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Introduction

Hull, East Riding of Yorkshire, North Lincolnshire, and North East Lincoligtizal Commissioning
Groups(CCGs)ave worked together taligntheir CC&linical commissioning policy statements
across the Humber area. As part of this processne of these statementsave been amended and
updatedas perrecommendationsfor interventionsfrom the NHS Englandational Evidencdased
Interventions Programme

The aim for establishing harmonised clinical commissioning policies is to reduce the variation in the
content and implementation of adopted policies, in terms of the ability of people to access certain
treatments in the different CCG areas where treafits are not routinely commissioned or

restricted.

This document outlinesthe o u r  H u m hlignedpdlicy &atesnents on interventions that are

not routinely commissionedr are restricted The objective of this policy is to support CCG decision
making onthese interventions angrocedures, aiming to provide a statement on interventions

based on the available evidence to enable a reasoned and structured process for individual cases to
be considered for funding by the CCGs.

This policy, in line with Natnal terminology, classifies interventioas follows:

Operational Definitions

- Category 1 Interventions- Interventions thatare not routinely commissioned, due to there
beinglittle evidence to support the intervention. Cases as@mined on an indivighl basis
whereclinical exceptionality isonsidered throughhe Individual Funding Request (IFR) process
accessed vidttps://ifryh.necsu.nhs.uk/

- Category 2 Interventions- Interventionsare restricted anghould only be performedfter
specific criteria are met via the Prior Approval process (VBC Checker), which enables an
immediate funding decision on the intervention requested at the point of care accessed via
https://vbcchecker.necsu.nhs.uk/Account/Login?ReturnUrl=%2F

No Category 1 or Category 2 intervention must be undertaken before sec Ci@@FR approval or
Prior Approval ¢ activity will be monitored and audits will be regjarly undertaken.

Please nat, this document is not exhatinge of all interventions not routinely commissioned or
restricted by the CCG. Famamedical procedure or treatment that is not routinely commissioned
where there is not a specific policy stateniga request via the IFR process must still be made.

Each CCG across Humber still operates a number of commissioning policy statements individual to
their locality and have their own Individual Funding Request (IFR) procedures fde fieimg within
that CCG areaall of which can be found on each individual CCG website.

The policies listed this document should therefore be read alongside the relevant IFR procedure for
each individual CCG.
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Colorectal Interventions

Intervention

Surgery for Anal FissureAdults

For the treatment of

Anal Fissurem Adults

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System.If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered to be prese

Treatment for Anal Fissures should be considered for adultsnad®ab at least one of
the following criteria:

1 Multiple, off the midline, large or irregular (atypical fissures) asthesemay be the
manifestation of underlying disease

1 Ghronicfisauresthat have not heded after 8 weeksof 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 d
for 8 weeks. Stress to patients the importance of adherence.

1 Check if patient takin§licorandil (a risk factor)

Evidence/Summary of
Rationale

See Clinical Knowledge Summary for Anal Fissure July 2016

Effective From

1°' April 2019

Policy Review Date

1% April 2021

Intervention

Surgery for Anal FissureChildren

For the treatment of

Anal Fissures in Children (under 18)

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made viaRtier Approval

System.If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered to be prese

Treatment for Anal Fissures should be considered for childrennad®ab at least one
of the following criteria:

9 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 weeksdespite GTN0.05% to 0.1% ointment. This should be
presaibed by a specialist as it is not licensed for use in people aged less
than 18 years

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

1 Recurrent anal fissures.

Evidence/Summary of
Rationale

SeeClinical Knowledge Summary for Anal Fissure July 2016

Effective From

1% April 2019

Policy Review Date

1% April 2021
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Intervention

Botulinum toxin type A for Anal Fissure

For the treatment of

Anal Fissure (Adults only)

Commissioning
Position

Thisintervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System.If unsuccessful via Prior Approval theaweing clinician can choose to
submit an Individual Funding Request if exceptionality is considered to be prese

Treatment should only be consideredmmissioned for treating chronic or necent
anal fissures in adulsnly when all the criteria outlined below are met:

1 The condition has failed to heal spontaneously

I Chronic symptoms (pain and / or rectal bleeding) have persisted for more
6 weeks

1 All other appropriate nossurgical, pharmacological (e.g. topical diltiaze
glyceryl trinitrate [GTN]) and dietary treatments have been tried and failed.

One treatment with Botulinum toxin A will be commissiondtithe anal fissure fails
to heal duringthe three-month period after injection, and chronic symptoms pers
surgical intervention may be indicated.

Evidence/Summary of
Rationale

NICE evidence review: (ref 4) Evidence from 2 systematic reviews and 4 f
randomised controlled trials (RQT®iggests that botulinum toxin type A injection
less effective than surgery, no better or worse than topical glyceryl trinitrate ((
mostly 0.2% ointment) or isosorbide dinitrate, and no better than placebd
lidocaine at healing anal fissure. Theedlicines and Healthcare products Regulat
Agency (MHRA) has warned healthcare professionals about the rare but serio
of toxin spread when using all types of botulinum toxin.

Effective From

1°'November2019

Policy Review Date

1% November2021

Intervention

Haemorrhoid Surgery

For the treatment of

Surgical removal of haemorrhoids.

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests forfunding should in the first instance be made via the Prior Approval
System. If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered present.

Surgical treatment shouldndy be considered for those that do not respond to ron
operative measures of management (For example, aSlm& management: eating
more fibre and drinking more water. As % ne management: outpatient
treatment in the form of banding or injectiomy if the haemorrhoids are more
severe, specifically:

1 Recurrent grade 3 or grade 4 combined internal/external haemorrhoids
persistent pain or bleeding; or
9 Irreducible and large external haemorrhoids
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In cases where there is significant rectal bleedhegypatient should be examined
internally by a specialist.

Evidence/Summary of
Rationale

Haemorrhoid surgery can lead to complications. Pain and bleeding are comanabo
pain may persist for several weeks. Urinary retention can occasionally acdur
may require catheter insertion. Infection, iatrogenic fissuring (tear or cut in the
anus), stenosis and incontinence (lack of control over bowel motions) occur ma
infrequently.

EvidenceBased | nterventions: Guidance f
Effective From 1°' April 2019
Policy Review Date | 1% April 2021

Intervention

12 week trial of Percutaneous Tibial Nerve Stimulation (PThiBaecal
Incontinence

For the treatment of

Adults with refractory Faecal Incontinence

Commissioning
Position

This intervention is NOrbutinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System.If unsuccessful via Prior Approval the referring clinicianatenose to

submit an Individual Funding Request if exceptionality is considered to be prese

Treatment is not indicated in cases that are asymptomatic.

Requests for a 12 week trial of PTNS for faecal incontinence will be considered
patients who fulfi all of the following criteria:

1 Voiding diary data is kept to record frequency and severity of episodes

T Symptoms refractory to =212 mont hs
- dietary management
- antidiarrhoeal medication
- pelvic floor muscle and anaphincter training (where appropriate)

Evidence/Summary of
Rationale

Incontinence definition as per: NICE IPG 395: faecal incontinence, the loss of al
to control a person’s anal sphinctert
faeces.

Percutaneous SNS helps to correct erroneous messages sent along these nerv
pathways and involves the placing of electrodes in a sacral nerve and stimulatio
an internal device. A temporary procedure is followed by permanent implantatio
it producessymptom relief. The battery life for the permanent implant is
approximately 79 years.

PTNS achieves a modulatory effect similar to that of SNS through a less invasiv
route, buts its exact mechanism of action is unclear. A fine needle is inserted jus
above the ankle next to the Posterior Tibial Nerve and a surface electrode is pla
near the arch of the foot. Stimulation of the nerve produces a motor and sensory
response. Initial treatment usually consists of 12 outpatient sessions lasting 30

minutes,usually weekly. NICE IPG 395 states that PTNS for faecal incontinence
no major safety concerns but the evidence only points to short term efficacy in 4
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limited number of patients. The large placebontrolled study (RELAX 2012) found
urgency and incorimence improve more than frequency with a magnitude of
improvement considerably larger than that after anticholinergic medication.

Effective From

1**November2019

Policy Review Date

1*'November2021

Intervention

ContinuedPercutaneous Tibial Nerve Stimulation (PTN$Jaecal Incontinence

For the treatment of

Adults with refractory Faecal Incontinence

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Bastedvention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System.If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is densd to be present.

Requestdor an additional 12 weeksf PTNS for faecal incontinence will be
considered for patients who fulfil all of the following criteria:

1 They have already undertaken an approved 12 week trial of PTNS
1 Thetrial has resulted in &0% or more improvement in symptoms (measured
as a weekly reduction in incontinence episodes).

Evidence/Summary of
Rationale

Incontinence definition as per: NICE IPG 395: faecal incontinence, the loss of al
to control a per showelmoveraentarésultmgirléakagetok i
faeces.

Percutaneous SNS helps to correct erroneous messages sent along these nerv
pathways and involves the placing of electrodes in a sacral nerve and stimulatio
an internal device. A temporary procedureddidwed by permanent implantation if
it produces symptom relief. The battery life for the permanent implant is
approximately 79 years.

PTNS achieves a modulatory effect similar to that of SNS through a less invasiv
route, buts its exact mechanism of @t is unclear. A fine needle is inserted just
above the ankle next to the Posterior Tibial Nerve and a surface electrode is pla
near the arch of the foot. Stimulation of the nerve produces a motor and sensory
response. Initial treatment usually congigif 12 outpatient sessions lasting 30
minutes, usually weekly. NICE IPG 395 states that PTNS for faecal incontinence
no major safety concerns but the evidence only points to short term efficacy in g
limited number of patients. The large placebontrolled study (RELAX 2012) found
urgency and incontinence improve more than frequency with a magnitude of
improvement considerably larger than that after anticholinergic medication.

Effective From

1°'November2019

Policy Review Date

1% November2021

Intervention

Sacral Nerve Stimulation (SN&Jaecal Retention

For the treatment of

Adults with Faecal Retention

Commissioning
Position

This intervention is NOT routinely commissioned.
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This intervention is a Category Two Evidence Based Intervethiergfore, any
requests for funding should in the first instance be made via the Prior Approval
System.If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered to sergre

Sacral Nerve Stimulation for Adults with faecal retention/intractable constipation
should be considered where patients meet ALL of the below criteria:

1 Symptoms present for at least 12 months;
1 Refractory to all conventional behavioural treatmentsliring biofeedback;
1 Refractory to all conventional treatments (laxatives, suppositories, enemas

Evidence/Summary of
Rationale

Percutaneous SNS helps to correct erroneous messages sent along these nerv:
pathways and involves the placing of electrodes in a sacral nerve and stimulatio|
an internal device. A temporary procedure is followed by permanent implantatio
it producessymptom relief. The battery life for the permanent implant is
approximately 7 years.

In line with NICE Interventional Procedure Guidance IP&8%rocedure
should only be performed in specialist units by clinicians with a particular
interest in theassessment and treatment.

Effective From

1° April 2019

Policy Review Date

1% April 2021

Dermatology Interventions

Intervention

Hair Loss Treatments

For the treatment of

Balding, Hair Thinning, Alopeci@richilotomania

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One Evidence Based Intervention; therefore, any
requests to fundnust be made as an Individual Funding Request.

Requests for the following must be submitted via the IFR process, evidencing
exceptionality:

1 Surgical treatments for hair loss e.g. hair transplantation;

T The ‘I ntral ace’ hair system
1 Dermatography @ttooing)

91 Drugs for the treatment of baldness e.g. Finasteride

It should be noted that the provision of wigs or hair loss treatment for Gender
Dysphoria patients islOTpart of the NHS commissioned pathway for transgende
patients and is not routinely cormissioned.

Additionally, it should be noted that this policy does NOT affect the existing loca
NHS pathways that exist for the provision of wigs to chemotherapy or alopecia
patients. Rconstructive treatment for the correction of disfiguring permanentrhai
loss from face/scalp that is the result of previous surgery or trauma, including bu
is routinely commissioned
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Evidence/Summary of
Rationale

Alopecia areata usually presents as patches of hair loss on the scalp but an
bearing skin can be involved. Hair follicles are preserved in alopecia areata a
potential for recovery of hair growth is maintained, even in longstanding dise
However the condition may progress to total hair loss of scalp hair (alopecia to
or loss of the entire scalp and body hair (alopecia universalis), from whicl
recovery is unusual. Disease severity at presentation is the strongest predic
longterm outcome. Although the disease may have a serious psychological eff
has no direct impact on general health that justifies the use of hazardous treatm
particularly of unproven efficacy. In addition, many patients, although by no m
all, exgerience spontaneous regrowth of hair. Leaving alopecia areata untreate(
legitimate option for many patients. Spontaneous remission occurs in up to 80
patients with limited patchy hair loss or short duration (<1 year).

Alopecia areata is difficulb treat and few treatments have been clinical trials.

cited in the British Association of Dermatologists Guidelines for the manageme
alopecia areata there has been a Cochrane review of 17 Random Controlled tf
Alopecia areata concluded thainly one trail gave evidence of short term beng
and none showed long term benefit. The tendency to spontaneous remission an
lack of adverse effects on general health are important consideration
management, and not treating is the best option nmany cases. However, th
prognosis in longstanding extensive alopecia is poor and a wig may be a

option in such patients than indulging in treatments that are unlikely to be effeg
in this group.

There is little clear evidence for the use okth * | ntr al ace’ h a
hair loss. Current providers are unable to demonstrate clear evidence for any
effectiveness, except for ‘“before &
system is costly and time consuming.

There are no mentons of the ‘I ntralace’ sys
the |l ack of <c¢clinical and cost effec
for abnormal hair loss will not be routinely commissioned.

Effective From

1* November2019

Policy Rview Date

1" November2021

Intervention

Tattoo Removal

For the treatment of

Permanent Tattoos

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One Evidence Based Intervention; therefore, any
requests to fund must be made as an Individual Funding Request.

