncertainty. 
5.12 Cyst of Moll Not routinely commissioned. Referral for diagnostic uncertainty. 
5.13 Cyst of Zeis Not routinely commissioned. Referral for diagnostic uncertainty. 
5.14 Eyelid papillomas and skin 
tags 

Not routinely commissioned. Referral for diagnostic uncertainty 
only. 

6. Ear Nose and Throat 
Intervention Prior Approval Framework 
6.1 Tonsillectomy Tonsillectomy should only be considered for children or adults 

with frequent episodes of clinically significant tonsillitis; clinically 
significant meaning that the person is so systemically unwell 
with each episode that the effect is disabling and prevents 
normal functioning. It is therefore likely that the severity of 
illness would usually trigger clinical consultation and all or 
nearly all episodes should be documented in the medical 
record. 
 
Children or adults are unlikely to experience a reduction in 
symptomatic days after tonsillectomy unless they have had: 
7 or more clinically significant episodes in the preceding year 
OR 
5 or more such episodes in each of the preceding two years OR 
3 or more such episodes in each of the preceding three years 
Tonsillectomy will not normally be considered unless at least 
one of the above frequency criteria is met. 

6.2 Grommets Prior approval is not required where the patient has had a 
period of watchful wait of 6 months by ENT surgeon (not 
Audiology) and where glue ear persists, and the child also 
suffers from one of the following: 

• Recurrent acute otitis media with more than 5 
episodes per year. 

• Delay in speech development 
• Educational problem  
• Behavioural problem 
• A second disability, such as Down’s syndrome 
• Severe collapse of the eardrum 

Children with hearing impairment should have a period of 
at least 3 months of watchful waiting months by ENT 
surgeon (not Audiology) from the onset of the symptoms. 
Patients and parents should be advised of the risk of 
potential harm e.g. tympanosclerosis. 
 
All other cases require prior approval but must be 
supported by clear clinical rationale. 

6.3 Sleep Apnoea All cases require prior approval. All referrals and treatment for 
Sleep Apnoea must comply with NICE TAG 139. 
Requests for approval for referral for Sleep studies should be 
based on the following criteria: 

• A subjective measure of daytime sleepiness of greater 
than 10 on the Epworth Sleepiness Scale (ESS) 
combined with objective clinical judgement that 
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indicates need for referral 
• Sleepiness in dangerous situations, even with a normal 

ESS score, in combination with symptoms associated 
with obstructive sleep apnoea/hypopnoea 

• Excessive daytime sleepiness, despite a normal time in 
bed at night, which may interfere with his/her driving 
ability/occupation 

• Weight loss should be encouraged in all patients with 
obesity contributing to their sleep apnoea but should 
not delay initiation of further treatment. 

• CPAP is the first choice of treatment for patients with 
moderate or severe Sleep apnoea that is sufficiently 
symptomatic to require intervention. 

Uvulopalatopharyngoplasty (UPPP) or Laser-assisted 
uvulopalatopharyngoplasty (LAUP) should not be offered. 

7. Other interventions 
Intervention Prior Approval Framework 
7.1 Chronic Fatigue Syndrome Prior approval is required in all cases. Individual requests are 

expected to include details of investigation and treatment of 
underlying causes for example; one of the causes of fatigue is 
iron deficiency anaemia. Please refer to the Chronic Fatigue 
Pathway for further details. 
 
The use of in-patient Cognitive Behavioural Therapy in the 
treatment of Chronic Fatigue Syndrome will require prior 
approval in all cases. 
 
Will not routinely be approved for I/P treatment. 

7.2 Acupuncture Acupuncture for management of Chronic pain and rheumatic 
conditions (6) for low back pain and lateral elbow pain does not 
require prior approval. 
 
All other cases require prior approval – it will not routinely be 
approved in any circumstances including for smoking cessation 

 
 
 
 
 
 
 
 

7.3 Homeopathy All cases require prior approval. 
7.4 Photodynamic Therapy other 
than for ARMD 

All cases require prior approval. 
 
