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	Report Title:
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	HCV STP Policy Harmonisation: Phase One

	Item Number:
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	Public/Private:
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	Decisions to be made: 

	Author:
(Name, Title)
	Samantha Helmick, Assistant Commissioning Officer
	
	Governing Body are asked to support the decisions made at the NL CCG Engine Room and additional actions undertaken by Engine Room and the Commissioning Team.

In particular, Governing Body are asked to approve:
· Policies are ready for immediate implementation 
· Wording amendments to 2 policies
· Criteria/content amendments for 3 policies

	GB Lead:
(Name, Title)
	Dr Margaret Sanderson
	
	

	Director approval 
	Richard Young
	
	

	Director Signature
(MUST BE SIGNED)
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	Continue to improve the quality of services
	☒	Improve patient experience
	☐
	Reduced unwarranted variations in services
	☒	Reduce the inequalities gap in North Lincolnshire
	☒
	Deliver the best outcomes for every patient
	☒	Statutory/Regulatory
	☐
	Purpose (tick one only)
	Approval  ☐
	Information  ☐
	To note   ☐
	Decision   ☒

	Executive Summary (Question, Options, Recommendations):

	Earlier this year, Humber Coast and Vale STP began the process of harmonising the commissioning policies across the 6 CCGs. The policies were divided into three phases. Now approaching the end of Phase One, 26 policies were harmonised through the HCV STP Harmonisation Group – all reviewed by a commissioner and clinician within each of the 6 CCGs. Two meetings were held in July and August between the HCV STP Harmonisation Group, where 22 out of the 26 policies were agreed ready for individual CCG internal processes as well as the Joint Commissioning Committee – Chief Officers, for final approval before being put into contract.
18 of the 22 policies were approved by Engine Room on 7th September. Engine Room asked for the outcomes from the other CCGs, and the amendments and queries surrounding the 6 outstanding policies submitted to the HCV STP Harmonisation Group for comment.   This information was given at Engine Room on 5th October 2017, where agreement on how to proceed with the 22 policies was reached. It was noted that Governing Body be appraised of the ongoing work and decisions being made at Engine Room in relation to these policies and their implementation

	Recommendations
	Governing Body are asked to support the decisions made at the NL CCG Engine Room and additional actions undertaken by Engine Room and the Commissioning Team.

	Report history
	22 policies considered at Engine Room on 7th September, revisited at Engine Room 5th October

	Equality Impact
	Yes ☒     No ☐
	

	Sustainability
	Yes ☐     No ☒
	

	Risk
	Yes ☐     No ☒
	

	Legal
	Yes ☐     No ☒
	

	Finance
	Yes ☐     No ☒
	

	Patient, Public, Clinical and Stakeholder Engagement to date

	
	N/A
	Y
	N
	Date
	
	N/A
	Y
	N
	Date

	Patient:
	☐	☐	☒	
	Clinical:
	☐	☒	☐	

	Public:
	☐	☐	☒	
	Other: 
	☐	☒	☐	


Introduction on HCV STP Harmonisation of Policies: Phase One
Expanding on the information within the Executive Summary, the two papers produced and presented to North Lincolnshire CCG’s Engine Room for the ratification and approval of HCV STP harmonised policies have been included in the Appendix Table on page 4 for information and background to this paper.
Following the second presentation at Engine Room on 5th October 2017, where members agreed to implement 18 of the 22 policies considered, it was felt that the support of the Governing Body should be obtained and information on the work being undertaken be provided.
Therefore, in addition to the information within the two previous papers (appendix table), the following information has been provided to Governing Body below.

Update on HCV STP Harmonisation of Policies: Phase One
At the end of September, a representative of the HCV STP Policy Harmonisation Group took all 22 policies for consideration and approval to the Clinical Advisory Group (CAG). All 22 policies were approved, with the amendment to the Carpal Tunnel policy, reducing the required steroid injections to one. 
At the Engine Room on 5th October, members reviewed the 22 policies again and came to the following conclusions:
1) Members felt the following policies were still outside NICE and requested that feedback be obtained from CAG regarding the clinical rationale for approving the following policies, despite concerns raised by NL CCG:
· Carpal Tunnel
· Knee Arthroscopy
· Grommets

2) As per the table 1 on page 3, Engine Room agreed to implement the policies approved at the previous Engine Room on 7th September. This will be managed by the Assistant Commissioning Officer, and will ensure that the policies on the NL CCG website and DXS will be updated simultaneously and the new policy will apply to all new requests received from the implementation date.
As a result, Governing Body are asked to support the immediate implementation of these 18 policies. 
3) Policies included in items 2 and 4 (page 3) were agreed in terms of commissioning approach, however it was felt for the Ganglion and Varicose Vein policy that the wording needed to be more explicit and clearer on referral pathways. In relation to the Cataracts policy, members felt more understanding of the significance of the restrictions on the second eye surgery was needed before they could support the policy. 

Conclusion
[image: ]
Governing Body are asked to support the decisions made at the NL CCG Engine Room and will continue to be updated on the progress of the HCV STP Policy Harmonisation.
Page 1 of 4

	Item 1: Engine Room agreed to implement all policies listed in Table 1, with immediate effect. 


	TABLE 1
	NL
	HULL
	NEL
	SCARBOROUGH
	YORK
	ERY

	Abdominoplasty
	Approved
	Approved
	Approved
	Approved
	Approved
	Approved

	Anal Fissure
	Approved
	Approved
	Approved
	Approved
	
	Approved

	Bunions
	Approved
	Approved
	Approved
	Approved
	
	Approved

	Dilation & Curettage
	Approved
	Approved
	Approved
	Approved
	Approved
	Approved

	Endoscopic Thoracic Sympathectomy
	Approved
	Approved
	Approved
	Approved
	Approved
	Approved

	FES
	Approved
	Approved
	Approved
	Approved
	Approved
	Approved

	Haemorrhoidectomy
	Approved
	Approved
	Approved
	Approved
	
	Approved

	Hip Arthroscopy
	Approved
	Approved
	Approved
	Approved
	Approved
	Approved

	Hysterectomy
	Approved
	Approved
	Approved
	Approved
	Approved
	

	Liposuction
	Approved
	Approved
	Approved
	Approved
	
	Approved

	Refractive Error
	Approved
	Approved
	Approved
	Approved
	Approved
	Approved

	Reversal of Sterilisation
	Approved
	Approved
	Approved
	Approved
	
	Approved

	Tattoo Removal
	Approved
	Approved
	Approved
	Approved
	
	Approved

	Theraputic/Diagnostic Injections
	Approved
	Approved
	Approved
	Approved
	
	Approved

	Tonsillectomy 
	Approved
	Approved
	Approved
	Approved
	
	Approved

	Vasectomy under GA
	Approved
	Approved
	Approved
	Approved
	
	Approved



Item 2: Engine Room were satisfied with the commissioning approach, however felt more clarification was needed and wording changed

	Ganglions
	Pending
	Approved
	Approved
	Approved
	
	Approved

	Varicose Veins
	Pending
	Approved
	Approved
	Approved
	
	Approved



Item 3: Engine Room still felt these policies were outside NICE guidance, requesting clinical rationale for CAG approval. Potential move to amend policies outwith the STP aligned policies and have slight variance in these areas compared to the other CCGs

	Grommets
	Pending
	Approved
	Approved
	Approved
	
	

	Carpal Tunnel Surgery
	Pending
	Approved
	Approved
	Approved
	
	

	Knee Arthroscopy
	Pending
	Approved
	Approved
	Approved
	
	



Item 4: Engine Room felt that specialist advice was still needed before they could support the policy

	Cataracts
	Pending
	Approved
	Approved
	Approved
	
	Approved











Appendix Table

	
1
	

	
Initial Briefing Paper presented to Engine Room on 7th September

	
2
	

	
Update to Briefing Paper presented to Engine Room on 5th October
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2. Final Briefing Paper for POLCV 22.08.17.docx
		KEY

		

		Little Variance

		

		Some Variance

		

		Significant Variance

		

		No NL CCG Policy







		Item No#

		Policy Title

		NL CCG Policy?

		Level of Variance

		Comments



		1



		

Abdominoplasty/Apronectomy



		



		YES



		 

		In line with NL CCG Policy, therefore little impact expected





		2



		Anal Fissure



		



		YES



		 

		Criteria added to assist in children being referred directly to secondary care





		

3



		Bunions and Hallux Valgus



		



		YES



		 

		IFR approval is now required in all cases, will result in fewer patients receiving this intervention and reduce activity/costs





		4



		Carpal Tunnel Syndrome



		



		YES



		 

		Additional criteria will result in fewer patients receiving this intervention





		5



		Cataracts



		



		NO



		 

		This new policy outlines referral thresholds and reduce inappropriate referrals





		6



		Dilation and Curettage



		



		YES



		 

		In line with NL CCG Policy, therefore little impact expected





		7



		Endoscopic Thoracic Sympathectomy for Hyperhidrosis



		



		YES



		 

		In line with NL CCG Policy, therefore little impact expected





		8



		Functional Electronic Stimulation for Dropped Foot



		



		NO



		 

		New policy includes criteria to reduce patients accessing treatment and activity/costs





		9





		Ganglion



		



		YES



		 

		Some additional criteria to further restrict patient access to this treatment, resulting in reduced activity/costs





		10



		Haemorrhoidectomy and Haemorrhoidopexy



		



		YES



		 

		In line with NL CCG Policy, therefore little impact expected





		11

		Hip Arthroscopy



		



		YES



		 

		Now have a location specific policy with criteria to restrict patient access to this treatment, resulting in reduced activity/costs





		12



		Hysterectomy



		



		NO



		 

		This new policy outlines referral thresholds and reduce inappropriate referrals





		13



		Knee Arthroscopy



		



		YES



		 

		Some additional criteria to further restrict patient access to this treatment, resulting in reduced activity/costs





		14

		Liposuction



		



		NO



		 

		New policy includes criteria to reduce patients accessing treatment and activity/costs





		15



		Myringotomy, Grommets, Otis Media with Effusion



		



		YES



		 

		Some additional criteria for children and removal of criteria for adults, to further restrict patient access to this treatment, resulting in reduced activity/costs





		16



		Refractive Error



		



		YES



		 

		In line with NL CCG Policy, therefore little impact expected





		17



		Reversal of Sterilisation Male and Female



		



		YES



		 

		In line with NL CCG Policy, therefore little impact expected





		18



		Tattoo Removal



		



		YES



		 

		In line with NL CCG Policy, therefore little impact expected





		19

		Theraputic and Diagnostic Injections for Back Pain

		



		YES 

		 

		Facet joint policy is similar, however restrictions placed on Epidurals, Trigger Point, etc. will result in fewer patients receiving this intervention and reduced activity/costs





		20

		Tonsillectomy, Adenoidectomy

		



		YES

		 

		

Additional criteria added to assist in children accessing intervention



		21

		Varicose Veins

		



		YES

		 

		Will now only commission referral for Grade 5 & 6, the rest requiring IFR approval. Will result in fewer patients receiving this intervention and reduced activity/costs





		22

		Vasectomy under GA

		



		YES

		 

		Additional criteria will result in fewer patients receiving this intervention

[bookmark: _GoBack]
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Humber Coast and Vale





Anal Fissure Commissioning Policy











			Intervention


			Surgery for Anal Fissure





			OPCS codes


			 


 H56        Other operations on anus


H561      Biopsy of lesion of anus


H562      Lateral sphincterotomy of anus


H563      Incision of septum of anus


H564      Excision of anal fissure


H568      Other specified other operations on anus


H569      Unspecified other operations on anus








			For the


treatment of


			


Anal Fissure





			Background


			An anal fissure is a tear or open sore (ulcer) that develops in the lining of the anal canal.








			Commissioning


position


			This policy does not apply where there is suspicion of underlying cancer and patients should follow the detailed cancer referral pathway- see NICE Clinical Guidance 27.





For Adult referral to secondary care the patient should meet at least one of the following criteria:





· Multiple, off the midline, large or irregular (atypical fissures) as these may be the manifestation of underlying disease


· Chronic fissures that have not healed after 8 weeks of treatment with adequate dietary treatment  measure, stool softeners or laxatives and treatment with topical GTN 0.4% ointment or if not tolerated diltiazem 2% ointment twice a day for 8 weeks. Stress to patients the importance of adherence.


· Check if patient taking Nicorandil (a risk factor)





For referral of children to secondary care, the patient should meet at least one of the following criteria:


· Presenting with an anal fissure for the first time, with a clear history of severe constipation as causation, where the anal fissure has not healed after two weeks despite GTN 0.05% to 0.1% ointment. This should be prescribed by a specialist as it is not licensed for use in people aged less than 18 years.


· Presenting with an anal fissure without a clear history of severe constipation, refer at first presentation.


· Recurrent anal fissures.