Tatoo removal will not be commissionefbr cosmetic reasons, for example, if a
tattoo isno longer liked or wanted.

Requests for tattoo removal will only be considered igertain circumstances, where
the tattoo:

1 Isthe resut of pasttrauma i.e. scaring from grit, coal or graphite (that in
some cases may have remained despite immediate post injury cleansing
treatment);
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Wasinflicted egainstthe pat i ewilk ' s

Wasapplied during a period of documented significant mental iliness;

Has resuted in a significant allergic reaction or impairment to daily living,
Where the individual was a child and not * F r aosmpetent’ and
therefore not responsble for their action at the time of the
tattooing.

= =4 —a -

Evidence/Summary of
Rationale

Most dermatology surgeons caition that complete tattoo removal isnot
possble. Tattoos are meant to be permanent, so removing them is
difficult. However atattoo canbe removed by laser, surgical excison, or
dermabragon.

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

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

Effective From

1°' April 2019

Policy Review Date

1% April 2021

Ear, Nose and Throat Interventions

Intervention

Adult SnoringSurgery in the absence of Obstructive Sleep Apnoea (OSA)

Surgical procedures in adults to remove, refashion or stiffen the tissues of the g
palate (Uvulopalatopharyngoplasty, Laser assisted Uvulopalatoplasty &
Radiofrequency ablation of the palate).

For the treatment of

The symptom of snoring.

Please note this statement only relates to patients with snoring in the absence
Obstructive Sleep Apnoea (OSA) and should not be applied to the surgical trea
of patients who snore and have proven O8#0 may benefit from surgical
intervention as part of the treatment of the OSA.

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Catego@ne Evidence Based Intervention; therefore, any
requests to fund mushbe made as an Individual Funding Request.

Evidence/Summary of
Rationale

It is on the basis of limited clinical evidence of effectiveness, and the significan
risks that patients could be exposed to, this procedure should no longer be
routinely commissioned in the management of simple snoring.

Alternative Treatments

There are a number of alternatives to surgery that can improve the symptom o
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snoring. These include:

1 Weight loss

1 Stopping smoking

1 Reducing alcohol intake

1 Medical treatment of nasatongestion (rhinitis)

1 Mouth splints (to move jaw forward when sleeping)

EvidenceBased I nterventions: Guidance f
Effective From 1% April 2019
Policy Review Date | 1% April 2021

Intervention

Botulinum toxin type A for Spasmodic Dysphonia

For the treatment of

Spasmodic Dysphonia

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be madew&aPrior Approval

System. If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered to be prese

Botox injections into the vocal cords should be considered for patianigiom:

» Spasmodic dysphonia has been diagnosed by a Consultant Otolaryng
(and a more generalised dystonia has been ruled out by a Consy
Neurologist)

e Speech and language therapy has not adequately improved the voice qual

» The resultingcommunication difficulties are interfering significantly with da
living

Evidence/Summary of
Rationale

The Clinical Practice Guideline sta
potential need for repeated treatments considering the lack of otledfective
interventions for spasmodic dysphon

that are spasming have thus become the mainstay of therapy starting in the
1980s. Voice therapy for treating spasmodic dysphonia is useful as an adju
botulinum toxin, but voice therapy alone for treating spasmodic dysphonia does
work for everyone and study results have not been consistent.

Effective From

1°'November2019

Policy Review Date

1% November2021

Intervention

Grommets for Glue Ean Children

For the treatment of

Glue Ear (Otitis Media with Effusion) in Children

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests forfunding should in the first instance be made via the Prior Approval

System. If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered to be prese

The NHS will only comission this surgery for the treatment of glue ear in children
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when the criteria set out by the NICE guidelines are met, as performing the surg
outside of these criteria is unlikely to derive any clinical benefit:

1 All children must have had specialistdmiogy and ENT assessment.

1 Persistent bilateral otitis media with effusion over a period of 3 months.

1 Hearing level in the better ear of ZdbHL or worse averaged at 0.5, 1, 2, &
4kHz

1 Exceptionally, healthcare professionals should consider surgicavémt&on in
children with persistent bilateral OME with a hearing loss less thaB02ibHL
where the i mpact of the hearing | o
educational status is judged to be significant.

1 Healthcare professionals should atsmnsider surgical intervention in children
who cannot undergo standard assessment of hearing thresholds where ther¢
clinical and tympanographic evidence of persistent glue ear and where the

i mpact of the hearing | os gedocatioral c h
status is judged to be significant.
T The guidance is different for chil

these children may be offered grommets after a specialist MDT assessment
line with NICE guidance.

1 Itis also good practice tensure glue ear has not resolved once a date of surg
has been agreed, with tympanometry as a minimum.

EvidenclBBased I nterventions: Guidance fd

Evidence/Summary of
Rationale

In most cases, glue ear will improve by itself without surgetyirig a period of
monitoring of the condition a balloon device (e.g. Otovent) can be used by the
if tolerated, this is designed to improve the function of the ventilation tube that
connects the ear to the nose. In children with persistent glue eleaing aid is
another suitable alternative to surgery. Evidence suggests that grommets only
a shortterm hearing improvement in children with no other serious medical
problems or disabilities.

Effective From

1°' April 2019

Policy Review Date

1% April 2021

Intervention

Irrigation of the external Auditory Canal

For the treatment of

Ear Wax

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System.If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered to be prese

Prior toreferral to acute care for an ear problem, evidence must be collated to g
the treatments received in primary care. A referral for ear wax removal to acute
is only commissioned for patients meeting at least one of the criteria set out beld

« The pdient has previously undergone ear surgery (other than gromn
insertion that have been extruded for at least 18 months);
» Has a recent history of Otalgia and /or Otitis media middle ear infection (ir
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past 6 weeks);
* Recurrent Acute Otitis Externa wehi is not responding to primary ca
treatment;
* Has a current perforation or history of ear discharge in the past 12 months
e Has had previous complications following ear irrigation including perforatig
the ear drum, severe pain, deafness, or vertigo;
« Two attempts at irrigation of the ear canal following intensive use of ear
softeners in primary care are unsuccessful;
e  Cleft palate, whether repaired or not.
» Painful or acute otitis externa with an oedematous ear canal and painful pi
» Presencef a foreign body in the ear
« Hearing in only one ear if it is the ear to be treated, as there is a remote ch
that irrigation could cause permanent deafness.
- Confusion or agitation, as they may be unable to sit still.
- Inability to cooperate, for exanlp young children and some people wi
learning difficulties.
Patients who are not eligible for treatment under this policy may be considere
an individual basis where their GP or consultant believes exceptional circumst
warrant deviation from theule of this policy.

I ndi vi dual cases will be reviewed a
Panel upon receipt of a completed r ¢
Clinician. Requests cannot be considered from patients personally.

Evidence/Summary of
Rationale

The vast majority of patients presenting with problems to primary care wil
managed in primary care with advice or irrigation.

Effective From

1°'November2019

Policy Review Date

1% November2021

Intervention

Rhinoplasty/Septorhinoplasty/Septoplasty

For the treatment of

Nasal Deformities

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for fundinghould in the first instance be made via the Prior Approval
System. If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered present.

Consideration will not be given t@msmetic Rhinoplasty.

Rhinoplasty may be considered medicalgcessanpnlyin limited circumstances
and where the case details clinical rationale in accordance with the evidence ba|
follows:

1. When itis being performed to correct a nasal deformity setary to congenital
cleft lip and/or palate;

2. Upon individual case review, to correct chronic rsmptal nasal airway
obstruction from vestibular stenosis (collapsed internal valves) due to traum
disease, or congenital defect, when all of the followgnigeria are met:

1 Airway obstruction will not respond to septoplasty and turbinectomy alof
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and

1 Nasal airway obstruction is causing significant symptoms (e.g. chronic
rhinosinusitis, difficulty breathinggnd

1 Obstructive symptoms persist despite conservative management for thr
months or greater, which includes, where appropriate, nasal steroids or
immunotherapy;and

1 Photos demonstrate an external nasal deforménd

1 There is an average 50% or greater obstion of nares (eg 50 %
obstruction of both nares, or 75 % obstruction of one nare and 25 %
obstruction of other nare, or 100 % obstruction of one nare), documente
by endoscopy, CT scan or other appropriate imaging modality.

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

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

1 Unrealistic patient expectations

9 Previous rhinoplasty within the last® months (applies only to major
rhinoplasties)

9 Poor perioperativeisk profile

9 History of too many previous rhinoplasties, resulting in an atrophic-ski
tissue envelope and significant scarring

1 Nasal cocaine users

Evidence/Summary of
Rationale

Guidance on commissioning is provided by the Modernisation Ag&ugument
‘I nformation for Commissioners of P
the British Association of Plastic and Reconstructive Surgery.

Effective From

1° April 2019

Policy Review Date

1% April 2021

Intervention

Tonsillectomy forRecurrent Tonsillitis

For the treatment of

Recurrent Tonsillitis in adults and children.

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests forfunding should in the first instance be made via the Prior Approval

System. If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered to be prese

The NHS only commissi this surgery for treatment of recurrent seveepisodes of
sore throat when the following criteria are met, as set out by the SjGtlance and
supported by ENT UK commissioning guidance:

I Sore throats are due to acute tonsillitis AND

1 The episodes are shbling and prevent normal functioning AND

1 Seven or more, documented, clinically significant, adequately treated sore
throats in the preceding year OR

9 Five or more such episodes in each of the preceding two years OR

1 Three or more such episodes in eachiad preceding three years.

There are a number of medical conditions where episodes of tonsillitis can be
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damaging to health or tonsillectomy is required as part of thegopmgmanagement.
In these instances tonsillectomy may be considered beneficialawer threshold
than this guidance after specialist assessment:

1 Acute and chronic renal disease resulting from acute bacterial tonsillitis.

1 As part of the treatment of severe guttate psoriasis.

1 Metabolic disorders where periods of reduced oral intake ddag dangerous
to health.

1 PFAPA (Periodic fever, Apthous stomatitis, Pharyngitis, Cervical adenitis)

1 Severe immune deficiency that would make episodes of recurrent tonsillitis
dangerous

Evidence/Summary of
Rationale

Recurrent sore throats are a very commoondition that presents a considerable
health burden. In most cases they can be treatdgth conservative measures. In
some cases, where there are recurrent, documehépisodes of acute tonsillitis
that are disabling to normal function, then tonsilleawy is beneficial, but it should
only be offered when the frequency opisodes set out by the Scottish
Intercollegiate Guidelines Network criteria are met.

The surgery carries a small risk of bleedinguigng readmission to hospit#B.5%).

A previousational audit quoted a 0.9%sk of requiring emergencsurgery to treat
bleeding after surgery but ia more recent study of 267, 138nsillectomies, 1.88%
of patients required a returmo theatre. Pain after surgergan be severe (especiall
in adults)for up to two weeks after surgery; this requires regular painkillers and
cause temporary difficulty swallowing. In addition to bleeding; pain or infection

after surgery can require readmission to hospital for treatment.

EvidenceBased Interventions:@Gi dance for CCG’'s 2018

Effective From

1°' April 2019

Policy Review Date

1% April 2021

Endocrinelnterventions

Intervention

Botulinum toxin type A for Hyperhidrosis

For the treatment of

Hyperhidrosis (excessive sweating)

Commissioning
Position

Thisintervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System. If unsuccessful via Prior Approval therrang clinician can choose to
submit an Individual Funding Request if exceptionality is considered to be prese

Treatment withBotulinum toxin type Ashould only be consideredthen medically
necessary for intractable, disabling focal primary hyperhs@on cases where ALL
the following criteria are fulfilled:

* All lifestyle measures have been tried but have failed to resolve sympt
avoiding identified triggers such as crowded rooms, caffeine, or spicy f¢
frequent use of commercial antiperspnt (as opposed to a deodorant
avoiding tight clothing and manmade fabrics; wearing white or black clothir
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minimize the signs of sweating and using dress shields to absorb excess s

* Topical aluminium chloride or other extsirength antiperspiants are
ineffective or result in a severe rash;

» The patient is unresponsive or unable to tolerate pharmacotherapy presci
for excessive sweating (e.g. anticholinergics, H#teckers, or benzodiazepine
if sweating is episodic;

 In appropriate patients a trial of iontophoresis* treatment has be
unsuccessful.

» Significant disruption of professional and / or social life has occurred bed
of excessive sweating. (NB. In line with NICE recommendations, botu
toxin is not comnssioned for the treatment of hyperhidrosis (excess
sweating) in people with social anxiety disorder). Providing these criterig
met, the IFR Panel will approve a maximum of 2 treatments per yea
patient to be commissioned, when used by an appiafaly trained specialis
(not for GP prescribing).

If Botox treatment is approved, but more than two treatments per year are requi
the specialist should reubmit an Imlividual Funding Request to th€CG fo
consideration.

Treatment should be disedinued if not tolerated or there is no objective eviden
of response.

* Water iontophoresis is a neimvasive treatment where the hands / axillae g
immersed in warm water, or a wet contact pad applied, through which a W
electric current is passed hospital trial of the treatment is offered on the NHS
York, usually consisting o2} sessions (of 280 mins) per week. Improvemer
usually occurs after-40 weeks, and where the hospital trial is positive, the pati
has the option to purchase tlreown equipment andcontinue the treatment at
home.

Evidence/Summary of
Rationale

Some autonomic disorders (resulting in hypersecretion of glands) suc
hyperhidrosis respond well to Botox, which is licensed for the treatment of ax
hyperhidrosis; botulinum toxin can also be helpful for palmar, plantar, g
craniofacial hyperhidrosis but the procedure may be more difficult and painft
these sites, since Botulinum toxin is delivered by multiple intradermal injectior]
the affected areas. Advesseffects include compensatory sweating-{8%) and
injectionsite pain or reactions (12%).