There are a number of IPG available associated with various 
conditions and photodynamic therapy within the NICE 
guidelines to use resource as available. 

7.5 Awaited NICE guidelines NHSNL will not routinely fund any new interventions where a 
review/guidance is awaited by NICE. 

8. Neurology & Neurosurgery 
Intervention Prior Approval Framework 
8.1 Pain Management Programmes 
Using Cognitive Behavioural 
Approach 

All cases need prior approval. 

8.2 Facet Joint Blocks All cases require prior approval. 
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Facet joints injections are not routinely commissioned for 
patients with diagnosed chronic, persistent, non-specific low 
back pain. 
 
Facet joint injections are funded, following prior approval, to 
achieve medial branch block, as a diagnostic trial to establish 
the origin of a patient’s pain in patients without a clear 
diagnosis. It is expected patients will be concurrently within tier 
2 pain management programme (including physiotherapy, 
psychosocial support, medication and patient education). 
 
Repeat diagnostic or therapeutic facet joint injections are not 
routinely funded and will also require prior approval. 

9. Orthopaedic Surgery / Rheumatology 
Intervention Prior Approval Framework 
9.1 Treatment (including surgery) 
outside National Guidelines for 
Acute Low Back Pain 

Prior approval is not required where patients meet the national 
guidelines. 
 
All cases outside of national guidelines require prior approval. 

9.2 Spinal Cord Stimulation for 
Intractable Chronic Pain 

Prior approval is not required for patients who meet NICE TA 
159 in accordance with NHS North Lincs policy. 
 
All other cases require prior approval. 
 
NB: Spinal Cord stimulation is not commissioned for adults with 
chronic pain of ischaemic origin; except in the context of 
research as part of a clinical trial (due to lack of evidence of 
clinical effectiveness) and this would require prior approval. 

9.3 Therapeutic Ultrasound in 
Physiotherapy 

All cases require prior approval. 

9.4 Geriatric Orthopaedic 
Rehabilitation Units 

All cases require prior approval. Will not routinely be approved 
for patients until superiority over mixed assessment and 
rehabilitation units is established 
 

 
 
 
 
 

9.5 Cephalocondylic 
Intramedullary Nails Versus 
Extramedullary Implants for 
Extracapsular Hip Fractures in 
Adults 

All cases require prior approval. 

9.6 Autologous Cartilage 
Transplantation 

All cases require prior approval. 

9.7 Illizarov Frames All cases require prior approval. 
9.8 Glucosamine,Chondroitin, , 
Intra- articular Hyaluronic Acid 
Derivatives, Electro- acupuncture 

All cases require prior approval. 

9.9 Arthroscopic Lavage and 
Debridement 
(for Osteoarthritis and the term 
Gelling) 

All cases outside of NICE guideline require prior approval. 
The National Institute for Health and Care Excellence (NICE) 
recommend that arthroscopic lavage and debridement should 
not be offered as part of treatment for osteoarthritis, unless the 
person has knee osteoarthritis with a clear history of 
mechanical locking. Gelling, 'giving way' and X-ray evidence of 
‘loose’ bodies are not sufficient indications for arthroscopic 
lavage and debridement. 
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9.10 Carpal Tunnel Carpal tunnel syndrome: 
 
An estimated 35% of patients with carpal tunnel syndrome will 
improve without surgical intervention. This is more likely when 
the patient is younger, when the symptoms are unilateral and/or 
of shorter duration or when Phalen's test is negative. Both 
splinting and steroid injection produce improvement in the 
majority of patients at least temporarily and should both be tried 
for patients with less severe symptoms and findings who are 
likely to include the 35% of patients who will not need further 
intervention. 
 
Patients who do not get sustained improvement or who present 
with more severe symptoms or findings, should have nerve 
conduction studies. Surgical treatment is most effective for 
patients with neurophysiology graded impairment 2 to 4 (see 
below) and approval is likely to be given for surgical 
intervention in such patients. Patients with grade 1 findings will 
be considered for surgical treatment only if both conservative 
treatments have been tried first. Patients with grade 5 and 6 
findings will be considered for surgical treatment but must be 
counselled that there is a higher risk of symptoms not improving 
because irreversible nerve damage may already have occurred. 
 