	





			Summary of


evidence /


rationale


			See Clinical Knowledge Summary for Anal Fissure July 2016

















			Date effective from


			September 2017





			Review Date


			





			Review date


			











References:


1.  Clinical Guidelines 27: Referral guidelines for suspected cancer 


2.  Clinical Knowledge Summaries Anal Fissures 
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Humber Coast and Vale




Bunions and Hallux Valgus Commissioning Policy






			Intervention 


			Bunion Surgery





			OPCS codes


			W79       Soft tissue operations on joint of toe



W791     Soft tissue correction of hallux valgus



W792     Excision of bunion NEC



W793     Syndactylisation of lesser toes



W798     Other specified soft tissue operations on joint of toe



W799     Unspecified soft tissue operations on joint of toe



W15       Division of bone of foot



W151     Osteotomy of neck of first metatarsal bone



W152     Osteotomy of base of first metatarsal bone



W153     Osteotomy of first metatarsal bone NEC



W154     Osteotomy of head of metatarsal bone



W155     Osteotomy of midfoot tarsal bone



W156     Cuneiform osteotomy of proximal phalanx with resection of head of first metatarsal



W157     Osteotomy of bone of foot and fixation HFQ



W158     Other specified division of bone of foot



W159     Unspecified division of bone of foot



W59       Fusion of joint of toe



W591     Fusion of first metatarsophalangeal joint and replacement of lesser metatarsophalangeal joint



W592     Fusion of first metatarsophalangeal joint and excision of lesser metatarsophalangeal joint



W593     Fusion of first metatarsophalangeal joint NEC



W594     Fusion of interphalangeal joint of great toe



W595     Fusion of interphalangeal joint of toe NEC



W596     Revision of fusion of joint of toe



W598     Other specified fusion of joint of toe



W599     Unspecified fusion of joint of toe








			For the treatment of: 


			Hallux valgus (bunion) surgery for the treatment of a deformity of the joint connecting the big toe to the foot





			Commissioning position 






			Humber Coast and Vale CCGs do not routinely commission surgery for asymptomatic hallux valgus (bunion), regardless of cosmetic appearance. Concerns about cosmetic appearance should not be referred to secondary care. These procedures will not be funded. 


All patients should be referred to local podiatry services prior to referral to secondary care. This does not affect the existing diabetic foot pathway



URGENT referral required if



· skin ulcer not healing;



· diabetes;



· peripheral limb ischaemia



Requests for the removal of symptomatic bunions will ONLY be considered where:



· Conservative measures have failed (these include trying accommodative footwear, considering orthoses and using appropriate analgesia.)



AND



· The patient suffers from severe pain on walking (not relieved by chronic standard analgesia) that causes significant functional impairment



OR



· Severe deformity (with or without lesser toe deformity) that causes significant functional impairment OR prevents them from finding adequate footwear



OR



· Recurrent or chronic ulceration or infection


All other cases need to be referred for consideration by the Individual Funding request panel.





			Summary of evidence / rationale  


			NICE CKS makes clear that referral for bunion surgery is indicated for pain and is not routinely performed for cosmetic purposes1. 



Conservative treatment may be more appropriate than surgery for some older people, or people with severe neuropathy or other comorbidities affecting their ability to undergo surgery. 



Referral for orthopaedic or podiatric surgery consultation may be of benefit if the deformity is painful and worsening; the second toe is involved; the person has difficulty obtaining suitable shoes; or there is significant disruption to lifestyle or activities. 



If the person is referred for consideration of surgery, advise that surgery is usually done as a day case. Bunion surgery may help relieve pain and improve the alignment of the toe in most people (85%–90%); but there is no guarantee that the foot will be perfectly straight or pain-free after surgery. 



Complications after bunion surgery may include infection, joint stiffness, transfer pain (pain under the ball of the foot), hallux varus (overcorrection), bunion recurrence, damage to the nerves, and continued long-term pain. 



There is very little good evidence with which to assess the effectiveness of either conservative or operative treatments or the potential benefit of one over the other. 



Untreated HV in patients with diabetes (and other causes of peripheral neuropathy) may lead to ulceration, deep infection and even amputation. 





			Date effective from


			September 2017





			Date published


			





			Review date


			








References


1. NICE Clinical Knowledge Summaries 


2. Royal College of Surgeons Painful deformed great toe (2013) – under revision


3. Abhishek A; Roddy E; Zhang W; Doherty M. Are hallux valgus and big toe pain associated with impaired quality of life? A cross-sectional study. Osteoarthritis Cartilage 2010 Jul;18(7):923-6


4. Nix S; Smith M; Vicenzino B. Prevalence of hallux valgus in the general population: a systematic review and meta-analysis. J Foot Ankle Res 2010;3:21


5. NICE. Surgical correction of hallux valgus using minimal access techniques. 332. London: National Institute for Health and Clinical Excellence; 2010.


6. Ferrari J; Higgins JP; Prior TD. Interventions for treating hallux valgus (abductovalgus) and bunions. Cochrane Database Syst Rev 2004;(1):CD000964


7. Saro C; Jensen I; Lindgren U; Fellander-Tsai L. Quality-of-life outcome after hallux valgus surgery. Qual Life Res 2007 Jun;16(5):731-8
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Humber Coast and Vale





Carpal Tunnel Syndrome (CTS) Commissioning Policy








			Intervention


			Treatment for Carpal tunnel syndrome may be called carpal tunnel release (CTR) or carpal tunnel decompression surgery. 





			OPCS codes


			A65        Release of entrapment of peripheral nerve at wrist


A651      Carpal tunnel release


A652      Canal of Guyon release


A658      Other specified release of entrapment of peripheral nerve at wrist


A659      Unspecified release of entrapment of peripheral nerve at wrist























			For the


treatment of


			Carpal tunnel syndrome





			Commissioning


position


			Humber Coast and Vale CCGs do not routinely commission surgical decompression for the treatment of carpal tunnel syndrome. 


Nerve conduction studies are NOT needed to confirm the diagnosis. 





			The CCGs will only commission surgery for CTS where the condition is assessed as severe. In all cases an IFR application should be made. 











 Prior to any IFR application  ALL of the following criteria must have been met:


· Advanced or severe neurological symptoms of CTS such as constant pins and needles, numbness, muscle wasting and prominent pain; 


· The symptoms are interfering with activities of daily living; 


· The patient has not responded to a minimum of 6 months of conservative management, including at least 8 weeks of night-time use of well-fitting wrist splints;,


· Appropriate analgesia; 


· Corticosteroid injections (given at least twice prior to referral) in appropriate patients; 


· Lifestyle/workplace modification eg weight loss, if appropriate.





See Appendix 1 and 2 for further details.





			Commissioning position contd.


			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.








			Summary of


evidence /


rationale


			Overall, patients whose CTS symptoms are significantly troublesome and who have mild or moderate impairment of the median nerve function should be offered splinting and local steroid injection. Patients failing such conservative management and those who present at a later stage with objective neurological signs or delayed motor conduction on nerve conduction systems should be offered the option of surgical decompression. All should be advised of the potential risks of the different treatments.





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. 





A survey of over 4000 patients having surgery under usual NHS circumstances found that about two years after surgery, only 75% considered the operation an unqualified success and 8% thought that they were worse off.








			Date effective from


			September 2017





			Date published


			





			Review Date


			

















References: 


1. NICE CKS Carpal tunnel syndrome 2. Clinical Evidence – Carpal Tunnel Syndrome updated August 2014 


3. Bland JDP. Carpal tunnel syndrome. Curr Opin Neurol 2005;18:581-5. [PubMed] 


4. Bland J (2007) Clinical Review: Carpal tunnel syndrome. BMJ 2007;335;p343- 346 


5. BSSH Evidence for Surgical Treatment 1 - CTS 2010 


6. Royal College of Surgeons Commissioning Guide: Treatment of painful tingling fingers (November 2013) 


7. NHS Choices – Carpal tunnel syndrome – Treatment: 8. BSSH Evidence for Surgical Treatment 1 - CTS 2010 

































































Appendix 1 – Classification of CTS Symptoms


Carpal Tunnel Syndrome is an extremely common upper limb nerve compression syndrome, widely distributed in the community. There are a variety of  treatment options which may be applied to the syndrome, depending on the severity of symptoms which can be mild, moderate or severe. An indication of each classification is detailed below:-











			Assessment and Management in Primary Care





			


			Symptoms


			Treatment





			Mild CTS


			The sensory symptoms occur:


· No more than once during the day


· Once or twice a week during the night


· Lasting for up to 10 minutes


· Pain is not present


			Explanation of  condition and that it may improve spontaneously


Lifestyle advice





			Moderate CTS


			The sensory symptoms occur:


· Two or three times during the day


· Once most nights


· Last for more than 10 minutes


· Pain may be present


			Lifestyle advice


Well fitted nocturnal wrists splints (from MSK service) if waking at night is troublesome





			Severe CTS


			The sensory symptoms occur:


· Frequently each day and can last for more than an hour at a time


· Can be continuous


· Sleep is disturbed with more than two wakings every night


· Pain can be prominent


· Wasting and weakness of the thenar muscles may be present, together with sensory loss in the median supplied digits.


			Consider	early	or	immediate referral for surgery











Appendix 2 – CTS Referral Pathway





Is there doubt about the diagnosis? Has this patient got underlying pathological conditions? (pregnancy, acromegaly, tumours, obesity, previous fractures, rheumatoid arthritis, hypothyroidism)


Consider referral to electrophysiology service for confirmation of diagnosis


Is diagnosis confirmed as CTS?


Is this a mild case? (see definitions)


Advise a minimum of 3 months trial of conservative management:





· Lifestyle modification


Patient improved?


Discharge


Y


Y


N


Y


Y


N











NManage in primary care














Y	YAdvise a minimum of 3 months trial of conservative management:





· Lifestyle modification


· Consider wrist splints (MSK Service)


Is this a moderate case? (see definitions)








 	 	Discharge























NPatient improved?


Severe and disabling symptoms - Consider early/ immediate referral for surgery.


Unresolved, moderate and disabling symptoms - Consider early/ immediate referral for surgery (via IFR request route) after assessment / treatment in MSK service.


N




















YIs this a severe case? (see definitions)
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Humber Coast and Vale





Cataract Surgery Commissioning Policy








			Intervention


			Elective Eye Surgery for the treatment of Cataracts in adults





			OPCS codes


			C62        Incision of iris


C621      Iridosclerotomy


C622      Surgical iridotomy


C623      Laser iridotomy


C624      Correction iridodialysis NEC


C628      Other specified incision of iris


C629      Unspecified incision of iris


C71         Extracapsular extraction of lens


C711      Simple linear extraction of lens


C712      Phacoemulsification of lens


C713      Aspiration of lens


C718      Other specified extracapsular extraction of lens


C719      Unspecified extracapsular extraction of lens


C72         Intracapsular extraction of lens


C721      Forceps extraction of lens


C722      Suction extraction of lens


C723      Cryoextraction of lens


C728      Other specified intracapsular extraction of lens


C729      Unspecified intracapsular extraction of lens


C74         Other extraction of lens


C741      Curettage of lens


C742      Discission of cataract


C743      Mechanical lensectomy


C748      Other specified other extraction of lens


C749      Unspecified other extraction of lens





			Background


			Current DVLA guidance states that the minimum eyesight standard for driving is a Best Corrected Visual Acuity (BCVA) of at least 6/12 measured on the Snellen Scale (with glasses or contact lenses, if necessary) using both eyes together (or, in the only eye, if monocular)1.








			Commissioning position


			This policy covers direct referral for cataract surgery by optometrists and referral by GPs and by any other method to ophthalmologists. 


Prior to referral for cataracts, the referral should be made using the agreed referral form and should only be made where the patient has been provided with approved information in a suitable format (e.g. Royal College of Ophthalmologists leaflet ‘Understanding Cataracts’) and is willing to undergo surgery.


Humber Coast and Vale CCGs will only  fund elective surgery for cataract extractions for patients whose visual impairment is mainly attributable to cataract and who, after correction (e.g. with glasses or other adjustments): 


· Have a best corrected visual acuity of 6/12 or worse with both eyes open 


AND  


have significant effects on daily living e.g. with mobility (difficulty with steps, risk of falls, ability to drive), independent living, or reading 


OR


· have diabetes and removal of the cataract is necessary to facilitate effective retinal screening 


OR


· have glaucoma and / or narrow drainage angles and cataract surgery is required to control intra-ocular pressure 


If referral for surgery is being considered (simple cataracts, sole pathology)3:


· Consider whether the person has the capacity to co-operate with eye examinations, surgery, and postoperative eye drop treatment.


· Frail people with mental health problems such as dementia may be unfit for general anaesthesia and unable to lie still for surgery under local anaesthetic.


· Discuss the risks and benefits of surgery.


· Give advice on what to expect before, during, and after surgery


· Optometrists should provide generic literature to inform the patient regarding the risks and benefits of surgery Optometrists should ensure patients are happy to be referred for surgery before referral is made.


· Decisions by optometrists on behalf of patients should be communicated to the GP.


It is expected that patients who have BCVA better than 6/12 with both eyes open, and who report substantial visual impairment, such as glare, anisometropia or anisekonia will be advised, as part of their optometric consultation, on suitable adjustments.


Second eye surgery


This will be offered, after post-operative review, if there is resultant significant anisometropia (difference in refractive error between the two eyes of more than 1.00D) which would result in poor binocular vision or diplopia.


Patients who do not meet the threshold, but the referrer feels that there are exceptional circumstances should be referred to the CCG Individual Funding Request (IFR) panel for consideration of exceptional circumstances. 