Effective From

1°* November2019

Policy Review Date

1" November2021

Intervention

Continuous Glucose Monitoring System (CGMS)

For the treatment of

Type 1Diabetes in Adults and Children

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Ppproval
System. If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered present.
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QGMSwill only be conmissoned asan ogtion for the managementof Type 1
DiabetesMellitusin adults and children in accadancewith NICE Guidance (Ref 1
and 2) if any of the following criteria are fulfilled:

Adults with type 1 diabetes who are willing to commit to using it at least 70% of
the time and to cdibrate it as needed, and who have any of the following
despite optimised use of insulin therapy and conventional blood glucose
monitoring:

More than 1episode a year of severe hypoglycaemia (requiring the assstance of
others)with noobviously preventable predpitating caise.

1 CGomplete lossof awarenessof hypoglycaemia.

1 Frequent (more than 2 episades aweek) asymptomatic hypoglycaemiathat is
causing problemswith dally actiities.

1 Bxtremefear of hypoglycaemia.

1 Hyperglycaemia (HbAlclevel of 75mmol/mol [9%] or higher) that persists despite
testing at least 10timesa day.

1 ontinue real-time cantinuous glucosemonitoring anly if HbALc can be gstained
at or below 53 mmol/mol (7%)and/or there has been afall in HoAlcof 27
mmol/mol (2.5%) or more.

Children and Young People Ongoing real-time continuous glucose monitoring, with
alarmsif needed, will be offeredto childrenand young people with Typeldiabetes
who have:

9 frequent severe hypoglycaemia or

1 impaired avarenessof hypoglycaemia assomated with adverse casequences(for
example, sezuresor anxiety) or

9 Inabilityto recognise,or communicate abaut, symptoms of hypoglycaemia (for
example, becauseof cognitive or neurological dsabilities).

NICE sate it mayalsobe congdered for:

1 neonates,infantsand pre-sctool children

9 children and young people who undertake high levels of physical actiity (for
example, sport at aregional, national orinternational level)

9 children and young people who have camorbidities (for example anorexia
nervosa) or who arereceiving treatments (for exampge corticosteroids) that can
make blood glucose cantrol difficult.

Consider intermittent (real-time or retrospective) continuous glucosemonitoring to
help improve blood glucosecontrol in childrenand young people who cantinue to
have hyperglycaemia despite insulin.

Evidence/Summary of
Rationale

In line with NICE Guidelines.

Effective From

1°'November2019

Policy Review Date

1% November2021

Intervention

Endoscopic Thoracic Sympathectomiyperhidrosis

For the treatment of

Hyperhidrosis

Commissioning
Position

This intervention is NOT routinely commissioned.
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This intervention is a Category One Evidence Based Intervention; therefore, any
requests to fund must be made as an Individual Funding Request.

In view of the risk of sideeffects,requests will only be considered via the IFR
process for patients that meet all of the following criteria:

1 Sufferingfrom severeand debilitatingprimary hyperhidrosis
1 Refractoryto other treatments (Thesemayincludetopicalagents,oral
medication, botulinum toxininjectionsandiontophoresis.)

In addition to the criteria above, evidence of clinical exceptionality must be provid

Evidence/Summary of
Rationale

EndoscopidhoracicSympathectomydoesnot work aswell for thosewith excessive
axillary(armpit) sweating.

NICHyuidancendicatesthat the evidencebasefor the efficacyand safetyof this
procedureis “ a d e q busthere isariskof seriouscomplicationg(including death
from majorintrathoracicbleeding); it isvot alwayseffective; and itcancause
hyperhidrosig “ ¢ 0 mp e nelsewheoeonythieody (in around80%of casespf
whom 33%reported symptomgshatwere” s/e eof“ ricapacitating).

Theprimary indicationis palmarhyperhidrosisbecauset islesseffectivefor axillary
symptoms.t shouldonly be consideredn patientssufferingfrom severeand
debilitating primaryhyperhidrosighat hasbeenrefractoryto other treatments.

Furtherresearchisrequiredto establishgood patient selectionandto identify
which patient characteristicsnight predict severeside-effects.

Effective From

1% April 2019

Policy Review Date

1% April 2021

Intervention

Flash Glucose Monitoring (FGM) Systems such as Freestyle Libre®

For the treatment of

Type 1 Diabetes iAdults and Children (aged 4+)

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Rpproval
System. If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered present.

It isrecommended that Freestyle libre®should only be usd for:

1 People with Type 1 diabetes OR with any form of diabetes on haemodialysis
on insulin treatment who, in either of the above, are clinically indicated as
requiring intensive monitoring >8 times daily, as demonstrated on a meter
download/review over the ast 3 months OR with diabetes associated with cy
fibrosis on insulin treatment

1 Pregnant women with Type 1 Diabetes2 months in total inclusive of post
delivery period.

1 People with Type 1 diabetes unable to routinely satfnitor blood glucose due
to disability who require carers to support glucose monitoring and insulin
management.

1 People with Type 1 diabetes for whom the specialist diabetes MDT determin
have occupatinal (e.g. working in insufficiently hygienic conditions to safely
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facilitate fingerprick testing) or psychosocial circumstances that warrant a 6
month trial of Libre with appropriate adjunct support.

1 Previous seffunders of Flash Glucose Monitors wiklipe 1 diabetes where
those with clinical responsibility for their diabetes care are satisfied that their,
clinical history suggests that they would have satisfied one or more of these
criteria prior to them commencing use of Flash Glucose Monitoring heskt
criteria been in place prior to April 2019 AND has shown improvement in Hb
since selfunding.

1 For those with Type 1 diabetes and recurrent severe hypoglycaemia or impa
awareness of hypoglycaemia, NICE suggests that Continuous Glucose Mgn
with an alarm is the standard. Other evideAoased alternatives with NICE
guidance or NICE TA support are pump therapy, psychological support,
structured education, islet transplantation and whole pancreas transplantatio
However, if the person withidbetes and their clinician consider that a Flash
Glucose Monitoring system would be
specific situation, then this can be considered.

In addition, dl patients (or carers) must undertake the following:

9 Education on Flash Glucose Monitoring has been provided (online or in pers

1 Agree to scan glucose levels no less than 8 times per day and use the sens
>70% of the time.

9 Agree to regular reviews with the local clinical team.

9 Previous attendance, or due consideration given to future attendance, at a T|
1 diabetes structured education programme (DAFNE or equivalent if availab
locally)

The specialist service is responsible for assessing patients who meet the criter|
if appropriate initiating Flash Glucose Monitoring. The specialist servic
responsible for providing sufficient sensors for therf s t 28 days.
shauld then be provided with the relevant information to allow them to prescr
subsequent sesors. The specialist service will also need to ensure arrangerasat
in placefor the safe disposal of the sensors.

The continuedprescriling for longterm use of Flash Glucose kitoring (post initial
6 months)would be contingent upon evidence of aging with the above conditiong
and that ongoing use of the Flash Glucose Monitoring is demonstrably improvin
i ndi vi dual *managementioe axample imgrdvément of HbALlc or Time
In Range; improvement in symptoms such as DKA or hypoglygaenimprovement
in psychesocial wellbeing.

Please note, for North Lincolnshire where there is an Integrated Diabetes ntaiele
will be required to prescribe the sensors for those that meet any of the criteria in
APC guidance, but that are not undbe specialist team, and do not clinically
require referral into the specialist team. This includes:

9 Prescribing of the sensors for people that are T1 diabetid who have
previously sefunded; only where you are satisfied that their clinical history
suggests that they would have satisfied one or more of the NHSE criteria pri
them commencing the use of Freestyle Libre had those criteria been in place
prior to April 201%ndif the patient has shown improvement in HbAlc since
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seltfunding.

I Ongoingprescribing of sensors for those people that have previously been
under the care of the specialist service and started ore$iyde Libre, and who
have now been discharged from the service to primary care under the integr
diabetes service.

Evidence/Smmary of
Rationale

Freestyle Libre® is an innovative new device that has the potential to improve
quality of life for patients and support satianagement. However, at the present
point in time there are significant limitations in available clinical tl@tia and
economic analysis that make it difficult to make an appropriate judgment as to i
place in therapy.

Effective From

1°'November2019

Policy Review Date

1*'November2021

Intervention

Hair Removal for Hirsuitism

For the treatment of

Hirsuitism

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System.If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered to be prese

Treatmentfor permanent or sempermanent hair removak not indicatedor
cosmetic purposes. Patigiconcerned with the appearance of their body and faci
hair should be advised to satianage their condition by conservative methods eg
Shaving, waxing, or depilatory creams.

Treatment for hair removal, by IPL, laser or electrolysis, should be coedifie
individuals where

91 Itis considered medically necessary
OR
1 Have undergone reconstructive surgery leading to abnormally located h
bearing skin
OR
I Have a proven underlying endocrine disturbance resulting in facial hirsu
(eg. polycystic ovary sgrome) that has not been able to be controlled byj
other methods that a reasonable person would tolerate
OR
1 Are undergoing treatment for pilonidal sinuses to reduce recurrence

Where treatment is agreed, a maximum of 6 treatment sessions will be apprdfe
further sessions are required an additional request should be made to the IFR P

For Gender Dysphoria patients, please refer to NHS England.

Evidence/Summary of
Rationale

It is suggested that Hirsutism affects 5% of women. Possible underlyioguses
include PCOS (polycystic ovary syndrome), other rare hormone disorders (eg.
congenital adrenal hyperplasia) and some forms of medication.
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Intense pulsed light (IPL) is now the standard treatment with traditional laser an
electrolysis as reserve dpns. Reported side effects of using the Lumina IPL syst
and VasculighBR multfunctional laser and IPL system to treat hair removal in
hirsute patients include burning, leukotrichia, paradoxical hypertrichosis and
folliculitis (Ref 1). In addition pai skin redness, swelling, burned hairs and pigme
changes were infrequently reported adverse effects (Ref 2).

Common side effects of laser depilation can include pigment changes, occasion
blistering and rarely scarring. Other untoward effects can ihelunew growth of
hair outside the treatment area, increase in-egisting vellus hair in the treatment
area, induction or aggravation of acne, rosatika rash, premature greyness of ha
tunnelling of hair under the skin, prolonged diffuse redness eedema of the face,
focal hypopigmentation of the lip, angular cheilitis, allergic reaction, and
inflammatory and pigment changes of pegisting moles (Ref 3).

Case series evidence suggests that after laser depilation, hair growth is reducec
period of weeks to months, but multiple treatments may be required to achieve
complete hair loss.

Effective From

1°' April 2019

Policy Review Date

1% April 2021

Fertility Interventions

Intervention

Reversal of Sterilisation

For the treatment of

Sterilised Male and Female Adults

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One Evidence Based Intervention; therefore, any
requests to fund must be made as an Individual Funding Request.

Requests via the IFR process miemonstrate clinical exceptionality.

Evidence/Summary of
Rationale

Sterilisation should be regarded as a permanent procedure and patients shoul
counselled preoperatively to that effect.

Reversal involves complex serg and is unlikely to produce a return to fertility.

Effective From

1°' April 2019

Policy Review Date

1% April 2021

Intervention

Vasectomy under General Anaesthetic

For the treatment of

Removal of Male Fertility

Commissioning
Position

Thisintervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System.If unsuccessful via Prior Approval theerefng clinician can choose to
submit an Individual Funding Request if exceptionality is considered to be prese
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Surgical intervention should be considered for patients where there is:
9 Previousdlocumentedadversereactionto local anaesthesia;

i Scarringor deformity (e.g.dueto cryptorchidismor from previousscrotal
surgeryor trauma)that makesvasectomyunderlocalanaesthetidifficult to
achieve;

i Thepatientison anticoagulation therapyincreased riskof postoperative
haematomaformation)

Fearof the procedure,or patient choice,are not adequate reasongor requesting
vasectomyunder GA.

Evidence/Summary of
Rationale

Most vasectomiesre carriedout underlocalanaestheticThis meansonly the
scrotumandtesticleswill be numbedandthe patientwill be awakefor the
procedure.Theprocedureshould not be painfulbut mayfeel slightly
uncomfortable.Most menwill only needalocalanaesthetic.

TheRCOGsuidelineg4) recommenda general anaestheticisused
where:

9 There isahistoryof allergyto localanaesthetic;
9 Surgenyhas beercarriedout before on the scrotumor genitalarea.

TheRCOGsuidelinesalsorecommend:

T A nsoc al pel ’astbepeprelavertevelsof
complicationssuchasbleeding,painandinfection;

Theuseof fascialinterpositionor diathermy;
Thatclipsare not used,dueto highfailurerates;
Thatlocalanaesthesias usedwhereverpossible;

E R

Effectivecontraceptionbe usedbefore the operationand until follow-
up testsshowthat the vasectomyhasbeen successful;

9 Practitionersmustbetrainedto the levelof the FSRHGequirement

Effective From

1% April 2019

Policy Review Date

1% April 2021

General Surgery

Intervention

Cholecystectomy

For the treatment of

Biliary Tract Problems

Commissioning
Position

This intervention is routinely commissioned and does not require Prior Approval
application for funding via the Individual Funding Request (IFR) prpoegsing the
criteria below are met

Referral for Cholecystectomy will only be fundéthe patient fulfils ANY of the
criteria below:
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e Symptomatic gallstones with a thickened gallbladder wall

* Addilated common bile duct on ultrasound

e Asymptomatic gallstones with abmmal liver function test (LFTgsults
* Asymptomatic gall bladder polyp(s) reported ultrasound
e Symptomatic gall bl adder

‘

sludge’

Elective cholecystectomy surgery will only be commissioned where the patient
ANY of the criteria below:

e Symptomatic gallstones

» Gall bladder polyp(s) larger than 8mm or growiagidly
»  Common bile duct stones

e Acute pancreatitis

Documentation that the threshold criteria are fulfilled is mandatory and the refe
letter or form should, as a minimum, contain a clear indication of the grounds
referral against the threshold ¢eiria:

» any relevant medical history and current medication;

* any known factors affecting the patients fitness for day surgery;

* arecent ultrasound report conducted within 2 months at the pointegérral;
» recentliver function test report conducted within 1 month at point r@ferral.