Neurophysiological grading for carpal tunnel is as follows: 
normal (grade 0), very mild (grade 1), CTS demonstrable only 
with most sensitive tests; mild (grade 2), sensory nerve 
conduction velocity slow on finger/wrist measurement, normal 
terminal motor latency; moderate (grade 3), sensory potential 
preserved with motor slowing, distal motor latency to abductor 
pollicis brevis (APB) < 6.5 ms; severe (grade 4), sensory 
potentials absent but motor response preserved, distal motor 
latency to APB < 6. 5 ms; very severe (grade 5), terminal 
latency to APB > 6.5 ms; extremely severe (grade 6), sensory 
and motor potentials effectively unrecordable (surface motor 
potential from APB < 0.2 mV amplitude). 

9.11 Tendon Reconstruction All cases require prior approval. 
9.12 Wedge resection of In- 
growing Toenail including Zadek’s 
Procedure 

Patients will be referred to community podiatry. Prior approval 
will be required for hospital treatment. 

9.13 Bunions Surgery for Bunions 
 
Prior approval is not required for patients who have significant 
functional impairment which is defined as symptoms preventing 
the patient fulfilling vital work or educational activities or 
carrying out vital domestic or carer activities. Symptoms persist 
despite conservative methods of management including: 

• Avoiding high heel shoes and wearing wide fitting 
leather shoes which stretch 

• Exercises specifically designed to alleviate the effects 
of a bunion and keep it flexible. 

• Applying ice and elevating painful and swollen bunions 
• Non-surgical treatments such as bunion pads, splints, 

insoles or shields 
AND 

• Patient suffers from severe deformity (overriding toes) 
that causes significant functionaCarpal tunnel 
syndrome 
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An estimated 20% of patients with carpal tunnel syndrome will 
improve without surgical intervention. This is more likely when 
the patient is younger, when the symptoms are unilateral and/or 
of shorter duration or when Phalen's test is negative. Both 
splinting and steroid injection produce improvement in the 
majority of patients at least temporarily and should both be tried 
for patients with less severe symptoms and findings who are 
likely to include the 20% of patients who will not need further 
intervention. Improvement is also likely to last longest in 
patients with milder degrees of nerve conduction impairment 
and some of these patients get poorer results from surgical 
treatment, presumed to be because their symptoms are not due 
in part or whole to carpal tunnel syndrome. 
 
Patients who do not get sustained improvement or who present 
with more severe symptoms or findings, should have nerve 
conduction studies. Surgical treatment is most effective for 
patients with neurophysiology graded impairment 2 to 4 (see 
below) and approval is likely to be given for surgical 
intervention in such patients. Patients with grade 1 findings will 
be considered for surgical treatment only if both conservative 
treatments have been tried first. Patients with grade 5 and 6 
findings will be considered for surgical treatment but must be 
counselled that there is a higher risk of symptoms not improving 
because irreversible nerve damage may already have occurred. 
 
Neurophysiological grading for carpal tunnel is as follows: 
 
normal (grade 0),very mild (grade 1), CTS demonstrable only 
with most sensitive tests; mild (grade 2), sensory nerve 
conduction velocity slow on finger/wrist measurement, normal 
terminal motor latency; moderate (grade 3), sensory potential 
preserved with motor slowing, distal motor latency to abductor 
pollicis brevis (APB) < 6.5 ms; severe (grade 4), sensory 
potentials absent but motor response preserved, distal motor 
latency to APB < 6. 5 ms; very severe (grade 5), terminal 
latency to APB > 6.5 ms; extremely severe (grade 6), sensory 
and motor potentials effectively unrecordable (surface motor 
potential from APB < 0.2 mV amplitude). 
 