			Summary of evidence / rationale


			Cataracts usually develop over a period of time, causing a gradual deterioration in eyesight. As it affects over a third of people aged over 65, cataract surgery continues to be the commonest elective procedure in day surgery performed in the UK. In the vast majority of cases the surgery involves local or topical anaesthesia, which markedly reduces operative and recovery time. Smoking and diabetes (associated with BMI > 30) are further risk factors for cataract2.


80-90% of patients report a benefit from surgery, which include improved clarity of vision and improved colour vision. This in turn has implications for a positive impact on other health and social care needs including a reduction in slips, trips and falls amongst the elderly2.


There are risks associated with cataract surgery, some common and many very rare; however complications are usually treatable and reasonably good outcome s can be expected.


There is currently no widely validated Patient Reported Outcome Measure (PROM) for cataract surgery2. Based on a systematic review and study of cataract PROMs, the Catquest-9SF questionnaire currently appears to be the most promising instrument. Catquest-9SF has been validated in a demographically matched  population (Australia), but has not yet been validated in the UK. A National Institute for Health Research (NIHR) applied cataract research programme is currently funded to develop a short form cataract PROM suitable for routine use in the NHS. This will help to identify from the patient's perspective whether surgery is currently being over or under provided.


NICE recommendations for cataract surgery are not due until June 2017, but the Royal College of Ophthalmologists published guidelines on the management of cataract last year – although these may not cover all the issues from a commissioning perspective2. Their guidelines recognise that “Visual acuity is the most common measurement of visual function as it can be quickly and easily measured” but goes on to point out that “ the sole use of visual acuity can underestimate visual disability because it does not take account of symptoms such as glare or reduced contrast sensitivity.” This can, however, be hard to quantify objectively.


A best corrected visual acuity (BCVA) of better than 6/12 [Snellen], in the worse eye, normally allows a patient to function without significant visual difficulties. In population studies using BCVA as an indicator of morbidity, BCVA better than 6/12 is not considered a visually impairing cataract and acuity of 6/9 is considered a good outcome post-surgery. This applies to both first and second eye surgery11. 


Significant improvements in visual symptoms and visual function may occur following cataract surgery even where the preoperative visual acuity is better than 6/12. However, the risk of worse visual acuity after surgery also increases where the preoperative visual acuity is very good, so surgery should be considered at this level of visual acuity only where the patient is experiencing significant symptoms attributable to cataract2. 


Improving outcomes and cost-effectiveness


With such a common procedure, it is all the more important to seek improvements in cost-effectiveness, both with patient selection and the actual procedure. There is no set level of vision for which an operation is essential3. The rate at which cataracts progress is unpredictable. Reading glasses are usually needed after cataract surgery, and some people may require glasses for distance vision who did not previously require them3.


With the current volume of cataract surgery and the increases in the future, it is critical to be able to optimise the safety, but also the cost effectiveness of this procedure. Most cataracts are age-related and therefore surgeries are performed on older individuals with correspondingly high systemic and ocular comorbidities. It is therefore more important to ensure the right balance of risk to benefit4. Cataract surgery does not always result in an improvement in visual acuity or patient satisfaction with visual function5.


Despite the lack of evidence base to define thresholds bothfor initial referral to an ophthalmologist or for subsequent surgery, or to indicate cost-effectiveness, over-provision is recognised as a problem and thresholds are used to control access and resource use6. A recent study found significant reductions in cataract surgery, among other “low priority” procedures, as part of NHS efforts to implement spending cuts7.


Improvement in visual acuity has often been used to judge the outcome of surgery. Surveys have shown that in 1990, 9% of eyes had a pre-operative visual acuity of 6/12 or better. By 2009, this had risen to 43%. Thus with the large increase in procedures over the last 20 years, it would appear that eyes with better acuity are now being operated on. The potential for benefit, from a visual acuity point of view, therefore, is decreasing and the impact of surgery may be becoming less cost-effective8,9,10. There is good data now which shows the risk of worse visual acuity after surgery is significant if you operate in milder cases; so there is a risk with overprovision of the threshold being too low8,9,10.





			Date effective from


			September 2017





			Date published


			





			Review date
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Humber Coast and Vale




Dilatation and Curettage (D&C) Commissioning Policy






			Intervention 


			Dilatation and Curettage (D&C) 





			OPCS codes


			Q10 Curettage of uterus


Q101
Dilation of cervix uteri and curettage of products of conception


            from uterus



Q103
Dilation of cervix uteri and curettage of uterus NEC



Q108
Other specified curettage of uterus



Q109
Unspecified curettage of uterus








			For the treatment of: 


			Menorrhagia 





			Background 


			This commissioning policy is needed because these surgical procedures are of limited clinical value and are currently not routinely commissioned. Such requests therefore have to be made on the grounds of clinical exceptionality via the Individual Funding Request Panel (IFR).









			Commissioning position 






			Humber Coast and Vale CCGs do NOT commission D&C:


· As a diagnostic tool for uterine bleeding disorders



· As a treatment for heavy menstrual bleeding



· As a therapeutic treatment for other uterine bleeding disorders



· As a method of removing unwanted tissue, endometrial polyps or benign tumours from the womb or an IUD that has become embedded in the wall of the womb



All requests for D&C should be submitted to the IFR Panel.









			Summary of evidence / rationale  


			Diagnostic D&C: The difficulty is that because the technique is ‘blind’, lesions of the endometrium may be missed, which is why ultrasound (1st line) or hysteroscopy (with or without biopsy) (2nd line) are recommended as diagnostic techniques to investigate uterine bleeding disorders. Hysteroscopy and biopsy is also the preferred technique to remove polyps and other benign lesions, as it allows targeted removal. If a tissue sample is required and there is no lesion visible on a scan then an endometrial biopsy may be done.


Therapeutic D&C: There is limited evidence on the effectiveness of D&C in the management of menorrhagia. The one study that was identified by NICE showed that any effect was temporary. 


Evacuation of retained products of conception (ERPC): where surgical evacuation after incomplete miscarriage or delivery is clinically indicated over medical management and watchful waiting, vacuum aspiration has superseded D&C as it is quicker, safer, easier and less painful. 


Gestational trophoblastic disease: Suction/vacuum curettage is the preferred method of evacuation irrespective of uterine size in patients with suspected hydatidiform mole who want to preserve fertility 





			Date effective from


			September 2017 





			Date published


			





			Review date
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Humber Coast and Vale




Endoscopic Thoracic Sympathectomy for Hyperhidrosis Commissioning Policy






			Intervention 


			Endoscopic Thoracic Sympathectomy 





			OPCS codes


			R61*





			For the treatment of: 


			Primary hyperhidrosis of the upper limb





			Commissioning position 






			Humber Coast and Vale CCGs do not routinely commission Endoscopic Thoracic Sympathectomy. Applications will only be considered by the individual Funding Request Panel (IFR) where exceptional clinical circumstances are demonstrated.  All cases require prior approval.



In view of the risk of side effects, this procedure should only be considered in patients suffering from severe and debilitating primary hyperhidrosis that has been refractory to other treatments1. (These may include topical agents, oral medication, botulinum toxin injections and iontophoresis.)


Endoscopic thoracic sympathectomy does not work as well for those with excessive axillary (armpit) sweating.





			Summary of evidence / rationale  


			Recent NICE guidance (IPG 487 May 2014)1 indicates that the evidence base for the efficacy and safety of this procedure is “adequate” but there is a risk of serious complications (including death from major intrathoracic bleeding); it is not always effective; and it can cause hyperhidrosis (“compensatory”) elsewhere on the body (in around 80% of cases, of whom 33% reported symptoms that were “severe‟ or “incapacitating‟). 



The primary indication is palmar hyperhidrosis because it is less effective for axillary symptoms. It should only be considered in patients suffering from severe and debilitating primary hyperhidrosis that has been refractory to other treatments. Further research is required to establish good patient selection and to identify which patient characteristics might predict severe side-effects.








			Date effective from


			September 2017





			Date published


			





			Review date


			








References


1. NICE Clinical Knowledge Summary – Hyperhidrosis


2. NICE IPG 487 (May 2014) Endoscopic Thoracic Sympathectomy for primary hyperhidrosis of the upper limb: guidance 




image8.emf

Functional Electrical  Stimulation for Dropped Foot - Humber Coast and Vale V2 May 2017.doc




Functional Electrical Stimulation for Dropped Foot - Humber Coast and Vale V2 May 2017.doc


Humber Coast and Vale




Functional Electrical Stimulation (FES) for Foot Drop Commissioning Policy






			Intervention 


			Functional Electrical Stimulation (FES)





			OPCS codes






			A70        Neurostimulation of peripheral nerve



A701      Implantation of neurostimulator into peripheral nerve



A702      Maintenance of neurostimulator in peripheral nerve



A703      Removal of neurostimulator from peripheral nerve



A704      Insertion of neurostimulator electrodes into peripheral nerve



A705      Electro-acupuncture



A706      Acupuncture NEC



A707      Application of transcutaneous electrical nerve stimulator



A708      Other specified neurostimulation of peripheral nerve



A709      Unspecified neurostimulation of peripheral nerve









			For the treatment of: 


			Foot Drop





			Commissioning position 






			Humber Coast and Vale CCGs do not routinely commission skin-surface, wireless and implantable Functional Electrical Stimulation for foot drop.  This is due to the limited evidence for clinical effectiveness and lack of independent, published, cost effectiveness data.


Humber Coast and Vale CCGs require prior approval through the Individual Funding Request Panel. 



The Panel may consider approval for skin surface Functional Electrical Stimulation in the following circumstances:



· The individual has an upper motor neuron lesion resulting from stroke, multiple sclerosis (MS), cerebral palsy (CP) or spinal cord injury (SCI) (but has an intact peroneal nerve);



· There is evidence that the foot drop interferes significantly with the individual’s day to day living;



· There is evidence that FES has been recommended for the individual after a thorough assessment of their suitability by the local NHS physiotherapy service or MDT specialising in rehabilitation.


· The request to the IFR Panel must include evidence that first line treatments have been tried and failed.



· First-line treatment is usually physiotherapy or the use of an ankle foot orthosis (AFO).  Agreed to delete these lines? Evidence will be required to demonstrate that first line treatments have been tried. 


· Other options may include medical therapy, electrical stimulation of the affected nerves and surgery. These options can be used alone or in combination with one another. 



Any requests for wireless and implantable devices must demonstrate clinical exceptionality 



All requests should include:



· Detailed clinical evidence which demonstrates the extent to which the patient’s condition affects the quality of life;



· Lifestyle modifications including weight management (where appropriate) that have been made and relevant services such as Occupational therapy and Falls team have been involved;



· There is evidence that FES has been recommended for the individual after a thorough assessment of their suitability by an NHS Commissioned Physiotherapy service or MDT specialising in rehabilitation. This recommendation must specify how any benefit will be measured for the individual.


If the Individual Funding request is granted it is expected that the patient will demonstrate a positive trial of FES before proceeding to a permanent stimulator.  In this case it will not be necessary to seek further permission to proceed with the surface electrode device, the ‘Odstock drop foot stimulator’, but individual funding approval must be sought if an implanted electrode is being considered



 





			Effective from  


			September  2017 





			Summary of evidence / rationale  


			Foot drop is the inability to lift the foot and toes in the swing phase of the gait when walking. This can cause abnormal gait, reduced walking speed and an increased risk of falls. This condition is present in around 20% of patients surviving a stroke. It is also associated with multiple sclerosis (MS) and other neurological conditions.


FES involves the application of electrical pulses to the common peroneal nerve. The pulses are produced by a stimulator unit worn externally and delivered via skin surface (or implanted electrodes). The aim is to produce muscle contractions that mimic normal voluntary movement lifting the foot so that it does not drag on the ground, and so improve gait.



A body of evidence, based largely on uncontrolled observational studies in patients with stroke with drop foot and patients with multiple sclerosis with drop foot, using heterogeneous outcome measures, indicates that functional electrical stimulation (FES) (mainly using surface electrodes) is associated with improved walking speed and reduced walking effort2.


There are preliminary findings of a therapeutic effect of FES use in patients in the chronic phase of stroke rehabilitation. Three large randomised controlled trials are underway in chronic stroke patients which may provide data on comparison with the ankle foot orthosis2.



There are few safety concerns around the use of surface-applied FES and patient acceptability appears to be high, however the use of implanted electrodes may be associated with more serious adverse events2.
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Humber Coast and Vale




Ganglion Commissioning Policy






			Intervention 


			Ganglion Surgery for the removal of ganglia





			OPCS codes


			T59         Excision of ganglion



T591       Excision of ganglion of wrist



T592       Excision of ganglion of hand NEC



T593       Excision of ganglion of knee



T594       Excision of ganglion of foot



T598       Other specified excision of ganglion



T599       Unspecified excision of ganglion



T60         Re-excision of ganglion



T601       Re-excision of ganglion of wrist



T602       Re-excision of ganglion of hand NEC



T603       Re-excision of ganglion of knee



T604       Re-excision of ganglion of foot



T608       Other specified re-excision of ganglion



T609       Unspecified re-excision of ganglion



T61         Other operations on ganglion



T611       Aspiration of ganglion



T612       Biopsy of ganglion



T613       Injection of ganglion



T618       Other specified other operations on ganglion



T619       Unspecified other operations on ganglion





			For the treatment of: 


			Ganglia





			Commissioning position 






			Humber Coast and Vale CCGs do not routinely commission surgical removal of ganglia If there is doubt of diagnosis patients should be referred via the 2WW route 


· The CCG does commission the routine aspiration of ganglions in primary care within the local enhanced service contract.