Cholecystectomy should be performed laparoscopically in patients with
uncomplicated abdomen and in the absence of costidications. (The standar
laparoscopic approach usesveeal small incisions in the abdomen).

Cholecystectomy should be offered as a day case procedure in the abser
contrarindications. Routine laparoscopic cholecystectomy does not generally re
a consultant outpatient follow up.

If the gall bladderd sent for histological examination, the results should be revie
by the requesting consultant and communicated te tGP.

Secondary providers offering cholecystectomy must be able to offer intraoper
on-table cholangiography and have arrangementpliace for urgent access to ER
and interventional radiology for the management of postoperative complications

Patients should be encouraged by their GP and surgeon to lose weight prior t
surgery and given appropriate support to address lifestyletdis that would
improve their fithess for surgery and recovery afterwards.

GPs can refer patients for a surgical opinion whilst patientsuasght and surgeons
(and anaesthetists) can consider the safetysafgery. There is a clinical balan
between isk of surgicatomplications with obesity and with potential complicatio
of gallstones whilst delaying surgery

Evidence/Summary of
Rationale

Cholecystectomy is the surgical removal of the gall bladder. Prophylactic
Cholecystectomy is not indicated in most patients with asymptomatic gallstones
Possible exceptions include patients who are at increased risk for gallbladder
carcinoma or gallstoneomplications, in which prophylactic Cholecystectomy or
incidental Cholecystectomy at the time of another abdominal operation can be
considered. Although patients with diabetes mellitus may have an increased risk
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complications, the magnitude of the risloes not warrant prophylactic
Cholecystectomy. Primary and secondary care discussions with patients should
include identifying options (surgery vs no surgery), including the risks and benef
each.

Effective From

1°' April 2019

Policy Review Date

1% April 2021

Gynaecological Interventions

Intervention

Dilation and Cutterage (D&C) for Heavy Menstrual Bleeding innién.

For the treatment of

Heavy menstrual bleeding in women

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One Evidence Based Intervention; therefore, any
requests to fund must be made as an Individual Funding Request.

Evidence/Summary of
Rationale

D&C should not be used for diaosis or treatment for heavy menstrual bleeding in
women because it is clinically ineffectiveltrasoundscans and camera tests with
sampling of the lining of the womb (hysteroscopy and biopsy) can be used to
investigate heavy periods. Medication aimdrauterine systems (IUS), as well as
weight loss (if appropriate) can treat heavy periods.

EvidenceBased | nterventions: Guidance f
Effective From 1°' April 2019
Policy Review Date | 1% April 2021

Intervention

Elective Caesarean Sectignon-clinical reasons)

For the treatment of

Childbirth

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One Evidence Based Intervention; thereforg
requests to fund must be made as brdividual Funding Request.

Any request for an elective caesarean timt outside of the criteria belownust be
considered via the Individual Funding request process with clear suppd
evidence Maternal request is not on its own an indication for caesen section.

Elective caesarean sections in line with the requirements stipulated by NICE C
will be commissionedbr women who fulfil at leasONE of the following criteria

« Singleton breach at term, for whoexternal cephalic version is contrainaied
or unsuccessful

» Twin pregnancy where the first twin is not cephalic

e Minor or major placenta praevia

e Primary genital Herpes Simplex Vi
significant wuterine perforation/s
fourth degree tear

» Previous shoulder dystocia
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e Previous surgical procedure for which a vagirdelivery may lead td
complications (e.g. pelvic, hip, vaginal or bowel surgery)
e Tocophobia (fear of pregnancy and childbirth) after referral and assessme
the Specialist Perinatal Mental Health Team.
e Patients with Human Immunodieiency Virus (HI\Myho are:
- Notreceiving retroviral therapy
- On retroviral therapy with a virabhd of 50-400 copies per mi
- Have a viral loadreater than 400 copies per ml
- Also have Hepatitis C

Evidence/Summary of
Rationale

In November 2011 NICE carried out a partial update of NICE clinical guidel
(2004) : Caesarean section®. I'n the
NI CE to produce evidence based gui
appropriate and tle circumstances under which routine procedures in normal lab
may be unnecessary".

The NICE guidance was developed and updated following changes to current p
and changes to the evidence base. The following areas of the guideline have
updated morbidly adherent placenta, women who are HIV positive, time fi
decision to delivery, planned vaginal birth versus planned caesarean se
following previous caesarean birth, and antibiotic prophylaxis.

As a result of the changes to the guidelinekCE recommend the following a
identified as priorities for implementation:

« Pregnant women with a singleton breech presentation at term, for wh
external cephalic version is contraindicated or has been unsuccessful, s
be offered CS because it rediscperinatal mortality and neonatal morbidity.

« In twin pregnancies where the first twin is not cephalic the effect of C
improving outcome is uncertain, but current practice is to offer a planned G

¢ Pregnant women who are einfected with hepatitis Cikus and HIV should b
offered planned CS because it reduces motteechild transmission of both
hepatitis C virus and HIV

*  Women with primary genital herpes simplex virus (HSV) infection occurri
the third trimester of pregnancy should be offered piteed CS because
decreases the risk of neonatal HSV infection

¢ When a woman requests a CS because she has anxiety about childbirth
referral to a healthcare professional with expertise in providing perin
mental health support to help her address her anxiety in a supportive man

The purpose of this guideke is to enable healthcare professionals to g
appropriate researchbased advice to women and their families

Effective From

1°* November2019

Policy Review Date

1" November2021

Intervention

Hysterectomy for Heavy MenstruallBeding

For thetreatment of

Heavy menstrual bleeding.

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One Evidence Based Intervention; therefore, any
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requests to fund must be made as an Individual Fun&ieguest.

Hysterectomy should be considered only when: other treatment options have fai
are contradicted; there is a wish for amenorrhoea (no periods); the woman (who
been fully informed) requests it; the woman no longer wishes to retain her uteru
and fertility.

This intervention will only be commissioned where the IFR application demonstr
that the criteria outlined in the NICE guidance have been met.

EvidenclBBased I nterventions: Gui dance fq

Evidence/Summary of
Rationale

NICE reemmends that hysterectomy should not be used as a-finst treatment
solely for heavy menstrual bleeding (HMB).13 Heavy periods can be reduced b
using medicines or intrauterine systems (IUS) or losing weight (if necessary).

Effective From

1% April 2019

Policy Review Date

1% April 2021

Intervention

Labiaplasty Vaginaplasty

For the treatment of

Malformed, enlarged labia / vulva causing functional discomfort which has not
responded to conservative management.

Commissioning
Position

The NHS will routinely commission reconstructiediaplasty Vaginaplasty

9 following surgery for cancer
1 repair after trauma (including tears / scars from childbirth).

All other requests foLabiaplasty Vaginaplast@are NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval

System. If unsuccessful via Prior Approval the referring clinician can choose to
submit an Indvidual Funding Request if exceptionality is considered to be preser]

There are ctumstances whereabiaplasty Vaginaplastynay be considered where
the following are met

1  Where the womaris 18 years of age or older

1 Where the woman has completed pubertdevelopment (RCOG, 2013).

1  Where the labia / vulva causes functional discomfort

1 Where simple measures to relieve functional discomfort are not successful
(Harsh soaps and shower gels in the genital area should be avoided. The (
emollients should beecommended, as well as comfortable underwear).

T Where the clinician’s sensitive g
determined that benign labial disease, significant congenital malformation
structural anomalies are identified.

Labiaplasty Maginaplastyor cosmetic purposes is NOT commissioned.

The Royal College of Gynaecology recommends that Labiaplasty or Vaginaplas
should not be offered to children below 18 years of age owing to anatomical
development during puberty. If a child is eefed via IFR, please note this will be
passed directly to CCG Safeguarding in the first instance and does not guarante
consideration.
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British Society for Paediatric & Adolescent Gynaecology (2®@ition Statement:
Labial reduction surgery é&biaplasty on adolescents.

Evidence/Summary of
Rationale

Labiaplasty Maginaplastfor cosmetic purposes has no clinical benefit.

RCOG states that the risk of revisional surgery in patients who receive surgery
to completion of pubertal developent is high.

There are risks of infection and bleedipgst-surgery loss of sensation and
dissatisfaction with appearance.

Effective From

1% April 2019

Policy Review Date

1% April 2021

Mental Health Interventions

Intervention

Referral toSpecialist Chronic Fatigue Services

For the treatment of

Chronic Fatigue Syndrome

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One Evidence Based Intervention; therefore, any
requests to fund must be made as an Individual Funding Request and using the|
proforma found inAppendix 1.

Clinicians must ensure that any red flag symptoms are investigatedtp referral
via the IFR process.

Funding requests for this treatment may be considered by exception, for all pati
whose symptoms align with characteristic features of Chronic Fatigue Syndromé
defined per NICE guidance:

Fatigue with all of théollowing features:

New or had a specific onset (that is, it is not lifelong)

Persistent and/or recurrent

Unexplained by other conditions

Has resulted in a substantial reduction in activity level

Characterised by posixertional malaise and/or fatigugypically delayed, for
example by at least 24 hours, with slow recovery over several days)

=A =4 =4 -4 A

AND one or more of the following symptoms:

1 Difficulty with sleeping, such as insomnia, hypersomnia, unrefreshing sleep,
disturbed sleepwake cycle

Muscle and/or joint pain that is mutgite and without evidence of inflammation
Headaches

Painful lymph nodes without pathological enlargement

Sore throat

Cognitive dysfunction, such as difficulty thinking, inability to concentrate,
impairment of shot-term memory, and difficulties with worlinding, planning/
organising thoughts and information processing

=A =4 =4 -4 =4
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Physical or mental exertion makes symptoms worse
General malaise or 'fHike' symptoms

Dizziness and/or nausea

Palpitations in the absence afdntified cardiac pathology.

=A =4 =4 =

Symptoms must have persisted for:

- 4 months in adults
- 3 months in a child or young person, confirmed by paediatrician.

Clinicians must:

1 Confirmall relevant and appropriate history, examinations and investigations
been carriedbut as per NICE CG53 section 1.2.2.

1 Evidence appropriate symptoms managed methods have been exhausted

1 Demonstrate significant impact on daily life and activities

Where a referral is approved, funding will be provided for an assessment only.
diagnasis for Chronic Fatigue Syndrome is confirmed and specialist interve
recommended, a further request for funding treatment must be submitted.

Evidence/Summary of
Rationale

This policy covers diagnosing and managing Chronic Fatigue Syndrome (CFS)
also known as Myalgic Encephalomyelitis (ME) (or Encephalopathy). It ai
improve the quality of life for people with CFS/ME by setting out the care
treatment options that are available within North Lincolnshire CCG. The
provides an assessment only and further services may be identified. The poli
been developed usingChronic Fatigue Syndrome/Myalgic Encephalomyelitis
Encephalopathy): diagnosis and managat (2007) NICE guideline CG53

Effective From

1°'November2019

Policy Review Date

1% November2021

Minor SurgeryProcedures

Intervention

Benign Skin ésions¢ Surgical Removal

For the treatment of

Symptomatic benign skin lesions

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System. If unsuccessful via PriopAgyval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered present.

This policy refers to the following benign lesions when there is diagnostic certair]
and they meet the criteria listed below:

1 benignmoles (excluding large congenital naevi)
1 solar comedones
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=

The benign skin lesions, which are listed ahawast meet at least ONE of the
following citeria to be removed:

1

=4 =4 =& 8 -8 —a -8 8 -8 -2

The following are outside the scope of this policy recommendation:

1

1

Referral to dermatology or plastic surgery:

1

corn/callous

dermatofibroma

lipomas

milia

molluscum contagiosum (negenital)

epidermoid & pilar cysts (sometimes incorrectly called sebaceous cysts)
seborrhoeic keratoses (basal cell papillomata)

skin tags (fibroepithelial polyps) including anal tags
spider naevi (telangiectasia)

non-genital viral warts in immunocompetent patients
xanthelasmata

neurofibromata

The lesion is unavoidably and significantly traumatised on a regular basis \
evidence of this causing regular bleeding or resulting in infections such tha
patient requires 2 or more courses of antibiotics (oral or intravenqes year
There is repeated infection requiring 2 or more antibiotics per year

The lesion bleeds in the course of normal everyday activity

The lesion causes regular pain

The lesion is obstructing an orifice or impairing field vision

The lesion significdly impacts on function e.g. restricts joint movement
The lesion causes pressure symptoms e.g. on nerve or tissue

If left untreated, more invasive intervention would be required for removal
Facial viral warts

Facial spider naevi in children caussignificant psychological impact
Lipomas on the body > 5cms, or in agabial position, with rapid growth
and/or pain. These should be referred to Sarcoma clinic.

Lesions that are suspazis of malignancy should be treated or referred
according to NICE skin cancer guidelines.

Any lesion where there is diagnostic uncertainty,-pralignant lesions (actinic
keratoses, Bowen disease) or lesions with-pralignant potential should be
referred or, where appropriate, treated in primary care.

Removal of lesions other than those listed above.

The decision as to whether a patient meets the criteria is primarily with the
referring clinician. If such lesioase referred, then the referrer should state
that this policy has been considered and why the patient meets the criteria
Requests for treatment where a patient meets the criteria do not require pr
approval or an IFR.

This policy applies to all providg including general practitioners (GPs), GPs
with enhanced role (GPwer), independent providers, and community or
intermediate services.