9.14 Dupuytren's Contracture Prior approval is not required for patients who have significant 
functional impairment which is defined as symptoms preventing 
the patient fulfilling vital work or educational activities or 
carrying out vital domestic or carer activities. Symptoms persist 
despite conservative methods of management, such as splint 
injection, and where the; 

• Patient suffers from severe deformity that causes 
significant functional impairment 

OR 
• Patient suffers from severe pain that causes significant 

functional impairment. 
•  

All other cases require prior approval. 
10. Minor interventions 
Intervention Prior Approval Framework 
10.1 Removal of Minor Skin 
Lesions 

Skin Lesions 
 
Any lesion with features of cancer must be referred for urgent 
assessment in accordance with Improving Outcome Guidance 
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and does not require prior approval. 
 
Approval for removal of clinically benign skin lesions will only be 
given in the following instances: lesion causes problem for 
patient e.g. pain, bleeding when shaving, lesion is infected, 
lesion catches on clothes or moderate to large lesions which 
cause facial disfigurement. 
 
Consideration will not be given to the removal of clinically 
benign skin lesions on cosmetic grounds. 
 
In cases where a clinically benign skin lesion is symptomatic as 
detailed above, patients should be referred to an appropriate 
primary care clinician for treatment. Prior approval will be 
required for hospital treatment in such cases. 
 
Where there is diagnostic uncertainty, skin lesions should be 
clinically assessed. 

10.2 Ganglions Excision of Ganglion (incl all joints or tendons). 
 
Prior approval is not required where there is significant physical 
impairment or significant symptoms in line with the following 
criteria; 

• There are symptoms associated with the ganglia such 
as considerable pain, ongoing infection, increase in 
size and loss of sensation in certain parts of the hand, 
neurological loss or weakness of the wrist with the 
ganglion. 

OR 
• there is doubt about the diagnosis  (with or without 

pain) 
OR 

• The ganglion has resulted in significant functional 
impairment 
 

Asymptomatic cases are not routinely funded; therefore all 
cases other than those detailed above require prior approval. 
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Appendix 10: 
 

Policy covering the use of photographic  
evidence in funding requests 

 
1 Purpose 
 

This document describes how NHS North Lincolnshire manages the process 
of considering funding requests that may involve the use of photographic 
evidence to support the case. 

 
2 Scope 
 
2.1 This policy aims to provide a framework for the use of photographic evidence 

supporting a funding case for a procedure requiring approval of NHS North 
Lincolnshire and should be read in conjunction with other relevant procedures 
and policies for this PCT including the following: 
 

2.1.1 NHS North Lincolnshire Prior Approval Policy 
2.1.2 NHS North Lincolnshire IFR Panel Terms of Reference 
2.1.3 NHS North Lincolnshire IFR Procedure 
2.1.4 NHS North Lincolnshire Appeals Panel Terms of Reference 
 
3 Accountability and responsibilities 
 
3.1 The lead Director with overall responsibility for this policy is the Director  

of Quality and Clinical Commissioning. 
 
3.2 Responsibility for individual funding decisions on behalf of NHS North 

Lincolnshire is delegated to those involved in the processes associated with 
this policy.   

 
4 Background 
 
4.1 Funding requests received through the Individual Funding Request  

process in respect of treatments that could be classified as cosmetic e.g.  laser 
skin resurfacing,  facial hair removal, breast reduction, pinnaplasty require 
detailed information about the specific case including information denoting why 
the specific case is exceptional to the relevant commissioning policy.  Such 
information is required to enable the Funding Panel to consider and make 
informed decisions.  
 

4.2 Photographic evidence clearly illustrates the issues facing the patient and 
supplements the written details provided by the requesting clinician.  This can 
greatly assist the decision making process.  In the absence of any 
photographic evidence,  the Funding Panel must rely solely on the descriptive 
wording used by the requesting clinician.  This is often insufficient to enable a 
clear understanding of the clinical situation of the patient.  The use of words 
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such as “significant” and other subjective evaluative descriptors are frequently 
used. 
 