Funding for treatment in secondary care will only be considered on the grounds of clinical exceptionality if these minimum criteria are met:



· The ganglion is causing significant functional impairment



· The patient is experiencing considerable pain as a result of the ganglion’s size or position despite the use of analgesics (e.g. inability to fit shoes or walk)



· Conservative measures such as aspiration and bandaging have been attempted at least twice. Ganglia on the feet may need podiatry input








			Summary of evidence / rationale  


			Most ganglia are symptom free, but some give pain, weakness, mobility disorders or pressure neuropathy. Many disappear spontaneously and many others cause little trouble.



For ganglion cysts in general, the possibilities for treatment are:



· Explanation, reassurance, wait to see if the cyst disappears spontaneously



· Removal of the liquid contents of the cyst with a needle (aspiration) under local anaesthetic



· Surgical removal of the cyst



The Trent regional audit (which reviewed the progress of 729 ganglions up to 10 years from attendance) indicated that 33% of dorsal ganglions and 45% of volar-wrist ganglia would resolve spontaneously in six years1. The recurrence rate after excision of wrist ganglia is between 10- 45%.


For any individual cyst, the recommendations for treatment will depend on the location of the cyst and on the symptoms that it is causing. Many occur in young adults and often disappear spontaneously. Problems after surgery include persistent pain, loss of wrist movement and trapping of nerve branches in the scar. For these reasons, many surgeons advise against operation for these cysts.





			Date effective from


			September 2017





			Date published


			





			Review date
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Humber Coast and Vale




Haemorrhoidectomy and Haemorrhoidopexy Commissioning Policy






			Intervention


			Haemorrhoidectomy (and Haemorrhoidopexy)





			OPCS codes


			H51        Excision of haemorrhoid



H511      Haemorrhoidectomy



H512      Partial internal sphincterotomy for haemorrhoid



H513      Stapled haemorrhoidectomy



H518      Other specified excision of haemorrhoid



H519      Unspecified excision of haemorrhoid



H52        Destruction of haemorrhoid



H521      Cryotherapy to haemorrhoid



H522      Infrared photocoagulation of haemorrhoid



H523      Injection of sclerosing substance into haemorrhoid



H524      Rubber band ligation of haemorrhoid



H528      Other specified destruction of haemorrhoid



H529      Unspecified destruction of haemorrhoid



H53        Other operations on haemorrhoid



H531      Evacuation of perianal haematoma



H532      Forced manual dilation of anus for haemorrhoid



H533      Manual reduction of prolapsed haemorrhoid



H538      Other specified other operations on haemorrhoid



H539      Unspecified other operations on haemorrhoid









			For the treatment of: 


			Haemorrhoids





			Background


			Definition of degrees of haemorrhoids:



· First grade: the haemorrhoids remain inside at all times



· Second grade: the haemorrhoids extend out of the rectum during a bowel movement but return on their own



· Third grade: the haemorrhoids extend out during a bowel movement but can be pushed back inside



· Fourth grade: the haemorrhoid is always outside





			Commissioning position






			All requests for this treatment must be sent to the IFR Panel for consideration.


Humber Coast and Vale CCGs will only commission haemorrhoidectomy (and haemorrhoidopexy) in the following circumstances:



· Grade I or II haemorrhoids with severe symptoms which include bleeding, faecal soiling, itching or pain which have failed to respond to conservative management for 6 months. 


· Grade III or IV haemorrhoids (i.e. prolapsed)


HCV CCGs do not routinely commission in any other circumstances. 





			Summary of evidence /rationale


			Grade I or II haemorrhoids may be managed by diet modification, use of laxatives or treated by topical applications. Interventional treatments include rubber band ligation, sclerosant injections, infra-red coagulation or bipolar electrocoagulation using diathermy. 



Treatments for Grade III and IV haemorrhoids include bipolar electrocoagulation  using diathermy, stapled haemorrhoidopexy or haemorrhoidal artery ligation (IPG 525)









			Date effective from


			September 2017





			Date published


			





			Review date
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Humber Coast and Vale 


Hip Arthroscopy Commissioning Policy


General Commissioning Policy





			Interventions


			Hip Arthroscopy (Diagnostic & Therapeutic)





			OPCS Codes 


			TBC








			For the treatment of


			Diagnostic and Therapeutic Arthroscopy – Hip 





			Background


			This policy defines the commissioning position for femoro-acetabular arthroscopic surgery (hip arthroscopy). 








			Commissioning position


			Hip Arthroscopy


The CCG does not currently commission hip arthroscopy on a routine basis other than where patients are shown to fulfil ALL the following criteria. 





Prior approval must still be sought from the Individual Funding Request panel before the procedure is carried out.  





Patients presenting with; 





· Diagnosis of definite labral pathology and/or hip impingement syndrome as defined above through clinical and radiological investigation (e.g. X-rays, MRI, CT scans) AND


· A recognised Orthopaedic Surgeon who specialises in young adult hip surgery has made the diagnosis, which should include discussion of each case with a specialist musculo-skeletal radiologist, AND


· Severe symptoms with compromised function measured by objective scoring tools and with a duration of at least six months where diagnosis has been made (see scoring tools below) AND


· Failure to respond to conservative treatment including activity modification, specialist physiotherapy and maximal pharmacological interventions for a period of 6 months AND


· Treatment with hip replacement, resurfacing or other more established procedure is not clinically viable AND


· Patient is aged between 18 and 50 years (clinical experience has shown that these patients are likely to gain the greatest benefit).








Hip arthroscopy is not routinely funded for patients with the following conditions:





· Patients with advanced degenerative OA on a preoperative X-ray (Tonnis grade 2 or more) or severe cartilage injury (Outerbridge grade III or IV).


· Patients with joint space on plain radiograph of the pelvis that is less than 2mm wide anywhere along the sourcil.


· Patients who are candidates for total hip replacements.


· Patients who have hip dysplasia or considerable protrusion 


· Patients with osteonecrosis with femoral head collapse


· Patients with grade III or IV heterotopic bone formation


· Patients with sepsis and accompanying osteomyelitis or abscess formation


· Patients with joint ankylosis


· Patients with generalised joint laxity syndromes associated with hypermobility of the joints such as Marfan and Ehlers-Danlos syndromes 


· Patients with osteogenesis imperfecta





			Summary of evidence / rationale


			The most recent systematic review of Femoro-acetabular Hip Arthroscopy was the Washington State HTA review undertaken in 20111. Although 36 articles were identified assessing the efficacy of arthroscopic femoro-acetabular surgery, none were level I or II studies and all reported as case series (level IV evidence). The main findings from the HTA are summarised below:





‘The causes of hip pain, the natural history of FAI and its relationship to osteoarthritis are unclear, and the case definition and selection criterion of patients for hip surgery remain uncertain. Significant questions remain about the efficacy and effectiveness, safety and cost effectiveness of hip surgery for FAI’.





NICE IPG 4082 replaces previous guidance on arthroscopic femoro–acetabular surgery for hip impingement syndrome.  





The guidance states that current evidence on the efficacy of arthroscopic femoro–acetabular surgery for FAI is adequate in terms of symptom relief in the short and medium term. With regard to safety, there are well recognised complications. 





It recommends that the procedure may be used with normal arrangements in place for clinical governance, consent and audit with local review of outcomes and should be performed by surgeons with specialist expertise in arthroscopic hip surgery.


Note: Patients who are not eligible for treatment under this policy may be considered on an individual basis where their GP or consultant believes exceptional circumstances exist that warrant deviation from the rule of this policy. Individual cases will be reviewed as per the CCG policy.





			Date effective from


			September  2017





			Date published


			





			Review Date
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Humber Coast and Vale


Hysterectomy for the Treatment of Menorrhagia


	


			Intervention 


			Hysterectomy





			OPCS codes 


						Abdominal Hysterectomy


			Vaginal Hysterectomy 





			Q071 Abdominal hysterocolpectomy and excision of periuterine tissue


Q072 Abdominal hysterectomy and excision of periuterine tissue NEC


Q073 Abdominal hysterocolpectomy NEC


Q074 Total abdominal hysterectomy NEC


Q075 Subtotal abdominal hysterectomy


Q076 Excision of accessory uterus


Q078 Other specified abdominal excision of uterus


Q079 Unspecified abdominal excision of uterus


			Q081 Vaginal hysterocolpectomy and excision of periuterine tissue


Q082 Vaginal hysterectomy and excision of periuterine tissue NEC


Q083 Vaginal hysterocolpectomy NEC


Q088 Other specified vaginal excision of uterus


Q089 Unspecified vaginal excision of uterus





			Laparoscopic Abdominal Hysterectomy Codes


			Laparoscopic Vaginal Hysterectomy Codes





			Any of Q071 to Q079; with addition of: Y751 Laparoscopically assisted approach to abdominal cavity. Y752 Laparoscopic approach to abdominal cavity NEC


			Any of Q081 to Q089; with addition of: Y751 Laparoscopically assisted approach to abdominal cavity. Y752 Laparoscopic approach to abdominal cavity NEC














			For the treatment of


			Menorrhagia (heavy menstrual bleeding, HMB)





			Background


			This Commissioning Policy is required because this surgical procedure is of limited clinical value and therefore consideration of referral criteria/thresholds along with conservative evidence based treatment prior to referral for surgery is required.  


This policy has been developed using appropriate NICE guidance and other peer reviewed evidence which are summarised here in order to guide and inform referrers.





			Commissioning position


			Hysterectomy for menorrhagia is commissioned within a set of strict criteria and guidance. 


‘Patient choice’ to opt for hysterectomy without any form of prior conservative treatment is not routinely commissioned.  This guidance should be followed in determining when to refer patients to secondary care as follows:





Humber Coast and Vale CCGs will only fund hysterectomy for heavy menstrual bleeding when ALL of the following conditions are satisfied:


1. There has been an unsuccessful trial (of at least 12 cycles-with a levonorgestrel intrauterine system (e.g. Mirena®) unless medically contra-indicated 


AND


2. A second pharmaceutical treatment (unless contra-indicated) has been tried for 3 months and has also failed.  These pharmaceutical treatments include:


· Tranexamic acid (2nd line pharmaceutical treatment)


· Non-steroidal anti-inflammatory drugs (NSAIDs) (2nd line)


· Combined oral contraceptives (2nd line)


· Oral progesterone (3rd line pharmaceutical treatment) i.e. norethisterone


· Injected progesterone (3rd line)


AND


3. Endometrial ablation has been tried (unless the patient has fibroids >3cm, an abnormal uterus or other contraindications), or uterine artery embolization or myomectomy (if appropriate), and have failed to relieve symptoms or are contraindicated





Note: endometrial ablation is suitable for women who do not want to conceive in the future and should only be offered after full discussion of risks and benefits and other treatment options.





In addition, Humber Coast and Vale CCGs will fund hysterectomy for heavy menstrual bleeding due to fibroids greater than 3cm when the following criteria are satisfied:


· Other symptoms (e.g. pressure symptoms) are present


· There is evidence of severe impact on quality of life


· Other pharmaceutical, surgical and radiological treatment options have failed, or have contraindicated


· Patient has been offered myomectomy and / or uterine artery embolization (unless medically contraindicated)


· There is structural / histological abnormality of the uterus


· The woman no longer wishes to retain her uterus and fertility








			Summary of evidence / rationale


			Hysterectomy is a major operation and is associated with significant complications in a minority of cases1.  Since the 1990s the number of hysterectomies has been decreasing rapidly and it should not be used as a first line treatment solely for HMB.  There are now a range of alternative treatment options for HMB.





NICE Clinical guidelines (2007)1 emphasise that:


· The Mirena® device is effective in the treatment of menorrhagia and is considerably cheaper than a hysterectomy, even if required for many years (for contraception costs estimated at £207 including consultation; removal cost £26) and the fertility of the woman may be maintained.  In a NICE study of long-acting reversible contraception3, the average annual cost of Mirena® was estimated at £70.  This compares to the average cost to the CCG of performing a hysterectomy of £2,362.



· Other effective conservative treatments are available as second line treatment after failure of Mirena® or where Mirena® is contraindicated



· A Cochrane systematic review showed that the Mirena® coil improved the quality of life of women with menorrhagia as effectively as hysterectomy





Hysterectomy should be considered only when1:


· All other treatment options have failed, are contraindicated or are declined by the woman


· There is a wish for amenorrhoea


· The woman (who has been fully informed) requests it


· The woman no longer wishes to retain her uterus and fertility


The supporting evidence is given in more detail in the evidence reviews and statements from the clinical guidelines on heavy menstrual bleeding given below.1,2  For details of the primary studies and systematic reviews that NICE used to make their recommendations and a full bibliography, see their full guidance at www.nice.org.uk 





			Date effective from


			September 2017





			Date published


			





			Review date


			











References:





1. NICE – Heavy menstrual bleeding: Clinical Guideline 44, January 2007.  




2. Royal College of Obstetricians and Gynaecologists (1999).  Management of Menorrhagia in Secondary Care
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Humber Coast and Vale 


Arthroscopy – Knee 





			Intervention 


			Diagnostic & Therapeutic Arthroscopy Knee





			OPCS Codes 


			W85       Therapeutic endoscopic operations on cavity of knee joint


W851     Endoscopic removal of loose body from knee joint


W852     Endoscopic irrigation of knee joint


W853     Endoscopic autologous chondrocyte implantation of knee joint


W858     Other specified therapeutic endoscopic operations on cavity of knee joint


W859     Unspecified therapeutic endoscopic operations on cavity of knee joint


W87       Diagnostic endoscopic examination of knee joint


W871     Diagnostic endoscopic examination of knee joint and biopsy of lesion of knee joint


W878     Other specified diagnostic endoscopic examination of knee joint


W879     Unspecified diagnostic endoscopic examination of knee joint





			For the treatment of


			Diagnostic and Therapeutic Arthroscopy – Knee 





			Background


			This policy defines the commissioning position for diagnostic and therapeutic knee arthroscopy. 