Evidence/Summary of

There is little evidence to suggest that removirnign skin lesions to improve
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Rationale

appearance is beneficial. Risks of this proceductuthe bleeding, pain, infection
and scarring. Though in certain specific casesudiined by the criteria abovehere
are benefits for removing skin lesions, farample, avoidance of pain aadlowing
normal functioning.

EvidencBased I nterventions: Guidance f
Effective From 1°' April 2019
Policy Review Date | 1% April 2021

Intervention

Chalazia Removal

For the treatment of

Chalazia (meibomiagysts). Benign lesions on the eyelids due to blockage and
swelling of an oil gland.

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funthg should in the first instance be made via the Prior Approval
System. If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered present.

Incision and curettage (or triacmolone injection for suitable candidates) of chalaz
should only be undertaken if at least one of the following criteria have been met

1 Has been present for more than 6 months and has been managed
conservatively with warm compresses, lid cleaning andsage for 4 weeks

1 Interferes significantly with visigmemonstrated by visual fields test

1 Interferes with the protection of the eye by the eyelid due to altered lid clos
or lid anatomy

1 Is a source of infection that has required medical attention twaicenore
within a six month time frame

1 Is a source of infection causing an abscess which requires drainage

1 If malignancy (cancer) is suspected.Madarosis/recurrence/other suspicioug
features in which case the lesion should be removed and sent for bigtals
for all suspicious lesions

EvidenclBased I nterventions: Guidance fd

Evidence/Summary of
Rationale

The evidence shows that alternative treatment options (warm compresses, droj
oint ment , steroid i nj e cdadhuwitlpad to resohitiofi
of many chalazia without the risks of surgery.

Effective From

1% April 2019

Policy Review Date

1% April 2021

Intervention

Eyelid Surgery Ectropion

For the treatment of

Ectropion

Commissioning
Position

Thisintervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System. If unsuccessful via Prior Approval therréfg clinician can choose to
submit an Individual Funding Request if exceptionality is considered present.
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Treatment should only be considered if:

e Patients are experiencing recurrent infection

Effective From

1**November2019

Policy Review Date

1°'November2021

Intervention

Eyelid Surgery Entropion

For the treatment of

Entropion

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests forfunding should in the first instance be made via the Prior Approval
System. If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered present.

Treatment should only be caidered if:
e The condition is symptomatic
and

« Risks causing trauma to the cornea

Effective From

1°'November2019

Policy Review Date

1% November2021

Intervention

Eyelid Surgery Epiphora

For the treatment of

Epiphora

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One Evidence Based Intervention; therefore, any,
requests to fund must be made as an Individual Funding Request.

However, eferral to secondary care may be made for diagrwogtirposes or tear
duct syringing.

Effective From

1°'November2019

Policy Review Date

1% November2021

Neurological and Pain Interventions

Intervention

Botulinum toxin type A for Chronic Migraine

For the treatment of

Prophylaxis of headachesawalults with Chronic Migraine

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Ppproval
System. If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered present.

The CCG will only commission the use of Botox as an option for the prophy
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treatment of chronic migraine in adults in accordance with NICE Guidance TA
in cases where ALL of the following criteria are fulfilled:

e The patient is under the care of the specialist neurology service and has
assessed as meeting the definition for ahic migraine

e The patient has chronic migraine that significantly interferes with their d
routine despite appropriate use of symptomatic medication

e Symptoms have not responded to at least three prior pharmacolog
prophylaxis therapies

e The condition has been appropriately managed for medication overuse.

NB. Treatment with botulinum toxin type A should be stopped in people wh
condition:

e is not adequately responding to treatment (defined as less than a
reduction in headache dayser month after two treatment cycles)
OR
« has changed to episodic migraine (defined as fewer than 15 headache da
mont h) for three consecutive mon
licence for Botox).

Evidence/Summary of
Rationale

The treatmet has been appraised by NIQEhich considered evidence from tw
phaselll randomised controlledrials, PREEMPT 1 and PREEMRBS ®ell as the
pooled analysis afesults from these trialsPrior to publication of the NICE Guidan
the North EastTreatment Advisory Groupand the Scot8h Medicines Consortiun
had appraised the same trial evidence and concluded that the treatment shoul
be recommended for the prevention of migraine because of uncertainly aroun
costeffectiveness. NICE also concluddthtt although the treatment effects wer
generally in favour of Botox, the actual magnitude of treatment benefit was mog
but was nevertheless clinically meaningful in people whose chronic migraine ha
responded to 3 prior treatments. As indhprevbus appraisalNICE also noted th
large placebo effect, concerns over blinding being maintained in the PREEMPT
the lack of long term clinical trial data and numerous concerns over
manufacturer’s economic modelwas sulgnitted
using the NICE preferred assumptions, it was concluded that £18,900 was the
plausible ICER (incremental cost effectiveness ratio) per QALY (quality adjust
year) and that this was considered an appropriate use of NHS resowitiesertain
specified criteria

Effective From

1°*November2019

Policy Review Date

1°'November2021

Intervention

Extra Corporeal Shockwave Therapy (ESWANkle

For the treatment of

Achilles Tendinopathy (ankle)

Commissioning
Position

Thisintervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System.If unsuccessful via Prior Approval theeefng clinician can choose to
submit an Individual Funding Request if exceptionality is considered to be prese
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Treatment is not indicated in cases that are asymptomatic.
Surgical intervention should be considered for patients who have

1 have an establigkd diagnosis
9 causes significant pain and/or interference with activities of daily living

AND
is refractory to :

1 rest (reducing activity that worsens symptoms)
physiotherapy

application of ice

NSAIDs

orthotic devices

corticosteroid injection

= -4 -4 —a -1

Where the treatment is approved for an individual, no more than three outpatien
sessions will be commissioned.

Evidence/Summary of
Rationale

NICE have reviewed this therapeutic intervention in several types of localised
tendonitis (Refs b). The evidece for efficacy of ESWT in tendonitis of the elbow,
ankle and heel is equivocal since the results of clinical studies were conflicting a
there was evidence of a substantial placebo response.

Because the benefits and risks are uncertain and therdaslkalong term data, NICE
recommends that patients must first have tried other evidence based treatments

Effective From

1°'November2019

Policy Review Date

1% November2021

Intervention

Extra Corporeal Shockwave Therapy (ESWHIpow

For thetreatment of

Lateral Epicondylitis (tennis elbow)

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instancernade via the Prior Approval

System.If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered to be prese

Treatment is not indicated in cases that are asymptomatic.

Sugical intervention should be considered for patients who have

1 have an established diagnosis

9 causes significant pain and/or interference with activities of daily living
AND

is refractory to :

9 rest (reducing activity that worsens symptoms)
1 physiotherapy

1 application of ice

i analgesic medication
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NSAIDs

orthotic devices

eccentric training/stretching
corticosteroid injection

= =4 —a -

Where the treatment is approved for an individual, no more than three outpatien
sessions wilbe commissioned.

Evidence/Summary of
Rationale

NICE have reviewed this therapeutic intervention in several types of localised
tendonitis (Refs b6). The evidence for efficacy of ESWT in tendonitis of the elboy
ankle and heel is equivocal since the results of clinical studies were conféating
there was evidence of a substantial placebo response.

Because the benefits and risks are uncertain and there is a lack long term data,
recommends that patients must first have tried other evidence based treatments

Effective From

1°'November2019

Policy Review Date

1% November2021

Intervention

Extra Corporeal Shockwave Therapy (ESWH@el

For the treatment of

Plantar Fasciitis (heel)

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is &ategory Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System.If unsuccessful via Prior Approval the referring clinician can choose to

submit an Individual Funding Requéstxceptionality is considered to be present.

Treatment is not indicated in cases that are asymptomatic.

Surgical intervention should be considered for patients who have

1 have an established diagnosis

9 causes significant pain and/or interference with aities of daily living

AND
is refractory to :

9 rest (reducing activity that worsens symptoms)
physiotherapy

application of ice

analgesic medication

NSAIDs

orthotic devices

corticosteroid injection

eccentric training/stretching

= =4 -4 —a —a - -1

Where the treatment is approved for an individual, no more than three outpatien
sessions will be commissioned.

Evidence/Summary of
Rationale

NICE have reviewed this therapeutic intervention in several types of localised
tendonitis (Refs b). The evidece for efficacy of ESWT in tendonitis of the elbow,
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ankle and heel is equivocal since the results of clinical studies were conflicting a
there was evidence of a substantial placebo response.

Because the benefits and risks are uncertain and therddskalong term data, NICE
recommends that patients must first have tried other evidence based treatments

Effective From

1°'November2019

Policy Review Date

1% November2021

Intervention

Extra Corporeal Shockwave Therapy (ESWHIip

For thetreatment of

Trochanteric Bursitis (Hip)

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be madewéaPrior Approval
System.If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered to be prese

Treatment is not indicated in cases that are asymptomatic.
Surgical irgrvention should be considered for patients who have

1 have an established diagnosis
1 BMI of 30 or below

91 causes significant pain and/or interference with activities of daily living
AND
is refractory to :

1 rest (reducing activity that worsens symptoms)

1 physioherapy

1 1 month of drug treatment with Paracetamol or ngteroidal ant
inflammatory drugs (NSAIDs)

9 3 corticosteroid injections

Where the treatment is approved for an individual, no more than three outpatien
sessions will be commissioned.

Evidence/Summary of

Rationale

NICE have reviewed this therapeutic intervention in several types of localised
tendonitis (Refs b). The evidence for efficacy of ESWT in Trochanteric Bursitis
found to be one of the more robust.

Because the benefits aribks are uncertain and there is a lack long term data, NI
recommends that patients must first have tried other evidence based treatments

Effective From

1°'November2019

Policy Review Date

1% November2021

Intervention

Extra Corporeal ShockwavEherapy (ESWF)Shoulder

For the treatment of

Calcific Tendonitis (shoulder)

Commissioning
Position

This intervention is NOT routinely commissioned.

Page37of 122



This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for fundinghould in the first instance be made via the Prior Approval
System.If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered to be prese

Treatment is not indicated inases that are asymptomatic.
Surgical intervention should be considered for patients who have
1 have an established diagnosis
1 causes significant pain and/or interference with activities of daily living
AND
is refractory to :

1 rest (reducing activity that weens symptoms)
physiotherapy

anti-inflammatory drugs

corticosteroids

aspiration or lavage

= =4 —a -9

Where the treatment is approved for an individual, no more than three outpatien
sessions will be commissioned.

Evidence/Summary of
Rationale

NICE have reviewed this therapeutic intervention in several types of localised
tendonitis (Refs b). The evidence for efficacy of ESWT in Calcific Tendonitis of
Shoulder was found to be one of the more robust.

Because the benefits and risks angcertain and there is a lack long term data, NIC
recommends that patients must first have tried other evidence based treatments

Effective From

1" November2019

Policy Review Date

1" November2021

Intervention

Functional Electrical Stimulatio(FES)

For the treatment of

Foot Drop

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore
requests for funding should in the first instance be made via Phier Approval
System. If unsuccessful via Prior Approval the referring clinician can choos
submit an Individual Funding Request if exceptionality is considered to be prese

Skin surface Functional Electrical Stimulation should be considered ifoltbeing
circumstances:

1 The individual has an upper motor neuron lesion resulting from str
multiple sclerosis (MS), cerebral palsy (CP) or spinal cord injury (SCI) (4
an intact peroneal nerve);

i There is evidence that the foot drop interferesgmificantly with the
individual's day to day | iving;

1 There is evidence that FES has been recommended for the individual g
thorough assessment of their suitability by the local NHS physiothe
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service or MDT specialising in rehabilitation.

1 The requst to the IFR Panel must include evidence that first line treatmd
have been tried and failed.

i Firstline treatment is usually physiotherapy or the use of an ankle f{
orthosis (AFO).Agreed to delete these lines? Evidence will be required
demonstrae that first line treatments have been tried.

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

If Prior Approval is granted it isgected that the patient will demonstrate a positiy
trial of FES before proceeding to a permanent stimulatorthis case it will not bg
necessary to seek further permission to proceed with the surface electrode de
the * Odst ock drbutpndiVidoad fundisgtapproval magt eerséugh
an implanted electrode is being considered.

Evidence/Summary of
Rationale

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

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

There ae few safety concerns around the use of surfapplied FES and patiet
acceptability appears to be high, however the use of implanted electrodes ma
associated with more serious adverse events.

Effective From

1°' April 2019

Policy Review Date

1% April 2021

Intervention

Sativex- Delta-9-Tetrahydrocannabinol and Cannabidiol Oromucosalr&y

For the treatment of

Symptoms associated with multiple sclerosis, including spasticity and pain

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One Evidence Based Intervention; thereforg
requests to fund must be made as an Individual Funding Request.

Sativex is not routinely funded for patients with multiplelesosis. The medicin
should not be withdrawn from patients already established on treatment but of
treatment options should be considered at routine review

Evidence/Summary of
Rationale

Following appraisal of the available evidence and anticipatetsctige Yorkshire and
the Humber Expert Panel for disease modifying therapies in multiple scle
recommend that Sativex should not be routinely funded. The Panel advised thi
the available evidence, Sativex lacked compelling evidence of beneftidaiarget
population and was unlikely to be cesffective. NICE CG 186 Multiple sclero
management of multiple sclerosis in primary and secondary care (June 2015)
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do not offer Sativex to treat spasticity as it is not a cost effective treatment.

Effective From

1°*November2019

Policy Review Date

1*'November2021

Intervention

Spinal Injections of Local Anaesthetic anté®id in people with NonSpecific Low
Back Pain without Satica.

For the treatment of

Nonspecific back pain withoudciatica

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One Evidence Based Intervention; therefore, any
requests to fund must be made as an Individual Funding Request.