4.3 In the event that a case is declined by the Funding Panel on the basis of the 
written clinical information provided by the requesting clinician,  the patient 
and/or the clinician may submit an appeal.  As part of the appeal process the 
patient may wish to submit photographic evidence as part of their appeal.  In 
line with the Appeal Panel Terms of Reference and to ensure that the Funding 
Panel decisions are made on the basis of having sight of all the available 
details on the case, any new information will stop the appeal process whilst 
the whole case, including the photographic evidence, is submitted back to the 
Funding Panel for re-consideration.  In the event that the Funding Panel still 
declines the case, at that point the appeal process will re-commence. 

 
5 Process for Individual Funding Requests 

 
5.1 Photographic evidence is not a mandatory requirement for any funding 

request.  Clinicians must be advised that submission of any photographic 
evidence is purely voluntary on the part of the patient.  Therefore, clinicians 
should ensure that patients are fully informed about the following issues before 
they make a decision about whether they wish to submit photographic 
evidence: 
 

5.1.1 Patients have the right to submit photographic evidence if they wish.  Such 
photographic evidence should be anonymised wherever possible 
acknowledging that it may be difficult to anonymise funding requests relating 
directly to facial features. 
 

5.1.2 Photographic evidence is purely voluntary and supplements the clinical detail 
provided by their GP. 
 

5.1.3 Photographic evidence is submitted to a confidential Funding Panel consisting 
of a senior commissioning GP and the Director of Public Health.  
 

5.1.4 If required, hard copy photographs can be returned to the clinician who had 
forwarded the evidence as part of a funding request.  Electronically received 
digital photographs will be deleted from the NHS North Lincolnshire computer 
system four months after the Funding Panel has made a decision to allow time 
for an appeal to commence. 
 

5.1.5 All photographic evidence is maintained in a safe haven environment 
throughout the Individual Funding Request process.   If the photographic 
evidence has not been returned or deleted, hard copy photographs are 
maintained with the clinical funding request within a locked office at Health 
Place.  Electronically received digital photographs are stored electronically 
within a restricted access area of the NHS North Lincolnshire computer 
system. 
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5.2 If, after being informed of all points in 5.1 above,  the patient wishes to submit 
photographic evidence,  the requesting clinician should obtain consent in 
accordance with DH guidance and record this within the patients notes.  The 
patient’s consent should also be confirmed within the funding request being 
submitted. 
 

5.3 Whilst only the manager/administrator responsible for the Individual Funding 
Request process will have sight of any photographic evidence prior to 
submission to the Panel, if required by the requesting clinician and/or the 
patient, hard copy photographic evidence can be forwarded to NHS North 
Lincolnshire sealed for the eyes of Funding Panel members only and returned 
after the Panel has made its decision.  Minutes taken at the Panel will clearly 
note that photographs were viewed by the Funding Panel and were returned to 
the requesting clinician and/or the patient. 

 
5.4 Digital photographic evidence cannot be managed as per point 5.3 above 

since it would be inappropriate for the email addresses of Funding Panel 
members to be available in respect of electronically transmitted photographs.    

 
6 Process for Appeal 
 
6.1 In the case of photographs submitted as part of an appeal against a Funding 

Panel decision not to support a funding request, the relevant NHS North 
Lincolnshire manager working with the patient to prepare and submit their 
appeal may need to have access to photographic evidence.  It will be 
expected that appropriate patient consent will be obtained by the relevant NHS 
manager in progressing the patient’s appeal.   

 
6.2 Photographic evidence submitted to the Individual Funding Request Appeal 

Panel will be viewed only by the clinical members of the appeal panel. 
 
6.3 Photographic evidence submitted as part of a patient’s appeal will either be 

returned to the patient or stored within a safe haven environment.   If the 
photographic evidence has not been returned, hard copy photographs are 
maintained with the patient’s appeal case file within a locked office at Health 
Place.  Electronically received digital photographs are stored electronically 
within a restricted access area of the NHS North Lincolnshire computer 
system. 
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