			Commissioning position


			Both diagnostic and therapeutic arthroscopy are NOT routinely commissioned:


· for diagnostic purposes for investigation of knee pain


· to provide washout treatment (lavage) or debridement as a treatment for knee pain or arthritis (in line with NICE guidance, this should not be offered as part of a treatment for osteoarthritis unless the person has a clear documented history of mechanical locking)2, 3


· for symptoms of “giving way’ or X-ray evidence of loose bodies without true locking





NB If clinical assessment suggests the patient might have a red flag condition e.g. trauma, infection, carcinoma, bony fracture, avascular necrosis, or constant progressive non-mechanical pain, particularly at night), 


REFER without delay OR if there has been knee trauma causing fracture or ligament avulsion and arthroscopy is needed urgently.


[bookmark: _MailEndCompose]The CCG will ONLY commission therapeutic knee arthroscopy in adults where:


· the patient has clear mechanical features of true locking, or symptoms that worsen with conservative treatment, 


AND


· conservative treatment has been tried over a 3 month period (This needs to include exercise, weight loss where appropriate, physiotherapy and maximal analgesic medication) 


OR


· for patients with chronic knee pain, up to 6 months of comprehensive conservative treatment should be tried, including 


· efforts to lose weight if BMI over 25, (as outlined in NICE guidance3), 


· lifestyle advice, including exercise or rest


· optimum pharmacological treatments 


· self or physiotherapy guided mobilisation and strengthening exercises. 





NB: Referral for MRI scans should only be made by secondary care consultants or specialists working in CCG commissioned MSK services.


MRI scan should be the first line diagnostic for investigating knee pain with locking, in order to identify meniscal tears and loose bodies, in line with Radiology Guidance. The only exception is when there are contraindications to MRI (e.g. a pacemaker) or diagnostic uncertainty following a MRI scan OR if the patient has an anterior cruciate ligament reconstruction with metal screws affecting the MRI image quality.


Treatment in all other circumstances is not normally funded and should not be referred unless there is prior approval by the Individual Funding Request Panel.





			Summary of evidence / rationale


			For patients with non-traumatic knee injury, evidence shows that, on average, conservative treatment is as effective as arthroscopic knee surgery for some procedures. As long ago as 2002, a controlled trial addressing knee arthroscopy, using placebo or “sham” surgery as a comparator, showed no benefit4. 


Partial meniscectomy surgery showed no advantage over sham in one RCT of patients aged 35-65 years with degenerative meniscal tears without osteoarthritis5 and no advantage over physical therapy in two RCTs of older patients (>45 years) with osteoarthritis6, 7.  In a systematic review of RCTs of young patients (mean age ~20 years) with a first occurrence of patellar dislocation, there was no conclusive advantage of surgical treatments compared with non-surgical treatments8.  In an RCT of patients with patellar femoral pain syndrome (18-40 years), mixed arthroscopic procedures and exercise resulted in equivalent improvements compared with exercise alone9.  


Although rates of post-operative complications are generally low, higher rates have been observed in children and young people10,11.  There may also be future knee damage associated with arthroscopic procedures12, 13 and a recent meta-analysis showed that the small benefit from arthroscopic knee surgery seen in middle aged or older patients with knee pain and degenerative knee disease was absent one to two years after surgery and was associated with an increase in significant harms such as deep vein thrombosis, pulmonary embolism, infection and death14. The paper concludes 


“The small inconsequential benefit seen from interventions that include arthroscopy for the degenerative knee is limited in time and absent at one to two years after surgery. Knee arthroscopy is associated with harms. Taken together, these findings do not support the practice of arthroscopic surgery for middle aged or older patients with knee pain with or without signs of osteoarthritis14.


The Royal College of Surgeons/British Orthopaedic Association commissioning guide points out that “osteoarthritis may not be progressive and most patients will not need surgery, with their symptoms adequately controlled by non-surgical measures as outlined by NICE1.”


Regarding knee arthroscopy, it states that lavage and debridement should be considered in patients:


· With clear history of mechanical symptoms e.g. locking that has not responded to at least 3 months of non-surgical treatment 


· Where a detailed understanding of the degree of compartment damage within the knee is required, above that demonstrated by imaging, when considering patients for certain surgical interventions (e.g. high tibial osteotomy) 





The RCS/BOA guidance also states (in line with NICE guidance) that “Knee arthroscopy, lavage and debridement should NOT be offered for patients with non-mechanical symptoms of pain and stiffness.”


More recently, the BMJ has published two editorials about arthroscopic surgery for degenerative knee or knee pain16, 17. They both explore the evidence for benefit and harm and point out that, although this is one of the most common surgical procedures, there is no convincing evidence for the procedure being beneficial beyond the placebo effect. 


A series of rigorous trials summarised in two recent systematic reviews and meta-analyses provide clear evidence that arthroscopic knee surgery offers little benefit for most patients with knee pain14, 18. 


The most recent linked paper is a comparison between exercise therapy alone and arthroscopic partial meniscectomy alone (without any postoperative rehabilitation) in adults with a degenerative meniscal tear19. The authors found no between group differences in patient reported knee function at the two year follow-up, but greater muscle strength in the exercise group at three months.


Over time, the indications have extended from locked knees in young patients to all patients of all ages with knee pain and meniscus tears of any sort; tears which, on magnetic resonance imaging, have proved poorly associated with symptoms20. 


Essentially, the editorials say, good evidence has been widely ignored. The most recent editorial comments that arthroscopic surgery for knee pain continues unabated, as disinvestments in ineffective treatments are generally slow17, 21. It calls for local commissioners to respond appropriately to the evidence, because “system level measures that result in more appropriate use of scarce medical resources are urgently required”. 


In addition, it says that “in a world of increasing awareness of constrained resources and epidemic medical waste, what we should not do is (…) ignore the results of rigorous trials and allow continuing widespread use of procedures for which there has never been compelling evidence”.


Rationale for up to 12 months of conservative treatment in chronic knee pain  


This policy therefore specifies that conservative treatment should primarily be used but, when this fails, referral for surgery is an option.  In the trial of meniscal surgery compared with conservative treatment in patients without osteoarthritis, at earlier time points, outcomes favoured surgery, but by 12 months of conservative treatment, outcomes were equivalent5.  Therefore, to allow sufficient time for benefits of conservative treatment to be gained, and to allow for any potential natural healing of joint derangements, a minimum 12 months restriction has been selected for which conservative treatment should be attempted before any referral.  


In this trial, cross-over from the conservative group to surgery over 12 months was low (7%).  However, in other trials cross-over has been higher (around 30%)5,6 suggesting that some patients will require more urgent surgery.  There may be some cases where symptoms re-occur on conservative management and these patients may benefit from surgery15.  Therefore, this policy allows for patients with mechanical locking or worsening symptoms to be referred before the 12 month period of conservative management.


Restricted procedures


For some interventions, the evidence identifies a lack of effect or there is insufficient evidence to warrant their use.  There is currently no NICE guidance on the use of many procedures but, for the procedures that have been assessed, those not recommended by NICE will not be funded without IFR approval.


There is evidence (including from a Cochrane systematic review) that lavage does not improve patient outcome compared to sham2, 3,  24-26 and NICE does not recommend lavage2.  NICE recommends knee meniscus replacement with biodegradable scaffold only with special arrangements for clinical governance, consent and audit or research27.  NICE currently recommends that mosaicplasty should not be used without special arrangements for consent and audit or research28.  


NICE does not currently recommend autologous chondrocyte implantation for the treatment of articular cartilage defects of the knee joint except in the context of on-going or new clinical studies29.  NICE recommends that arthroscopic trochleoplasty for patellar instability should only be used with special arrangements for clinical governance, consent and audit or research30.  There is some evidence that debridement is ineffective3, 24, 25, but NICE recommends that debridement may be appropriate in cases where there is mechanical locking3.


Restricted use of MRI


MRI is a good diagnostic tool22, but may be inaccurate when used by less experienced staff23 and its use is, therefore, restricted to secondary care or specialists working in CCG commissioned MSK services for this indication.


Adapted (and updated) from evidence review in Knee arthroscopy for chronic knee pain Cambridgeshire and Peterborough CCG31, with thanks to Dr Raj Lakshman, Consultant Lead in Healthcare
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Humber Coast and Vale





Liposuction Commissioning Policy











			Intervention


			Liposuction





			OPCS codes	


			S62         Other operations on subcutaneous tissue


S621       Liposuction of subcutaneous tissue of head or neck


S622       Liposuction of subcutaneous tissue NEC








			For the


treatment of


			Problems of fat distribution





			Background


			This commissioning policy is needed because liposuction is a treatment often used to improve appearance rather than to treat health conditions. 





			Commissioning


position


			Humber Coast and Vale CCGs do NOT routinely commission liposuction and requests will only be considered via the Individual Funding Request (IFR) process, 





Humber Coast and Vale CCGs will routinely commission liposuction when it is used as a necessary adjunct to clinically necessary reconstructive surgery or other surgical procedures such as thinning of  transplanted flaps  or  endoscopic  axillary lymph node retrieval for breast cancer.





Liposuction for the treatment of lipoedema is not routinely commissioned. All cases will be considered by the IFR panel on the basis of exceptional clinical circumstances.    





Clinical evidence will be considered where there is clear demonstration of exceptional effect on functionality of the activities of daily living.





			Summary of


evidence /


rationale


			Studies have shown that abdominal liposuction does not significantly improve obesity-associated metabolic abnormalities, and so decreasing adipose tissue mass alone will not achieve the metabolic benefits of weight loss.





			Date Effective from


			September 2017





			Date Published


			





			Review Date
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Humber Coast and Vale




Myringotomy/Grommets/Otitis Media with Effusion Commissioning Policy






			Intervention


			Myringotomy / grommets / otitis media with effusion (OME)





			OPCS codes


			D23        Operations on inner ear



D231      Transtympanic injection to inner ear



D238      Other specified operations on inner ear



D239      Unspecified operations on inner ear





			For the treatment of: 


			Glue ear





			Background


			Treatment is usually only recommended when symptoms last longer than three months and the hearing loss is thought to be significant enough to interfere with a child's speech and language development.



For children with recurrent severe middle ear infections, grommets can be inserted into the eardrum under GA to help drain fluid, as a day case procedure, which helps keep the eardrum open for several months. 





			Commissioning position






			Humber Coast & Vale CCGs will commission myringotomy/ grommets for children aged between 3 and 12 years old with bilateral otitis media with effusion (OME) under the following circumstances:



· Documented, persistent, bilateral OME for at least 3 months



· Documented persistent hearing loss on 2 occasions at intervals of 3 months or more



· Hearing in the better ear of 25-30 dBHL or worse (less)



· There must be a period of at least 3 months watchful waiting from the date of the first appointment with an audiologist



AND the child suffers from at least one of the following:



· At least 5 recurrences of acute otitis media in a year (or 3 in 6 months)



· Evidence of significant delay in speech development



· Evidence of significant educational or behavioural problems attributable to persistent hearing loss



· Hearing level in the better ear of 25-30 dBHL (averaged at 0.5, 1, 2 & 4 kHZ) or worse (or equivalent dBH where dBHL not available)



· Hearing loss of less than 25-30 dBHL with significant impact on the child’s development, social or educational status 



· A significant second disability such as Down’s syndrome or cleft palate



NB: In children with additional disabilities such as Down’s Syndrome or cleft palate, involvement of a specialist multidisciplinary team with expertise in assessing and treating OME in these children is essential1.



Urgent referral is advised in the following circumstances



· Suspicion of cholesteatoma (atypical features and persistent foul discharge)



· OME is complicating sensorineural deafness (eg with excessive hearing loss) or is delaying diagnosis or the patient has treatment with aids or cochlear implants (this would be an indication for immediate grommets) 



Any cases that do not meet the above thresholds will require an IFR application



NB: Do not perform adenoidectomy at the same time unless evidence of significant upper respiratory tract symptoms.








			Summary of evidence /rationale


			Glue ear is a common childhood condition where the middle ear becomes filled with fluid (otitis media with effusion or OME)At least 50% of otitis media with effusion (OME) causing bilateral hearing loss of at least 20dB will resolve spontaneously within 3 months therefore a period of watchful waiting for at least 3 months is required1. Parents should be advised on educational and behavioural strategies to minimise effects of hearing loss. The RCS guidance also states that care should be provided via an integrated care pathway, which should include “prevention through public health programmes to decrease exposure to cigarette smoke during infancy and childhood”1.