Evidence/Summary of
Rationale

Spinal injections of local anaesthetic and steroididtdaot be offered for patients
with non-specific low back pain.

For people with norspecific low back pain the folwing injections should not be
offered:

1 Facet joint injections

Therapeutianedial branch blocks

Intradiscal therapy

Prolotherapy

Trigger point injections with any agent, including botulinum toxin
Epidural steroid injections for chronic low back pain or for neurogenic
claudication in patients with central spinal canal stenosis

1 Anyother spinal injections not specifically covered above

= =4 -4 —a -9

Radiofrequency denervation can be offered acéogdto NICE guideline (NG59iif
non-surgical and alternative treatments have been tried and there is moderatet(
severe chronic pain that has impravén response to diagnostic medical branch
block.

Epidurals (local anaesthetic and steroid) slibloé considered in patients whtave
acute and severe lumbar radiculopathy at time of referral.

Alternative and less invasive options hawseh shown to work . exercise
programmes, behavioural therapy, and attending a specialised pain clinic.
Alternative options are suggested in line with the National Back Pain Pathway.

EvidencBased | nterventions: Gui dance f
Effective From 1°' April 2019
Policy Review Date | 1° April 2021

Intervention

Wireless or Implantable Functional Electrical Stimulation (FES)

For the treatment of

Foot Drop

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category OBeidence Based Intervention; therefore, any
requests to fund must be made as an Individual Funding Request.

Patients must fulfil the required criteria for standard FES (please see separate
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Functional Electrical Stimulation policy).

Requests for wireless amplantable FES must demonstrate clinical exceptionality
and include:

1 Detailed clinical evidence which demonstrates the extent to which
patient’s condition affects the q

1 Lifestyle maodifications including weight management (where appate)
that have been made and relevant services such as Occupational therap
Falls team have been involved,;

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

1 Clinical evidence as to why standard FES is not appropriate

Evidence/Summary of
Rationale

A body of evidencehased largely on uncontrolled observational studies in patig
with stroke with drop foot and patients with multiple sclerosis with drop foot, us
heterogeneous outcome measures, indicates that functional electrical stimula
(FES) (mainly using suréaelectrodes) is associated with improved walking sp
and reduced walking effort.

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

There are few safety concerns around the use of surtgmaied FES and patient
acceptability appears to be high, however the use of implanted electrodgsbe
associated with more serious adverse events.

Effective From

1% April 2019

Policy Review Date

1% April 2021

Ophthalmology Interventions

Intervention

Cataracts Surgery

For the treatment of

Cataracts

Commissioning
Position

This interventioris routinely commissioned and does not require Prior Approval ¢
application for funding via the Individual Funding Request (IFR) prpoegsling the
criteria below are met

Prior to referral for cataracts, the referral should be made using the agrefedral
form and should only be made where the patient has been provided with approy
information in a suitable format (e.g. Royal College of Ophthalmologists leaflet

‘“Understanding Cataracts’) and i s wi

Surgery for cataract extcions should only b&undedfor patients whose visual
impairment is mainly attributable to cataracts, and after correction (e.g. with glas
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or other adjustments):

1 Have a best corrected visual acuity of 6/12 or worse with both eyes ope
AND
1 have sigificant effects on dalily living e.g. with mobility (difficulty with
steps, risk of falls, ability to drive), independent living, or reading
OR
1 have diabetes and removal of the cataract is necessary to facilitate effe
retinal screening
OR
1 have glaucma and / or narrow drainage angles and cataract surgery is

required to control intraocular pressure

Evidence/Summary of
Rationale

Cataracts affect over a third of people aged over 65. Smoking and diabetes
(associated with BMI > 30) are further rfskctors for cataract.

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

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

Royal College of Ophthalmologists pabéd guidelines on the management of

cataract recognise that “Visual acui
function as it can be quickly and ez:
sole use of visual acuity can underestimate visusalility because it does not take
account of symptoms such as gl are of
however, be hard to quantify objectively.

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

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

There is no set leveff@ision for which an operation is essential. The rate at which
cataracts progress is unpredictable. Reading glasses are usually needed after ¢
surgery, and some people may require glasses for distance vision who did not
previously require them.

Catract surgery does not always result in an improvement in visual acuity or pa
satisfaction with visual function.

Effective From

1% April 2019

Policy Review Date

1% April 2021
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Intervention

Second Eye Cataracts Surgery

For the treatment of

Cataracts

Commissioning
Position

This intervention is routinely commissioned and does not require Prior Approval
application for funding via the Individual Funding Request (IFR) prpogsing the
criteria below are met

Second Eye Surgery shouldfbaded, after postoperative review, if:

1 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.

EvidenceSummary of
Rationale

Cataracts affect over a third of people aged over 65. Smoking and diabetes
(associated with BMI > 30) are further risk factors for cataract.

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

There are risks associated with cataract surgery, some common and regnsaxe;
however complications are usually treatable and reasonably good outcome s ca
expected.

Royal College of Ophthalmologists published guidelines on the management of
cataract recognise that “Visual acui
function as it can be quickly and ez:
sole use of visual acuity can underestimate visual disability because it does not
account of symptoms such as gl are of
however, be hard to quantify objectively.

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

Significant improvements in visual symptoms and visual functiay 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 considetieid kevel
of visual acuity only where the patient is experiencing significant symptoms
attributable to cataract.

There is no set level of vision for which an operation is essential. The rate at wh
cataracts progress is unpredictable. Reading glasseasually needed after catara
surgery, and some people may require glasses for distance vision who did not
previously require them.

Cataract surgery does not always result in an improvement in visual acuity or p
satisfaction with visual functian

Effective From

1% April 2019

Policy Review Date

1% April 2021
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Intervention

Corrective Surgery, Lens Implants and Laser Treatment for Refractive &hort or
long sightedness, astigmatism)

For the treatment of

Refractive Error

Commissioning
Position

This intervention is NOT routinely commissiorsedhort-sightedness(myopia),
astigmaism, and long-sightedness(hyperopia) becausethese conditionsare
usually corrected by wearing spectadesor contactlenses.

This intervention is a CategoBne Evidence Based Intervention; therefore, any
requests to fund must be made as an Individual Funding Request, madizay a
clinical caseof need must be e/idenced, such as treatment for keratoconus that
cannot be corrected by other means

Evidence/Summary of
Rationale

Laserrefractive surgery is generaly effective for up to 10 doptresof myopia, 6
dioptresof hyperopia and 4 doptresof astigmatism, though the predctability of
correction tendsto diminishtowardsthe extremesof theseranges.Qurrent evidence
suggedsthat laser surgery for the correction of refractive errorsis safe and
efficaciousfor usein appropriately sdected atients, indudingwhen usedto correct
refractive error resulting from other forms of ophthalmic surgery (1, 2).The Royal
Gollege of Ophthalmologistsissied astatement on Standardsfor Laser Refractive
Sugery in 2012 (3).

However corrective sugery is considered a cametic treatment and comparedo
the useof spectadesor contact lenses,not an efficient useof NHSresources.
Private lager surgery treatment is now offered by many treatment centres.

Complicationsof laser refractive sugery indude infection, bleeding, over/under
correction, corneal haze, glare, halo ortarburst, corneal damage, retinal detachment
and dry eye. However riskswhich have the potential to causepermanent damage are
veryrare.

A 2005review (4) of the efficacyof laser treatment found a broadly similar
performancefor PRKLASK and LASK People with amilder degree of myopia
were more likely to achieve the intended refractive carection. Treatment of
hyperopiawas ksssucessful than treatment of myopia.

Intraocular lensimplants

Qurrent evidencefrom NICE onthe efficacyof corneal implantsfor the corection
of refractive error showslimited and unpredictable berefit. In addition, there are
concerns abait the safety of the procedure for patients with refractive error.
Therefore, cornealimplants should only be usd for the treatment of refractive
error when there isother ocular pathology present e.g. keratocorus (5)

There isgood evidencefor the stort term efficacyand safety of phakic IOL insertion,
but the long term risks of catarad, corneal damage or retinal detachment remain
uncertain andrequire ongoing audt (6). Oher comgicationsof IOLimplantation are
similar to thoseof cataract surgery and indude infection, poor night vision, glare and
eye damage. Byeswith higher refractive errors have agreaer risk.

Effective From

1% April 2019

Policy Review Date

1% April 2021
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Intervention

Intravitreal Therapies for Eye Disease

For the treatment of

Eye Disease

Commissioning
Position

This interventioris routinely commissioned and does not require Prior Approval ¢
application for funding via the IndividuBunding Request (IFR) procassless
outside of the criteria listed below:

CCG commissioning of the use of intravitreal therapies in eye disease as s
below:

A) Wet Age Related Macular Degeneration (ARMD)

Ranibizumab therapy is routinely commigsia in line with NICE TAG 156here all
of the following circumstances apply in the eye to be treated:

« The best possible visual acuity (VA) after correction with glasses or cd
lenses is between 6/12 and 6/96.

e There is no permanent damage to the fovea

e The area affected by ARMD is no larger than 12 times the size of the area
the eye where the optic nerve connects to the retina.

e There are signs that the condition has been getting worse. (i.e. blood Vv
growth, as indicated by fluorescein angiaghy, or recent VA changes)

and

e« The manufacturer provides ranibizumab with the discount agreed in

patient access scheme (as revised in 2012).

NB. Treatment should be stopped if:
e Vision in the treated eye falls below 15 letters on 2 consecutive visits
*  Vision falls by 30 letters or more compared to the best recorded vision
e There is evidence of deterioration of the lesion morphology despite treatme

Requests for treatment in fints with wet ARMD where the above NICE criteria
not met must be submitted for consideration to the CCG IFR (Individual Fu
Request) Panel outlining the rationale for expected clinical benefit. Such cases
include those where visual lossdse to fluid rather than scarring or where vision
the other eye is already poor.

Aflibercept (Eylea) is an alternative, licensed (Nov 2012) intravitreal injection fo
ARMD, recommended in the NICE TAG 294 which uses the same eligibility crit
NICE TAG 155. Both aflibercept and ranibizumab have the same mode of acti
are equivalent in terms of efficacy and safety.

The CCG commissions the use of aflibercept in patients with wetedaged macular
degeneration if:

e it is used in accordanceith the recommendations for ranibizumab in NI
TAG 155and

< the manufacturer provides aflibercept solution for injection with the disco
agreed in the patient access scheme.

NB. It has been locally agreed that Consultant Ophthalmologists may, in se
ARMD patients, “switch’ bet ween the
either drug or where there is a stdptimal response or an allergic reaction.
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This is alsmiline with advice from NICE and the Royal College of Ophthalmolog

Requests for treatment in patients with wet ARMD where the above criteria are
met must be submitted for consideration to the CCG IFR (Individual Funding Re
Panel.

B) Diabeticmacular oedema (DMO) / retinopathy

Ranibizumab therapy is routinely commigsid in line with NICE TAG Zirdpatients
where:

e the retina has a central retinal thickness of 400 micrometres or more at
start of treatment;and

« the manufacturer providesanibizumab with the discount agreed in the patie
access scheme (as revised in 2012).

In addition, inline with NICE TAG 3@le CCG routinely commissions Fluocinold
acetonide (lluvien) intravitreal implants for people with chronic DMO who have
intra-ocular lens implant in the eye to be treated if their diabetic macular oeds
has failed to respond to other treatments.

Requests for treatment in patients with DMO where the NICE criteria are not
must be submitted for consideration to the CC& Fanel.

C) Macular oedema due to retinal vein occlusion (RVO)

Ranibizumab therapy is routinely commissioned as an option for treating \
impairment caused by macular oedema in line with the crétémi NICE TAG 283

« following central retinal vein occlusion (CRV®);

« following branch retinal vein occlusion (BRVO) in patients where treatr
with laser photocoagulation has failed or is deemed unsuitable due to
extent of macular haemorrhagand

< only if the manufaturer provides ranibizumab with the discount agreed in {
patient access scheme (as revised in 2012).

The CCG also routinely commissions the use of Ozurdex in line with NICE TAG
patients where laser therapy has failed or is contraindicated tlmeextensive
haemorrhage.

The CCG also routinely commissions the use of Eylea (Aflibercept) in line wit
TAG 305 as an option for patients with central retinal vein occlusion (CRVO)
the manufacturer provides aflibercept solution for injectiafith the discount agreed
in the patient access scheme.

Requests for treatment in patients with RVO where the NICE criteria are nof
must be submitted for consideration to the CCG IFR Panel.

D) Myopic Choroidal Neovascularisation (Myopic CNV)

The CCG winely commissions Ranibizumab therapy as an option for treating v
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impairment caused by myopic CNV in line with the criteria in NICE TAG 298
the manufacturer provides ranibizumab with the discount agreed in the pat
access scheme (as restbkin 2012).

E) Inflammatory CNV

Ranibizumab is currently unlicensed for this indication. Requests for ranibiz
treatment in patients with inflammatory CNV must be submitted for consideratio
the CCG IFR Panel. Treatment will only be considered tianpsa where all the
following criteria are met:

e Subljuxta foveal CNV associated with underlying inflammatory diseask;
« Intra-retinal OR sulretinal fluid on OCT scans OR leakage on FFA

Where treatment is approved, both myopic and inflammatory CNV should be trg
with a single injection of ranibizurj

Retreatments will only be commissioned (after application to the CCG IFR Pa
cases where

¢ Intra/sub-retinal fluid is seen on OCT scans (persistent or recurrent);
e Lesion leakage is documented on FFA.

F) Visual Loss due to VitreMacular Traction

The CCG routinely commissions Ocriplasmin (Jesiegle injection) therapy as g
option for treating visual impairment in adults caused by vitreomacular tractio
line with the criteria in NICE TAG 29, where the following criteria are met:

* no epiretinal membrane (a thin layer of scar tissue oveiirthetina, the light
sensitive area at the back of the eyahd

e a macular hole (up to 400 micr ome
sight problems.