NHS choices points out that factors which increase the risk of getting glue ear include2:



· growing up in a household where adults smoke 



· being bottlefed rather than breastfed as a baby 



NICE CKS3 points out that:


· OME has a very good prognosis. It is a self-limiting illness and 90% of children will have complete resolution within 1 year.



· Active observation for several months (previously known as 'watchful waiting') rarely results in long-term complications.



· There is no proven benefit from treatment with any medications or any complementary or alternative therapies.



NICE clinical guideline 604 supports the above criteria and covers:



· The surgical management of OME in children younger than 12 years.



· Guidance for managing OME in children with Down's syndrome and in children with all types of cleft palate.



It does not specifically look at the management of OME in:



· Children with other syndromes (for example, craniofacial dysmorphism or polysaccharide storage disease).



· children with multiple complex needs.


A Cochrane review6 concluded in 2010 that “In children with OME the effect of grommets on hearing, as measured by standard tests, appears small and diminishes after six to nine months by which time natural resolution also leads to improved hearing in the non-surgically treated children. No effect was found on other child outcomes but data on these were sparse. No study has been performed in children with established speech, language, learning or developmental problems so no conclusions can be made regarding treatment of such children.”





			Date effective from


			September 2017





			Date published


			





			Review date
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Humber Coast and Vale





Refractive Error Commissioning Policy





			Intervention


			Corrective Surgery, Lens Implants and Laser Treatment for Refractive error


(short or long sightedness, astigmatism)





			OPCS codes


			Not known	





			For the treatment of


			Refractive Errors





			Background


			Corrective surgery for refractive error is widely available in the private sector but is not performed as an NHS procedure unless indicated for therapeutic


reasons e.g. a specific clinical indication or the inability to wear spectacles due to disability.





			Commissioning


position


			Humber Coast and Vale  CCGs do not routinely commission nonessential corrective surgery or lens implants for focusing (refractive) errors such as short-sightedness (myopia), astigmatism, and long-sightedness (hyperopia)


because these conditions are usually corrected by wearing spectacles or contact lenses.





All requests for corrective surgery, lens implants and laser treatment for refractive error must be considered via the Individual Funding Request (IFR) process and a clear clinical case of need must be evidenced.





			Summary of


evidence / rationale


			Corrective surgery includes either corneal or lens techniques. Corneal


techniques include:


	LASIK (Laser in-situ keratomileusis). Most common procedure in the UK, performed since the mid 1990s. Not suitable for high degree of myopia.


	Wavefront guided LASIK. Reduces the natural irregularities of the eye


(which can cause light rays to focus incorrectly), and improves the visual result of the surgery.


	PRK (Photo refractive keratectomy). Used since the 1980s, but now mainly used for correcting low degree myopia.


	LASEK (Laser-assisted sub-epithelial keratectomy). Similar to PRK but the surface layer of the cornea is retained as a flap which helps prevent


complications and speeds up healing.





Laser refractive surgery is generally effective for up to 10 dioptres of myopia,


6 dioptres of hyperopia and 4 dioptres of astigmatism, though the predictability of correction tends to diminish towards the extremes of these ranges. Current evidence suggests that laser surgery for the correction of refractive errors is safe and efficacious for use in appropriately selected patients, including when used to correct refractive error resulting from other forms of ophthalmic surgery (1, 2). The Royal College of Ophthalmologists issued a statement on Standards for Laser Refractive Surgery in 2012 (3).





However corrective surgery is considered a cosmetic treatment and compared to the use of spectacles or contact lenses, not an efficient use of NHS resources. Private laser surgery treatment is now offered by many treatment centres, with prices varying from approx £500-£1500 per eye depending on the prescription and the type of surgery involved.





Complications of laser refractive surgery include infection, bleeding, over/under correction, corneal haze, glare, halo or starburst, corneal





			


			damage, retinal detachment and dry eye. However risks which have the potential to cause permanent damage are very rare.





A 2005 review (4) of the efficacy of laser treatment found a broadly similar performance for PRK, LASEK and LASIK. People with a milder degree of myopia were more likely to achieve the intended refractive correction. Treatment of hyperopia was less successful than treatment of myopia.





Intraocular lens implants


For correction of large myopic refractive errors and moderate or large hyperopic refractive errors, a more predictable correction may be achieved by insertion of an intraocular lens (IOL) implant of the appropriate power. Lens techniques include:


	Insertion of corneal implants


	Intraocular lens insertion with preservation of the natural lens. (eg. phakic intraocular lens implants)





Current evidence from NICE on the efficacy of corneal implants for the correction of refractive error shows limited and unpredictable benefit. In addition, there are concerns about the safety of the procedure for patients with refractive error. Therefore, corneal implants should only be used for the treatment of refractive error when there is other ocular pathology present eg. keratoconus (5).





There is good evidence for the short term efficacy and safety of phakic IOL insertion, but the long term risks of cataract, corneal damage or retinal detachment remain uncertain and require ongoing audit. (6). Other complications of IOL implantation are similar to those of cataract surgery and include infection, poor night vision, glare and eye damage. Eyes with higher refractive errors have a greater risk
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Humber Coast and Vale





Reversal of sterilisation male and female Commissioning Policy








			Intervention


			Reversal of sterilisation for males and females





			OPCS Codes


			Q29        Open reversal of female sterilisation


Q291      Reanastomosis of fallopian tube NEC


Q292      Open removal of clip from fallopian tube NEC


Q298      Other specified open reversal of female sterilisation


Q299      Unspecified open reversal of female sterilisation





Q37        Endoscopic reversal of female sterilisation


Q371      Endoscopic removal of clip from fallopian tube


Q378      Other specified endoscopic reversal of female sterilisation


Q379      Unspecified endoscopic reversal of female sterilisation





			For treatment of 


			Reconstruction of fallopian tubes or vas deferens





			Commissioning position


			Humber Coast and Vale CCGs do not routinely commission the reversal of sterilisation for men or women. All applications should be made via the IFR process and will need to demonstrate clinical exceptionality. 





			Summary of


evidence / rationale


			Sterilisation should be regarded as a permanent procedure and patients should be counselled pre-operatively to that effect.





Reversal involves complex surgery and is unlikely to produce a return to fertility. 
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Humber Coast and Vale





Removal of Tattoos Commissioning Policy








			Intervention


			Removal of Tattoos





			OPCS codes


			None known





			For the


treatment of


			Tattoo removal





			Background


			This commissioning policy is needed because tattoo removal is not routinely commissioned by Humber Coast and Vale CCGs and therefore exceptional circumstances have to be demonstrated in all cases and considered by the Individual Funding Request (IFR) Panel.





			Commissioning


position


			Humber Coast and Vale does not commission tattoo removal for cosmetic reasons, for example, if a tattoo is no longer liked or wanted. 





Approval via IFR is required for ALL cases. 





The IFR panel will only consider requests for tattoo removal in certain circumstances, including those which reflect the criteria of the Modernisation Agency guidance1 . 





Cases that may be considered include where the tattoo:





· is the result of past trauma i.e. scarring from grit, coal or graphite (that  in  some  cases  may  have  remained  despite  immediate  post injury cleansing treatment); 


OR


· was inflicted against the patient’s will; 


OR


· was applied during a period of documented significant mental illness;


OR


· has resulted in a significant allergic reaction or impairment to daily living, 


OR


· Where the individual was a child and not ‘Gillick competent’, and


· therefore  not  responsible  for  their  action  at  the  time  of  the tattooing.





Patients who are not eligible for treatment under this policy may be considered on an individual basis where their GP or consultant believes exceptional circumstances exist that warrant deviation from the rule of this policy. 





			Summary of


evidence /


rationale


			A tattoo is a mark made by inserting pigment into the skin. People choose to be tattooed for various cosmetic, social or religious reasons. It carries certain health risks such as infection and allergic reaction.








Most dermatology surgeons caution that complete tattoo removal is not possible. Tattoos are meant to be permanent, so removing them is difficult. However a tattoo can be removed by laser, surgical excision, or dermabrasion.








Lasers have become the standard treatment for tattoo removal because they offer a bloodless, low risk, effective alternative with minimal side effects. Each procedure is done on an outpatient basis in a single or series of visits. Patients may or may not require topical or local anaesthesia. The type of laser used to remove a tattoo depends on the tattoo's pigment colour. Black, dark blue and red tattoos respond really well to laser removal.





More difficult tattoo colours to remove are white, yellow, purple and pink, but are easier to cover up. Green is probably the most difficult tattoo colour to remove.











			Date effective from


			September  2017





			Date published


			





			Review date


			

















* When deciding whether a child is mature enough to make decisions, it is often described as whether a child is 'Gillick competent' (if under 16):


“whether or not a child is capable of giving the necessary consent will depend on the child’s maturity and understanding and the nature of the consent required. The child must be capable of making a reasonable assessment of the advantages and disadvantages of the treatment proposed, so the consent, if given, can be properly and fairly described as true consent."
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Humber Coast and Vale


Therapeutic and diagnostic injections for the treatment of back pain Commissioning Policy






			Intervention 


			Therapeutic and diagnostic injections for back pain





			OPCS codes


			X28        Intermittent infusion of therapeutic substance



X281      Intermittent intravenous infusion of therapeutic substance



X282      Intermittent subcutaneous infusion of therapeutic substance



X288      Other specified intermittent infusion of therapeutic substance



X289      Unspecified intermittent infusion of therapeutic substance



X29        Continuous Infusion of therapeutic substance



X292      Continuous intravenous infusion of therapeutic substance 



X293      Continuous subcutaneous infusion of therapeutic substance 


X298      Other specified continuous Infusion of therapeutic substance



X299      Unspecified continuous Infusion of therapeutic substance



X30        Injection of therapeutic substance



X306      Injection of anaesthetic agent NEC



X308      Other specified injection of therapeutic substance



X309      Unspecified injection of therapeutic substance



X35        Other intravenous injection



X358      Other specified other intravenous injection



X359      Unspecified other intravenous injection



A52        Therapeutic epidural injection



A521      Therapeutic lumbar epidural injection


A522      Therapeutic sacral epidural injection



A523      Epidural blood patch



A528      Other specified therapeutic epidural injection



A529      Unspecified therapeutic epidural injection



A577      Injection of therapeutic substance around spinal nerve root



A735      Injection of therapeutic substance around peripheral nerve



A812      Injection of therapeutic substance around sympathetic nerve





			Background 


			This commissioning policy is needed because the clinical and cost effectiveness of therapeutic injections for back pain is not proven.









			Commissioning position 






			Humber Coast and Vale CCGs do NOT routinely commission diagnostic or therapeutic spinal injections for back pain. Spinal  injections included in this policy are:



· Epidural injections and nerve blocks



· Facet joint injections (FJI)



· Radiofrequency nerve denervation (rhizolysis/ medial branch  block/nerve root ablation)



· Trigger point injections



There are three exceptions (but note that ALL requests now have to be made via IFR for prior approval)



1. For the treatment of acute severe spinal pain or sciatica of up to 12 weeks duration, as part of the acute/subacute back pain pathway, to help with mobilisation one epidural or transforaminal injection will be commissioned within an acute back pain service



2. Facet joint injections for diagnostic purposes:


Facet joint injections will NOT be commissioned for acute or acute on chronic spinal pain for therapeutic purposes. For patients with complex multi-level disease requiring assessment for surgical intervention (via specialist MSK service; orthopaedic or neurosurgical services) the CCG will commission a maximum of two facet joint injections for diagnostic purposes to help localise the problem and define surgical management of chronic spinal pain (which has lasted more than 2 years, with nerve root involvement). These should be performed no more than 6 weeks apart, as part of pre-surgical work up.



3. Spinal injections required to treat cancer related spinal pain (e.g. epidural or intrathecal injections, nerve blocks e.g. coeliac) – if other analgesia (oral, topical) has failed



The CCG will only  consider spinal injections for patients with chronic spinal pain (>12 weeks) in clinically exceptional circumstances


All patients with low back pain and/or sciatica should be assessed in line with NICE guidance NG591. This MUST initially include



· Consider alternative diagnoses e.g. injury, malignancy



· Risk assessment and risk stratification (e.g. STarT Back risk assessment tool at first point of contact with a healthcare processional).



· Based on risk stratification, consider simpler support (e.g. self- management - exercise, weight loss etc.) or more complex intensive support (e.g. pain management programmes (with physical and psychological elements), optimised pharmacological interventions





			Summary of evidence / rationale  


			The new NICE clinical guideline on low back pain and sciatica in over 16s: assessment and management (NG591) outlines the initial approach recommended.



Assessment should include (especially if new or changed symptoms) considering alternative diagnoses (e.g. metastatic cord compression, spinal injury).



For each new episode, risk assessment and stratification tools can help to clarify if less or more intensive support is required.



Non-invasive treatments can include self-management, exercise, weight loss, manual or psychological therapy, combined programmes, and pharmacological interventions 



Non-surgical invasive treatment


Spinal injections (facet joint injections (FJI).



These involve injection of substances (local anaesthetic, steroid or other agents) into the facet joint itself. Facet joints are small stabilizing joints located between and behind adjacent vertebrae in the spine and are believed to contribute to spinal pain in some cases. Facet joint injections can be used as a diagnostic procedure intended to establish whether the pain originates entirely or largely from the facet joint and may also be used as a therapeutic procedure for short-term pain relief.



Injection around the primary nerve innervating the facet joint (the medial branch of the posterior primary ramus) is termed a medial branch block. It can be used as a diagnostic procedure intended to establish whether pain originates from the facet joint, and it may also be used as a therapeutic procedure.



Radiofrequency denervation (RFD) (requires a positive response to a diagnostic medial branch block – i.e. FJI)



For people with low back pain who experience significant but short term relief with facet joint nerve blockade, this can be followed by a neuro-destructive procedure called radiofrequency denervation (RFD) in an attempt to achieve longer term pain relief. RFD has evolved as a treatment for spinal pain over the last 40 years and is a minimally invasive and percutaneous procedure. Radiofrequency energy is delivered along an insulated needle in contact with the target nerves and denatures them. This process may allow axons to regenerate with time requiring the repetition of the radiofrequency procedure. Radiofrequency denervation is not an appropriate treatment of people who have sciatica without back pain.


Epidurals/ nerve root injections



The epidural space lies within the spinal canal, outside the dura mater, and contains the spinal nerve roots. An epidural injection is an injection of a therapeutic substance into this canal, with the aim of a more regional response. This may be a caudal injection at the base of the spine, in the midline between the vertebral laminae (interlaminar epidural) or laterally, through the intervertebral foramen (transforaminal epidural, nerve root injection, dorsal root ganglion injection).



The most commonly used injection for the management of sciatica is corticosteroid, with or without local anaesthetic. Although performed widely since the 1950s, the administration of steroids into the epidural space remains unlicensed. Currently there are areas of uncertainty beyond the effectiveness of epidural injections to be considered, including the ideal route of administration, the use of imaging to improve accuracy, the timing of injection and the safety profile.



History of evidence base



The previous NICE clinical guideline on low back pain (CG88; May 2009) recommended that injection therapy should not be offered for back pain lasting greater than 6 weeks and less than 1 year. It specifically states “Do not offer injections of therapeutic substances into the back for non-specific low back pain”.



Current evidence base



The new NICE guidance NG59 maintains the current position not to offer spinal injections for managing low back pain and to consider epidurals only in people with acute and severe sciatica.



It does however include a new recommendation to “consider” referral for assessment for radiofrequency denervation (RFD) for people with chronic low back pain when:


· non-surgical treatment has not worked for them and



· the main source of pain is thought to come from structures supplied by the medial branch nerve and



· they have moderate or severe levels of localised back pain (rated as 5 or more on a visual analogue scale, or equivalent) at the time of referral.



Only to be performed in people with chronic low back pain (i.e. over 12 weeks) after a positive response to a diagnostic medial branch block.



The fuller NICE guideline (methods, evidence and recommendations) covers the evidence base in detail. The quality of evidence is low to moderate in strength and comes from populations with chronic pain for more than 2 years who had failed to respond to conservative treatment. It comments that the duration of pain relief following RFD is uncertain. Data from randomised controlled trials suggests relief is maintained for at least 6-12 months but no study has reported longer term outcomes. Some trials show adverse event (allodynia) rates higher than expected with RFD.


The model showed that RFD is “cost effective” but the results were sensitive to the duration of the intervention; it suggested that the treatment is likely to be cost effective provided the duration of effect exceeds 16 months. When this was less than 16 months, RFD was not cost effective as the ICER would go above the £20,000 per QALY threshold. This is, in itself, the upper limit of what is considered an acceptable threshold and takes no account of affordability. Given the relatively low cost of RFD (around £750 per procedure) it also suggests the impact is rather limited.



In addition, if RFD is repeated, there is no evidence to show whether the outcomes and duration of these outcomes are similar to the initial treatment.



If repeated RFD is to be offered, more evidence is needed to be more certain that this intervention is both effective and cost effective.



The CCG therefore propose to maintain the current commissioning position of only considering requests on the grounds of clinical exceptionality. This is in line with many other CCGs who have not made any change in commissioning position.





			Date effective from


			September 2017





			Date published


			





			Review date
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Humber Coast and Vale




Tonsillectomy Commissioning Policy






			Intervention


			Tonsillectomy for recurrent tonsillitis in adults and children





			OPCS codes


			F34         Excision of tonsil



F341       Bilateral dissection tonsillectomy



F342       Bilateral guillotine tonsillectomy



F343       Bilateral laser tonsillectomy



F344       Bilateral excision of tonsil NEC



F345       Excision of remnant of tonsil



F346       Excision of lingual tonsil



F347       Bilateral coblation tonsillectomy



F348       Other specified excision of tonsil



F349       Unspecified excision of tonsil





			For the treatment of: 


			Recurrent tonsillitis





			Commissioning position


			Humber Coast and Vale CCGs routinely commission treatment for Red Flag conditions - urgent referral or admission is required for1, 2



· Peritonsillar abscess (quinsy)



· Adult obstructive sleep apnoea with tonsillar enlargement (if trials of continuous positive airway pressure (CPAP) and the use of mandibular advancement devices are unavailable or unsuccessful).



· Severe neck infection



· Excluding possible malignancy eg lymphoma



· Witnessed episodes in children of apnoea exceeding 10 seconds OR choking episodes during sleep 



· Patients with sore throat who have stridor, progressive dysphagia, bleeding, increasing pain or severe systemic symptoms (may require hospital admission)



· Tonsil bleeding



Referral criteria for possible tonsillectomy



Tonsillectomy will only be commissioned in accordance with the criteria specified below for recurrent acute sore throat in adults and children in the following circumstances:



Consider referral if SIGN criteria are met4 



· 7 or more clinically significant, adequately treated sore throats in the preceding 12 months confirmed by a GP 



OR



· 5 or more episodes in each of the preceding two years, treated with antibiotics confirmed by a GP 



OR



· 3 or more episodes in each of the preceding three years confirmed by a GP 



AND



· There has been significant severe impact on quality of life and normal functioning, as indicated by documented objective evidence (e.g. absence from school, failure to thrive)



The impact of recurrent tonsillitis on a patient’s quality of life must be taken into consideration. A fixed number of episodes, as described above, may not be appropriate for adults with severe symptoms.



Other indications for tonsillectomy may include:



· Marked tonsillar asymmetry, which there is clinical suspicion of sinister pathology 



· Adult obstructive sleep apnoea with tonsillar enlargement (if trials of CPAP or mandible advancement devices are unsuccessful)



Humber Coast and Vale CCGs will also consider funding via IFR in children (aged <16) with sleep disordered breathing if ANY ONE of the following applies: 



· A positive sleep study



· Significant impact on quality of life (daytime behaviour/sleepiness)



Tonsillectomy for the treatment of halitosis associated with tonsillar debris is NOT routinely commissioned.



Within secondary care, there should be3



· Confirmation of primary care assessment, fulfilment of SIGN criteria for tonsillectomy and impact on quality of life and ability to work/attend school. 



· Management options: tonsillectomy, or referral back to primary care for on-going monitoring. 



Treatment in all other circumstances is not routinely commissioned and should not be referred unless clinical exceptionality is demonstrated and approved by the Individual Funding Request Panel.





			Summary of evidence / rationale


			The literature on surgery for recurrent tonsillitis is limited. Most published studies refer to a paediatric population. The quality of the evidence for tonsillectomy in children is poor, but it suggests that surgery may be beneficial in selected cases. The small amount of information about adult sore throat and the effect of tonsillectomy is not scientifically robust but suggests that surgery can be beneficial for recurrent sore throats. 



The benefits of surgery compared to non-surgical treatment was the subject of a Cochrane Collaboration review (since updated) which provided additional evidence for the SIGN guidance4, 5. The consensus is that these criteria help to identify patients most likely to gain benefit from surgical intervention but the evidence level is low at 3/4 and clinical judgement is needed to identify patients where exceptionality applies.



 The Cochrane review found no randomised trials in adults and found that the evidence in children was limited by the lack of studies. Two randomised trials were found, but it was not possible to draw conclusions because many of the children also underwent adenoidectomy [Burton and Glasziou, 2009].


The authors of the Scottish Intercollegiate Guidelines Network (SIGN) guidance commented on5:



1. Four randomised clinical trials. One trial (which was included in the Cochrane review) found that there was no significant difference between the group that had a tonsillectomy and the group who did not. The other three studies had all taken place before 1972 and no conclusions could be drawn because of methodological flaws.



2. Three additional non-controlled studies. These suggested benefit of tonsillectomy for both reducing the number of sore throats, and improving general health.



The evidence on referral criteria for sore throats is based on evidence from a paediatric population. At the time that the referral criteria were written there were no randomised controlled trials concerning the management of recurrent sore throats in adults3.



A randomised trial in adults (people over 15 years of age) compared tonsillectomy (n = 36) with watchful waiting (n = 34) [Alho et al, 2007]: Criteria for entry to the trial were three or more episodes of pharyngitis in 6 months, or four or more episodes in 12 months.



The primary end point was the proportion of people with an acute episode of group A streptococcal pharyngitis during the 90 days' follow up, as determined by signs and symptoms of acute pharyngitis and a positive result of throat culture.



At 90 days streptococcal pharyngitis had recurred in 24% (8/34) of the control group and in 3% (1/36) of the tonsillectomy group (difference 21%, 95% CI 6 to 36).



The number of people needing to undergo tonsillectomy to prevent one recurrence of streptococcal pharyngitis during the few months after tonsillectomy was five (NNT = 5).



The authors concluded that tonsillectomy is an effective alternative for adults with a documented history of recurrent episodes of pharyngitis.








			Date effective from


			September 2017





			Date published


			





			Review date
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Humber Coast and Vale 


Varicose Vein Treatments 





			Intervention


			Interventional treatments in acute care








			OPCS Codes 


			L882 Radiofrequency Ablation of Varicose Vein of Leg


L862 Ultrasound guided foam sclerotherapy for varicose vein of leg


L881 - Percutaneous transluminal laser ablation of long saphenous vein


L849 - Unspecified combined operations on varicose vein of leg


L848 - Other specified combined operations on varicose vein of leg


L871 - Stripping of long saphenous vein


L873 - Stripping of varicose vein of leg NEC


L851 - Ligation of long saphenous vein


L861 - Injection of sclerosing substance into varicose vein of leg NEC


L874 - Avulsion of varicose vein of leg


L853 - Ligation of recurrent varicose vein of leg





			For the treatment of


			Varicose Veins





			Background


			The NHS does not routinely commission treatment in secondary care for varicose veins. 





This commissioning policy clarifies the care pathway and the criteria that must be met before interventional treatment or surgery is commissioned, and is based on the recommendations in the NICE Clinical Guideline CG168 (July 2013) Varicose Veins in the legs – Diagnosis and Management. 





The Clinical Guideline is only a recommendation and the CCG has identified grading / severity of varicose veins to support the criteria. 





Requests for surgical treatment outside the criteria outlined below and outside the pathway must be considered via the Individual Funding Request (IFR) Panel.





			Commissioning position


			Exclude Red Flag Symptoms


Deep vein thrombosis (DVT) should be excluded in any patient presenting with a red, hot swollen leg with use of the Well’s criteria and d-dimer testing.


Superficial vein thrombosis above the knee should be discussed with the vascular team as admission is sometimes indicated for high tie and/or anticoagulation as there is a significant potential for clot migration and PE


Bleeding varicose vein which has caused significant blood loss and/or will not stop with direct pressure may require admission.


All Other Cases  





Prior to referral to acute care vascular services, a minimum of six months of conservative management needs to be clinically evidenced as unsuccessful, for patients in the C4 to C6 Clinical, Etiological, Anatomical and Pathophysiological (CEAP) classification1, detailed below:


· C0 no visible or palpable signs of venous disease


· C1 telangectasia or reticular veins


· C2 varicose veins


· C3 oedema


· C4 changes in skin and subcutaneous tissue: eczema, lipodermatosclerosis or atrophie blanche


· C5 as C4 but with healed ulcers


· C6 skin changes with active ulcers venous insufficiency ulceration





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)





Humber Coast and Vale CCGs will commission referral to a secondary care vascular service for patients with classification C5 to C6 (above) 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 severe 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


· An active or healed venous leg ulcer.





Interventional treatment for varicose veins in pregnancy will not be commissioned unless exceptional circumstances apply and agreement is sought via the IFR Panel.





Humber Coast and Vale CCGs 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.





Humber Coast and Vale CCGs will commission surgical treatment for varicose veins if the pathway has been clinically evidenced as being followed and after clinical assessment and the use of duplex ultrasound to confirm the diagnosis of varicose veins and the extent of truncal reflux (venous blood flowing backwards due to valves not working properly), is classified as severe.





			Summary of evidence / rationale


			Varicose veins are dilated superficial veins in the leg caused by incompetent venous valves. About a third of the population are affected by visible varicose veins in the legs; prevalence increases with age and they often develop during pregnancy.





Asymptomatic present as a few isolated, raised palpable veins with no associated pain, discomfort or any skin changes. Moderate varicose veins present as local or generalised dilatation of subcutaneous veins with associated pain or discomfort and slight ankle swelling.





Severe varicose veins may present with phlebitis, ulceration and haemorrhage. About 3-6% of people who have varicose veins will go on to develop ulcers.