G) Other eye disease

Requests for treating other rarer eye diseases with intravitreal thesmutside
licensed indications must be submitted to the CCG IFR Panel for conside
together with accompanying evidence of previous treatments and the expe
clinical benefit from the requested treatment.

Evidence/Summary of
Rationale

Wet Age Related Macular Degeneration

NICE TAG 155 considered data from 4 RCTS: MARINA, ANCHOR, PIER a
trials. The 3 publistéttrials reported mean increases in visual acuity in the 0.5
ranibizumab group compared with baseline. In addition, iat ARMD aflibercep
showed equivalence to ranibizumab (given monthly) whardid within the VIEW,
1+2 RCTslt can be given as an automatic 2 monthly dose in the first yeg
injections in total} compared to a mean of 6 injections with ranibizumaberuired
- but the fixed aflibercept dosing reduces the need to assess the eye regularl
allows partial booking of the first year of treatment. In the second year of the \
studies; aflibercept and ranibizumab were again compared head to head aising
required ‘“prn regi me and again bot
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injection and the safety profile appear identical between the two drugs and the j
of both drugs has reduced under the recent patient access scheme.

Diabetic maculaoedema (DMO) / retinopathy

NIICE TAG 274 concluded treatment of DMO with ranibizumab was cost effect
long as patients could access a discounted drug cost via the patient access §
and there was a more tightly defined eligibility criteria, patients with greater than
400 micrometres of diabetic macular oedema. Evidence came from the RESTO
which showed gains in best corrected VA with ranibizumab were greatest i
subgroup of people with central foveal thickness greater than 300amietres, with
no evidence for a benefit in adding laser to ranibizumab.

The Fluocinolone acetonide intravitreal implant (lluvien)despite it being substan
more expensive it has the advantage that 70% of patients will only need 1 inje
over 3 years

Macular oedema due to central retinal vein occlusion (CRVO)

CRVO has been untreatable until recently and patients with this condition ha
very poor natural history. Of those presenting with vision poorer than 6/60, only
get any spontaneous visuaimprovement. Prior to the advent of intreitreal

therapies the central visual loss in these patients would have been untreatable
CRUISE trial, a phase Il prospective, randomized, double masked, multicentre
trial involving 392 patients witiCRVO, indicated that a 6 month improvement in

is maintained after ranibizumab therapythe mean letter gain is 14.9 letters wit
monthly 0.5mg ranibizumab injections versus 0.8 letters with sham treatment.

Macular oedema due to branch retinal vein dasion (BRVO)

Some patients with BRVO get better spontaneously in the first year, so the RC
recommends initially observing for 3 months prior to considering macular argon
therapy i f the patient’s vision is
present for 3 to 12 months. However argon laser can generate ocutarocbidity
including central scotoma, visual loss and late onset choroidal neovascularisati
patients for whom treatment with laser photocoagulation either has not b
beneficial or is deemed unsuitable due to the extent of macular haemorrhag
ischaemia, ranibizmab is commissioned as a treatment option.

Ozurdex (dexamethasone implant) is also now recommended by NICE as an
for treating retinal vein occlusions. Evidence came from the 2 GENEVA trials
centre, randomised, parallel group, shamontrolled studies with identical designs
involving 1,267 patients with macular oedema secondary to BRVO or CRVO
studies consisted of an initial-donth masked phase, followed by a further
month, openlabel period. In the initial Bnonth phase patients wereandomised to
receive a single administration of either DEX 700ug intravitreal implant or 9
(needleless applicator). In the opéaibel phase, patients received

Myopic CNV

Patients with CNV caused by pathological myopia previously offered photody
therapy (PDT) did well at avoiding 8 letters of visual loss at 1 yr. with PDT. Ho
long term benefit is often lost due to retinal pigment epithelial atrophy. Red
evidence suggests ranibizumab therapy in these patients can deliver an av
mean 1278 letter gain in an eye with no prior treatment at 12 months and that e
previously treated with PDT may not achieve such a good prognosis. Most p4g
with myopic CNV are young and given the guarded prognosis with PDT are k
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regain vision and wad opt for Lucentis therapy, which is now recommended &
treatment option by NICE. PDT should however remain available according to pj
preference e.g. for those who are needle phobic. (The numbers of patients
myopic CNV estimated to be treat&dth ranibizumab at Hull Eye Hospital is abou
per year).

Inflammatory CNV

Patients with inflammatory CNV have conventionally been treated with PD|
systemic or depot steroids. Response to these agents is variable and s
treatments in particula are well recognised as inducing glaucoma and cata
formation. A recent case series proved AWEGF therapy increased visual acuity
better than 20/30 in 5/6 eyes at 6 months.

Visual Loss from Vitredacular Traction

Vitreoretinal traction is a dgenerative condition in which the vitreous gel in t
centre of the eye is pathologically adherent to the retinal surface causing strug
damage that can impair the vision. Previously the only option was surgery to re
the vitreous gel but the usefmne Ocriplasmin injection in the affected eye gives
alternative less invasive treatment option for some patients. Repeat injections
not recommended.

Effective From

1°'November2019

Policy Review Date

1% November2021

Intervention

Photodynamic Therapy (PDE)for CSR

For the treatment of

Chronic Central Serous Retinopathy (CSR)

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One Evidence Based Intervention; therefore, any
requests to fund must be made as an Individual Funding Request

In addition to details regarding exceptionality ,the minimum criteria for requests
be considered by IFR could be:

1 Meet the definition of Chronic, having not resolved within 6 months
I Worsening visual acuity (evidenced with serial visual acuity readings

I't must be noted that this policy d
CSR’ which tend t o whesesisuahaaity ¢ gtable.t a n e ¢

Evidence/Summary of
Rationale

The majority of cases of CSR resolve spontaneously, often within three months
diagnosis, but there is a small cohort of patients for whom symptoms will persist
producing chronic CSR

The disease is often unilateral and is digliting in about 60% afases, but
sometimes the retinal detachment persists, leading to damage to the RPE and t
photoreceptors and resulting in vision loss. Because CSR is so oftémisield,
treatment is reserved for chronic cases: i.e., cases in which the conditiorstsdimi
6 months or more or in which lorgtanding fluid accumulation and retinal
separation over a long period are associated with RPE changes.

Good visual and anatomic results in chronic CSR have been demonstrated with
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dose verteporfin photodynamitherapy (PDT).

There is currently no indication for use of standéltcence PDT in CSR. The
consensus of most experts is that redudeence PDT is as effective as standard
fluence PDT, but safer. Moderate to significant choriocapillaris nonperfusisn wa
seen in 44% of eyes treated with standard fluence compared with 0% of eyes tr¢
with reduced fluence. Reduced fluence had the same efficacy as standard fluen
but there was less associated damage to the surrounding healthy choriocapillari

* Half-dose verteporfin PDT has been studied for chronic CSR. It proved to be nj
safer than full dose fluence therapy and as effective.

* No safety issues have been identified from this-lafénse use of verteporfin tg
date.

Effective From

1**November2019

Policy Review Date

1*'November2021

Orthopaedic Interventions

Intervention

Arthroscopic Lavage and Debridement

For the treatment of

Osteoarthritis

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is £ategory Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System.If unsuccessful via Prior Approval the referring clinician can choose to

submit an Individual Funding Requéstxceptionality is considered to be present.

Arthroscopic Lavage and Debridemeahibuld not be offered as part of treatment fd
osteoarthritis, unless

91 the person has knee osteoarthritis

1 with a clear history ofnechanical locking
Please note, gling, 'giving way' and Xay evidence of ‘'loose' bodies are n
sufficient indications for arthroscopic lavage and debridement.

Evidence/Summary of
Rationale

Specialist Advisers stated that there is uncertainty about the efficacy of
procedure. They listethe key efficacy outcomes as relief of pain and reductior
mechanical symptoms.

A systematic review on arthroscopic washout (lavage) for osteoarthritis of the
was published in 2003.10 The review identified five RCTs (one of which
considered to kb good quality) and two noermandomised studies. The revie
concluded from the RCTs that there was no evidence that arthroscopic washc
debridement improves patienteported pain, function or disability compared wil
non-arthroscopic treatments

A second systematic review was published in 2005.11 The review identified
RCTs, three of which were included in the previous review; one was a more T
publication. The review concluded that there was insufficient evidence to com
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the clinical &ects of arthroscopic lavage and other treatments for osteoarthritis
the knee. Although none of the trials found a significant effect, small sample
and methodological weaknesses made it difficult to conclude that effects were
absent.

Effective From

1°'November2019

Policy Review Date

1% November2021

Intervention

Arthroscopic oulder Decompression for Subacromiah8ulder Pain

For the treatment of

Subacromial shoulder pain.

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One Evidence Based Intervention; therefore, any
requests to fund must be made as an Individual Funding Request.

Evidence/Summary of
Rationale

Arthroscopic subacromial decomgssion for pure subacromial shoulder

i mpi ngement should only offered in
subacr omi al shoul der i mpingement’ m
associated diagnoses such as rotator cuff tears, acranaaicular jointpain, or
calcific tendinopathy. Noiperative treatment such as physiotherapy and exerci
programmes are effective and safe in many cases.

For patients who have persistent or progressive symptoms, in spite of adequate
non-operative treatment, surgery shddi be considered. The latest evidence for th
potential benefits and risks of subacromial shoulder decompression surgery sh
be discussed with the patient and a shared decision reached between surgeon
patient as to whether to proceed with surgicatervention.

Effective From

1% April 2019

Policy Review Date

1% April 2021

Intervention

BunionSurgery

For the treatment of

Bunions

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Tww@idence Based Intervention; therefore, any

requests for funding should in the first instance be made via the Prior Approval
System.If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if excepdidy is considered to be present.

Treatment for Bunions should only be considered for patients where:

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

AND

1 The patientsuffers from severe pain on walking (not relieved by chronic
standard analgesia) that causes significant functional impairment

OR

1 Severe deformity (with or without lesser toe deformity) that causes significa
functional impairment OR prevents them fromding adequate footwear
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OR
1 Recurrent or chronic ulceration or infection

Evidence/Summary of
Rationale

NICE CKS makes clear that referral for bunion surgery is indicated for pain and
routinely performed for cosmetic purposes

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 otfieif 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, advies surgery is usually
done as a day case. Bunion surgery may help relieve pain and improve the aligr
of the toe in most people (85%90%); but there is no guarantee that the foot will b
perfectly straight or paifiree after surgery.

Complications a#tr 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 logrgn pain.

There is very little good evidence with whichassess the effectiveness of either
conservative or operative treatments or the potential benefit of one over the othe

Untreated HV in patients with diabetes (and other causes of peripheral neurop
may lead to ulceration, deep infection and evengutation.

Effective From

1°' April 2019

Policy Review Date

1% April 2021

Intervention

Carpal Tunnel Syndrome Release
Open or endoscopic surgical procedure to release median nerve from carpal tur

For the treatment of

Moderate and Severe cases of Carpal Tunnel Syndrome.

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instanoe made via the Prior Approval
System. If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered present.

1. Mild cases with intermittent symptoms causing little or imterference with
sleep or activities require no treatment.
2. Cases with intermittent symptoms which interfere with activities or sleep
should first be treated with:
a) corticosteroid injection(s) (medication injected into the wrist: good
evidence for short (82 weeks) term effectiveness)

Or

b) night splints (a support which prevents the wrist from moving during th
night: not as effective as steroid injections)
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3. Surgical treatment of carpal tunnel should be considered if one of the folloy
criteria are net:

a) The symptoms significantly interfere with daily activities and sleep
symptoms and have not settled to a manageable level with either one
local corticosteroid injection and/or nocturnal splinting for a minimum
8 weeks;

Or

b) There is either:
i. a permanent (evepresent) reduction in sensation in thmedian
nerve distribution, or
ii. muscle wasting or weakness of thenar abduction (moving the
thumb away from the hand).

Evidence/Summary of
Rationale

Carpal tunnel syndrome is very common, and mild sasay never require any
treatment. Cases which interfere with activities or sleep may resolve or settle tg
manageable level with neoperative treatments such as a steroid injection (goog
evidence of shorterm benefit (812 weeks) but manyrogress tosurgery within 1
year). Wrist splints worn at night (weak evidence of benefit) may also be used k
are less effective than steroid injections and reported as lessaifsttive than
surgery.

In refractory (keeps coming back) or sevease surgery (gooevidence of
excellent clinical effectiveness and long term bét) should be considered. The
surgery has a high success rate (75 to 90%) in patients with intermittent symptg
who have had a good shetérm benefit from a previous steroid injection. Surge
will also prevent patients with constant wooliness of their fingers from becomin
worse and can restore normal sensation to patients with total loss of sensation
a period of months.

The hand is weak and sore fo63veeks after cgral tunnel surgey but recoveryof
normal hand function is expected, significastmp | i cat i ons dhee
lifetime risk of the carpal tunnel syndromeaurring and requiring revisiosurgery
has been estimated at between 4 and 15%.

Effective From

1% April 2019

Policy Review Date

1% April 2021

Intervention

5 dzLJdz& (CNd&ratiQra ReleaseAdults

For the treatment of

Du p uy tconteantures

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Categofyvo Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System. If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if extamality is considered present.