There is some evidence that the clinical severity of venous disease is worse in obese persons so advice on weight loss may help reduce symptoms and would make any intervention safer.





Because most varicose veins do not cause serious health problems, treatment is not usually needed on medical grounds.





			Date effective from


			[bookmark: _GoBack]September 2017





			Date published


			





			Review Date
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Humber Coast and Vale 


Vasectomy under General Anaesthetic  





			Treatment


			Vasectomy under general anaesthetic (GA)





			OPCS Codes 


			N17        Excision of vas deferens


N171      Bilateral vasectomy


N172      Ligation of vas deferens NEC


N178      Other specified excision of vas deferens


N179      Unspecified excision of vas deferens








			For the treatment of


			Male fertility





			Background


			This commissioning policy is needed because vasectomy under GA is not routinely commissioned due to cost effectiveness considerations. The policy clarifies the criteria which must be met in order for this treatment to be considered by the Individual Funding Request (IFR) Panel.





			Commissioning position


			1. Humber Coast and Vale CCGs routinely commission vasectomies carried under local anaesthetic in primary care.


2. Humber Coast and Vale CCGs do not routinely commission vasectomies under General Anaesthetic in secondary care and all requests for this treatment must be submitted for consideration by the IFR panel.


The Panel will consider cases where any of the following exceptional clinical circumstances apply1, 4 :


· Previous documented adverse reaction to local anaesthesia;


· Scarring or deformity (e.g. due to cryptorchidism or from previous scrotal surgery or trauma) that makes vasectomy under local anaesthetic difficult to achieve;


· The patient is on anticoagulation therapy (increased risk of postoperative haematoma formation);


· Vasectomy is being considered as a concurrent procedure to other relevant surgery (i.e. repair of inguinal hernia, varicocele or hydrocele) in order to reduce the risk of complications.





Fear of the procedure, or patient choice, are not adequate reasons for requesting vasectomy under GA, unless supporting mitigating factors are submitted to the IFR panel by the requesting clinician.





			Summary of evidence / rationale


			Vasectomy is a male surgical procedure to cut or tie the vas deferens as a reliable method of contraception, usually done under local anaesthetic. The purpose of vasectomy is to provide permanent birth control.





It is recommended that men who request a vasectomy are fully assessed and counselled before the procedure is given; including taking the medical history of both partners to ascertain if the procedure is indeed the most appropriate intervention.


Men should be counselled about the permanency of the procedure and variable success rates for reversal. Additional counselling is recommended for men under 30 years1. Advice should also be provided to men about the possibility of chronic testicular or scrotal pain after vasectomy.


Most vasectomies are carried out under local anaesthetic. This means only the scrotum and testicles will be numbed and the patient will be awake for the procedure. The procedure should not be painful but may feel slightly uncomfortable. Most men will only need a local anaesthetic.


[bookmark: _GoBack]The RCOG Guidelines4 recommend a general anaesthetic is used where:


· there is a history of allergy to local anaesthetic;


· surgery has been carried out before on the scrotum or genital area.


The RCOG Guidelines also recommend:


· A ‘no-scalpel’ approach, as there are lower levels of complications such as bleeding, pain and infection;


· The use of fascial interposition or diathermy;


· That clips are not used, due to high failure rates ;


· That local anaesthesia is used wherever possible;


· Effective contraception be used before the operation and until follow-up tests show that the vasectomy has been successful;


· Practitioners must be trained to the level of the FSRHC requirement5 .





			Date effective from
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			Date published
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			Intervention


			Abdominoplasty / Apronectomy and Removal of Excessive


Skin from Other Areas of The Body





			OPCS codes


			S02         Plastic excision of skin of abdominal wall


S021       Abdominoplasty


S022       Abdominolipectomy


S028       Other specified plastic excision of skin of abdominal wall


S029       Unspecified plastic excision of skin of abdominal wall











			For the


treatment of


			Excessive Skin





			Commissioning


position


			All Cases Require Prior Approval





The removal of excessive skin from the abdomen and other areas of the body is not routinely commissioned and exceptional circumstances have to be demonstrated in all cases and considered by the Individual Funding Request Panel (IFR). 





Abdominoplasty / Apronectomy and the removal of excessive skin 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. 





Abdominoplasty / Apronectomy have minimum criteria for the procedure as follows 





· [bookmark: _GoBack]patients who have had a stable BMI of 25 Kg/m2 or below for at least 2 years and are suffering from severe functional problems OR





•	Those with significant scarring following trauma or previous abdominal surgery or where it is required as part of abdominal hernia correction or other abdominal wall surgery


Severe functional problems include:


· Experiencing severe difficulties with mobility








Humber Coast and Vale





Abdominoplasty / Apronectomy Commissioning Policy











			Summary of


evidence /


rationale


			Any operation involving a general anaesthetic should be approached with caution, especially if for cosmetic reasons. Generally, the more extensive the procedure, the higher the risk. Cosmetic procedures are regarded as low priority.





			Date effective from


			September 2017





			Date published


			





			Review Date


			














References:








1. Information for Commissioners of Plastic Surgery Services - Referrals and Guidelines in Plastic Surgery (NHS Modernisation Agency) London 
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3. Update on POLCV for Engine Room 27.09.17.docx
		Date:

		5th October

		

		Report Title:



		Meeting:

		Engine Room

		

		Update on HCV STP Policy Harmonisation: Phase One



		Item Number:

		

		

		



		Public/Private:

		Public ☐     Private ☐ 

		

		



		

		

		

		Decisions to be made: 



		Author:

(Name, Title)

		Samantha Helmick, Assistant Commissioning Officer

		

		Decide what policies are ready for immediate implementation 

To advise on the requirements for the 6 outstanding policies not approved at Engine Room on 7th September.

To approve 4 out of the remaining policies



		GB Lead:

(Name, Title)

		Dr Robert Jaggs-Fowler/Dr Margaret Sanderson

		

		



		Director approval 

		Richard Young

		

		



		Director Signature

(MUST BE SIGNED)

		

		

		



		Continue to improve the quality of services

		☒		Improve patient experience

		☐

		Reduced unwarranted variations in services

		☒		Reduce the inequalities gap in North Lincolnshire

		☒

		Deliver the best outcomes for every patient

		☒		Statutory/Regulatory

		☐

		Purpose (tick one only)

		Approval  ☐

		Information  ☐

		To note   ☐

		Decision   ☒



		Executive Summary (Question, Options, Recommendations):



		Earlier this year, Humber Coast and Vale STP began the process of harmonising the commissioning policies across the 6 CCGs. The policies were divided into three phases. Now approaching the end of Phase One, 26 policies were harmonised through the HCV STP Harmonisation Group – all reviewed by a commissioner and clinician within each of the 6 CCGs. Two meetings were held in July and August between the HCV STP Harmonisation Group, where 22 out of the 26 policies were agreed ready for individual CCG internal processes as well as the Joint Commissioning Committee – Chief Officers, for final approval before being put into contract.

18 of the 22 policies were approved by Engine Room on 7th September. Engine Room asked for the outcomes from the other CCGs, and the amendments and queries surrounding the 6 outstanding policies submitted to the HCV STP Harmonisation Group for comment.   

The update below poses three questions to the Engine Room regarding all 22 considered policies, along with the outcomes from all CCG meetings, and also two new policies for CCG Engine Room ratification.



		Recommendations

		1 Answer questions posed on page 2 in relation to implementation/approval of policies

2 Implement all the policies apart from Carpal Tunnel, Knee Arthroscopy and Grommets



		Report history

		22 policies considered at Engine Room on 7th September



		Equality Impact

		Yes ☒     No ☐

		



		Sustainability

		Yes ☐     No ☒

		



		Risk

		Yes ☐     No ☒

		



		Legal

		Yes ☐     No ☒

		



		Finance

		Yes ☐     No ☒

		



		Patient, Public, Clinical and Stakeholder Engagement to date



		

		N/A

		Y

		N

		Date

		

		N/A

		Y

		N

		Date



		Patient:

		☐		☐		☒		

		Clinical:

		☐		☒		☐		



		Public:

		☐		☐		☒		

		Other: 

		☐		☒		☐		





Update on HCV STP Harmonisation of Policies: Phase One



Both Vale of York and ERY CCGs identified queries or amendments to some of the policies out of the 22 considered – therefore NL CCG is not an outlier. ERY in particular seemed to query similar policies to NL CCG, although the detail of the query is not known. 

Further discussions were held between myself and Margaret Sanderson regarding the 6 policies that ER queried. It was agreed that after a thorough evaluation of the following policies, amendments were not needed as the information was found to be in the policy already:

· Ganglions: reference to accessing treatment in primary care

· Varicose Veins: reference to referral pathway via IFR for patients with C4

I have contacted the LOC for some input and understanding around the impact of the restrictions for Second Eye Surgery within the Cataracts policy. This is still pending.

On 25th September there is a HCV STP Policy meeting where the 22 policies will be discussed, in particular those still pending CCG approval. I will present the following for changes:

1. Carpal Tunnel: 

· Recommend that ‘advanced and severe’ wording be removed so policy covers all patients with significant CTS symptoms.

· Recommend that wrist splints should be worn for at least 4-8 weeks (so to reference the 4 weeks recommended time period as per NICE but also compromising for those CCG who stipulate 8 weeks).

· Recommend that the ‘at least twice’ reference in relation to steroid injections be removed so it just states ‘Steroid injections for appropriate patients’

1. Knee Arthroscopy: request that the ‘note’ restricting referral for MRI to MSK and Consultants be removed. The access to MRI can be restricted through individual CCG pathways without stating it in the policy.

1. Grommets: will request that adding ‘Otovent’ within the recommended first line treatments be considered. However, as it isn’t within NICE, it was felt that if the other CCGs not agreeable, the policy would be accepted in its current state. 

All 22 policies, unchanged from when considered at Engine Room on 7th September, are going for consideration to the Clinical Advisory Group (CAG) – with the comments from CCGs regarding policies that were not ratified. The CAG will make the overarching decision on the policies.

CAG approved all policies except proposed reducing required steroid injections for CTS to one.

Remaining Phase 1 policies: Bariatric, Blepharoplasty, Breast Surgery, Shoulder Arthroscopy and Hip/Knee Replacements are ready for clinical review/Engine Room consideration

[image: ]

Phase 2 policies selected: Adenoidectomy, Cholecystectomy Circumcision, Extracorporeal Shockwave Treatment, Gastric Neuromodulation, Hairloss/Hirsuitism, Labiaplasty, Minor Surgery, Pinnaplasty, Sacral Nerve Stimulation, Sleep Studies/Apnoea.  
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		Item 1: NL CCG approved policies-Does Engine Room want all implemented or just those approved by all STP? 



		

		NL

		HULL

		NEL

		SCARBOROUGH

		YORK

		ERY



		Abdominoplasty

		Approved

		Approved

		Approved

		Approved

		Approved

		Approved



		Anal Fissure

		Approved

		Approved

		Approved

		Approved

		

		Approved



		Bunions

		Approved

		Approved

		Approved

		Approved

		

		ApprovedVale of York split the consideration of policies across two meetings, the last of which took place on 20th September - the outcomes from this are yet to be received





		Dilation & Curettage

		Approved

		Approved

		Approved

		Approved

		Approved

		Approved



		Endoscopic Thoracic Sympathectomy

		Approved

		Approved

		Approved

		Approved

		Approved

		Approved



		FES

		Approved

		Approved

		Approved

		Approved

		Approved

		Approved



		Haemorrhoidectomy

		Approved

		Approved

		Approved

		Approved

		

		Approved



		Hip Arthroscopy

		Approved

		Approved

		Approved

		Approved

		Approved

		Approved



		Hysterectomy

		Approved

		Approved

		Approved

		Approved

		Approved

		



		Liposuction

		Approved

		Approved

		Approved

		Approved

		

		Approved



		Refractive Error

		Approved

		Approved

		Approved

		Approved

		Approved

		Approved



		Reversal of Sterilisation

		Approved

		Approved

		Approved

		Approved

		

		Approved



		Tattoo Removal

		Approved

		Approved

		Approved

		Approved

		

		Approved



		Theraputic/Diagnostic Injections

		Approved

		Approved

		Approved

		Approved

		

		Approved



		Tonsillectomy 

		Approved

		Approved

		Approved

		Approved

		

		Approved



		Vasectomy under GA

		Approved

		Approved

		Approved

		Approved

		

		Approved







Item 2: Discussed after 7th Sept Engine Room with Margaret Sanderson: Is Engine Room happy for these to be approved? If so, same question as item 1

		Ganglions

		Pending

		Approved

		Approved

		Approved

		

		Approved



		Varicose Veins

		Pending

		Approved

		Approved

		Approved

		

		Approved







Item 3: Pending amendments highlighted at 7th Sept Engine Room – going to CAG with CCG comments

		Grommets

		Pending

		Approved

		Approved

		Approved

		

		



		Carpal Tunnel Surgery

		Pending

		Approved

		Approved

		Approved

		

		



		Knee Arthroscopy

		Pending

		Approved

		Approved

		Approved

		

		







Item 4: Pending LOC input –once input received, should this be circulated electronically or policy presented at next ER meeting for approval?

		Cataracts

		Pending

		Approved

		Approved

		Approved

		

		Approved
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