Treatment is not indicated in cases where there is no contracture, and in patient
with a mild (less than 20°) contractures, or one which is not progressing and dog
impair function.
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1 Anintervention (collagenase injectis, needle fasciotomy, fasciectomy and
dermofasciectomy) should be considered for either:
- finger contractures causing loss of finger extension of 30° or more at t

metacarpophalangeal joint or 20° at the proximal interphalangeal joint

- severe thumb contrctures which interfere with function

1 NICE concluded that collagenase should only be used for either:
- Participants in the ongoing clinical trial (HI®102/04), or
- Adult patients with a palpable cord if:

A there is evidence of moderate disease (functionaligpgems and
metacarpophalangeal joint contracture of 30° to 60° and proximal
interphalangeal joint contracture of less than 30° or first web
contracture) plus up to two affected joints;

And

A needle fasciotomy is not considereghpropriate, but limited
fasciectomy is considered appropriate by the treating hand surge

Evidence/Summary of
Rationale

Contractures left untreated usually progress and affail to straighten fully with
any treatment if allowed to progress too far. @plications causing loss, rathétan
improvement, in hand function @zir more commonly after largenterventions,
but larger interventions carry a lower risk of need for further surgery.

Common complications after collagenase inij@g are normally tranent and
include skin breaks and localised pain. Tendon injury is possible but very rare.

Significant complications with lasting impadtea needle fasciotomy are very
unusual (about 1%) and include nerve injury. Such complications after fasciect
are nmore common (about 4%) aridclude infection, numbness arsliffness.

Effective From

1% April 2019

Policy Review Date

1% April 2021

Intervention

Facet Joint Injections

For the treatment of

Back Pain

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One Evidence Based Intervention; thereforg
requests to fund must be made as an Individual Funding Request.

Facet Joint Injections will be considered to achieve Medicahd Blocksas a
di agnostic trial to establish the o
diagnosis. It is expected patients will be concurrently within tier 2 pain manage
programme (including physiotherapy, psychosocial support, na¢idic and patient
education).

Repeat diagnostic or therapeutic facet joint injections are not routinely funded
will also require prior approval.

Please note:

The CCG does not routinely commission facet joint blocks for patients
diagnosed chronipersistent norspecific back pain

Pageb4 of 122



Facet Joint Injections will not be commissioned for acute or chronic spinal d
poor evidence, other than in exceptional clinical circumstances as per NICE CG

Evidence/Summary of
Rationale

The published evidence is adequate to support the therapeutic use of facet
injections and medial branch blocks for chronic low back or neck pain. Thé
evidence from three published systematic reviews and one RCT that facet
injections / medal branch blocks do not produce lotgrm benefits in chronic bac
or neck pain in terms of employment status or pain.

There are no published cosffectiveness studies of facet joint injections. The N
clinical guideline on low back pain (CG88) recomasethat injection therapy shoul
not be offered for back pain lasting greater than 6 weeks and less than 1 year.

Effective From

1°'November2019

Policy Review Date

1*'November2021

Intervention

Gangliong Surgical Excision

For the treatment of

Ganglions

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System.If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered to be prese

Treatment is not indicated in cases that are asymptomatic and where it is not
impairing function. Howeer, if there is diagnostic uncertainty, this must be
investigated.

Surgical intervention should be considered if:

1 Aspiration fails to resolve pain or tingling/numbness, and there is restricted
hand function.

1 The ganglion persists or recurs after punctaspiration

9 There is recurrent spontaneous discharge of fluid or significant nail deform

Evidence/Summary of
Rationale

Most wrist ganglia get better on their own. Surgery causes restricted wrist and
function for 46 weeks, may leave an unsighsigar and be complicated by recurre
ganglion formation.

Aspiration of wrist ganglia may r el
minority (30%). Most ganglia reform after aspiration but they may then be painl
Aspiration also reassures thpatient that the swelling is not a cancer but a benigr
cyst ful of jelly.

Complication and recurrence are rare after aspiration and surgery for seed gan

EvidenceBased Interventions (2008)

Effective From

1% April 2019

Policy Review Date

1% April 2021
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Intervention

Hip Arthroscopy

For the treatment of

Diagnostic and Therapeutic Arthroscopilip

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One EvidenceBastervention; therefore, any
requests to fund must be made as an Individual Funding Request

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

1 Diagnosis of definite labral pathology and/or hip impingement syndrome as
defined above through clinical and radiological investigation (ergyX, MRI,
CT scans)

1 A recognised Orthopaedic Surgeon who specialises in young adult hip sur
has made the idignosis, which should include discussion of each case with
specialist musculskeletal radiologist

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

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

I Treatment with hip replacement, resurfacing or other more édished
procedure is not clinically viable

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

Hip arthroscopy is not routinely funded for patients with the following condii

1 Patients with advanced degenerative OA on a preoperativayXTonnis grade
2 or more) or severe cartilage injury (Outerbridge grade 11l or IV).

1 Patients with joint space on plain radiograph of the pelvis that is less than !

wide anywhere along theourcil.

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 11l or IV heterotopic bone formation

Patients with seps and accompanying osteomyelitis or abscess formation

Patients with joint ankylosis

Patients with generalised joint laxity syndromes associated with hypermob

of the joints such as Marfan and Ehl&anlos syndromes

i Patients with osteogenesis imped&a

= =4 4 —a A - -2

Evidence/Summary of
Rationale

The most recent systematic review of Fem@ametabular Hip Arthroscopy was the
Washington State HTA review undertaken in 2011. The main findings from the H
are summarised below:

‘“The causes of historpofpAddndits relationshipriceosteoartari
are unclear, and the case definition and selection criterion of patients for hip sur|
remain uncertain. Significant questions remain about the efficacy and effectiven
safety and cost effectiveness of hi p surgery for FAI
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NICE IPG 408 replaces previous guidance on arthroscopic femcetabular surgery
for hip impingement syndrome. The guidance states that current evidence on th
efficacy of arthroscopic femor@cetabular surgery for FAI is adeqe in terms of
symptom relief in the short and medium term. With regard to safety, there are w
recognised complications. It recommends that the procedure may be used with
normal arrangements in place for clinical governance, consent and audit with lo
review of outcomes and should be performed by surgeons with specialist expert
arthroscopic hip surgery.

Effective From

1°' April 2019

Policy Review Date

1% April 2021

Intervention

Hyaluronic Acid Injections for Musculoskeletal Joint Pé8ynvisc)

For the treatment of

Musculoskeletal Joint Pain

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One Evidence Based Intervention; thereforg
requests to fund must be made as brdividual Funding Request.

Evidence/Summary of
Rationale

The NICE Clinical Guideline 177: Osteoarthritis considered the clinical an
effectiveness of hyaluronic injections in the management of Osteoarthritis in
knee, ankle, big toe and hip, atihgh the vast majority of data relates to the kne
NICE considered trials including licenced and unlicensed preparations, and tria
compared hyaluronic acid injections with placebo, usual treatment, ste
injections, and another hyaluronan. Outcemconsidered included joint pain, quali
of life (QOL), and adverse events. No relevant economic evaluations were ide
and therefore not included in the NICE guideline.

Knee OA

A clinically important reduction in pain compared to placebo was destrated for
two licenced products, however, all these effects were surrounded by uncert
and the quality of the trials ranged from low to very low. There was no eviden
improved QOL available and two licenced products demonstrated higher rat
adverse effects versus placebo.

Hip OA

No clinically important difference was demonstrated over placebo on any pain ¢
No QOL data was available and higher rates of adverse effects were demons
versus placebo

Ankle OA

There was very limited data available and the quality of the data that was ava
ranged from low to very low.

Base of Thumb OA

The data available suggests no clinically important difference in adverse ¢
versus placebo.

Effective From

1" November2019

Policy Review Date

1" November2021
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Intervention

llizarov Technique/Taylor Spatial Frame (TSF)

For the treatment of

Non-union/malunion of bones, shortened limb, long bone deformities

Commissioning
Position

llizarovFrames is NOT routinely commissioned where limb lengthening alone is
desired outcome as this would be deemed cosmetic and not medically necessa

This intervention is a Category One Evidence Based Intervention; therefore
requests to fund must®made as an Individual Funding Request.

However, he use of the llizarov technique/TSFs will be routinely commissione
routine elective use in orthopaedics in:

e individual carefully selected cases,

* wherethere is agreement by the regional orthopaedic MDT that of all avail
treatments, llizarov/TSF is the best clinical option for the patient in terms
favourable functional limb outcome (bone and functional outcomes are
always the same).

« the patent understands the long duration of external fixation, the likelihoog
marked discomfort and possible complications

» the patient has been a nesmoker for at least 4 weeks

e Ideally, the MDT should comprise at least two consultant orthopa
surgeons, \th input from specialist nursing, physiotherapy a
musculoskeletal radiology.

Cases that will be routinely commissioned after approval by the MDT include
following:

e Complex malnion or nonunion of fractures (after at least 6 months duratig

or9mont hs where the ‘Exogen’ ul tra
and failed2 ).
< Bone deformity (affecting the leg/knee/ankle), including Ilimb len

discrepancy, that has resulted in chronic pain and/or difficulty walking an
an increased riskf developing osteoarthritis.

The use of the llizarov technique will be routinely commissioned subject to pat
meeting the clinical criteria above, which will be ascertained by retrospective au

Evidence/Summary of
Rationale

Studies of clinical andost effectiveness quoted in the literature are diverse in th
quality, findings, patient numbers and statistical power. However, the
complication rate reported in the earlier years of this technique (used in Wes
countries since the 1980s) hasw reduced dramatically, in particular, the inciden
of pin site infection, which can now be minimised with specialist care
preventative measures

Effective From

1°' April 2019

Policy Review Date

1% April 2021

Intervention

KneeArthroscopy- Osteoarthritis

For the treatment of

Patients with osteoarthritis.

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One Evidence Based Intervention; therefore, any
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requests to fund must be made as bdividual Funding Request.

Evidence/Summary of
Rationale

Arthroscopic knee washout (lavage and ddiement) should not be used as
treatment for osteoarthritis because it is clinically ineffective.

Referral for arthroscopic lavage and defement shoull not be offered apart of
treatment for osteoarthritis, unless thperson has knee osteoarthritigith a clear
history of mechanical locking.

More effective treatment includes exercise programmes, losing weight (if
necessary) and managing pain. Osteodtih is relatively common in older age
groups. Where symptoms do not resolve after rgperative treatment, referral for
consideration of kneeeplacementor joint preserving surgery such as osteotomy
appropriate.

EvidenceBased Interventions: Guidanteor CCG' s 201 8.

Effective From

1°' April 2019

Policy Review Date

1% April 2021

Intervention

Trigger Finger/Thumb SurgefAdults)

For the treatment of

Stenosing &nosynoviti{Trigger/Thumb Fingeiin Adults

Commissioning
Position

Thisintervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System. If unsuccessful via Prior Approval therréfg clinician can choose to
submit an Individual Funding Request if exceptionality is considered present.

Mild cases that cause no loss of function require no treatment or avoidand
activities that precipitate triggering and may resolve spontaneously

Cases interfering with activities or causing pain should be first treated with:
1 One or two steroid injections
1 Splinting of the affected finger forB2 weeks

Surgery should be considered if any one of the below occurs:
1 The triggering persists or recuafter one of the above conservative measure
1 The finger is permanently locked in the palm
I The patient has previously had 2 other trigger digits unsuccessfully treated
appropriate noroperative methods
I The patient is diabetic

Evidence/Summary of
Rationale

Treatment with steroid injections usually resolve troublesome trigger fingers with
week, but sometimes the triggering keeps recurring. Surgery is normally succg
provides a permanent cure.

Recovery after surgery takes42weeks. Problemsometimes occur after surgery
but these are rare (35).

EvidenceBased | nterventions: Gui dance f

Effective From

1% April 2019
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Policy Review Date

1% April 2021

Other

Intervention

Any medical procedure or treatment NOT routinetpmmissioned where there is
not a specific policy statement

For the treatment of

Clinical Health indications requiring medical intervention

Commissioning
Position

This policy is in place to enable clinicians to make a Category One Individual Fu
Request where the referring clinician identifies a clinical need to recommend an
intervention for their patient.

The referring clinician must provide a reasoned aggtion for the request, outlining
why the intervention is indicated, how the intervention meets the evidehase
(Including or not limited to; NICE and Royal College Guidance) and the
intended/predicted benefits/outcome for the patient if they receive ttreatment.

Effective From

1°'November2019

Policy Review Date

1% November2021

Intervention

Open and WideBore Magnetic Resonance Imaging (MRI) Scanning

Commissioning
Position

This intervention is NOT routinely commissioned.

This interventioris a Category One Evidence Based Intervention; therefore, any
requests to fund must be made as an Individual Funding Request.

Standing, upright, weigHbearing or positional MRI are not routinely commissione

Urgent open MRI requests in cases with red fsgmptoms or signs should be mads
urgently by the referring clinician directly to the commissioned provider and are
excluded from this policy.

Referral for open or widdore MRI scanning as an alternative to conventional MR
secondary care is commissionedly forthe specific anatomy requested where

1 There is a clear diagnostic need consistent with supported clinical pathway

I The purpose othe scan is a last resort to exclude larger lesions if this is
clinically relevant in the brain and spine. Peripheral body parts will not
normally be considered for upright MRI unless at the specific request of an
acute consultant who believes this is esgal to clinical management due to
failed trial of single body part MRI.

AND the patient falls within one of the categories below:
1. Claustrophobia
Patients who are unable to tolerate conventional MRI due to claustrophobia des

I Conservative management of anxiety (including naisecelling headphones,
visual aids and scanning feet first)
1 Where oral prescription sedative has not been effectivésainically
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contraindicated.
1 IV sedation can be tried if suitably qualified siafavailable to administer it.

Scanning using general anaesthesia should only be undertaken where:

1 The patient has an underlying condition e.g. a movement disorteat
prevents them from remaining still in the scanner (whatever the type being
used)

OR

1 Itis considered essential for the clinical management of the patient and no
alternative is available.

AND

9 All other options to attain a scan have been tried and failed

2. Obesity

Patients who cannot fit into a standard scanner due to obesity shouléfeered to
an NHS provider with a wide bore scanner in the first instance.

If the patient is unsuitable for a wide bore scanner, for example if also
claustrophobic or unable to lie flat due to extreme pain, they should be referred
an open scan at anH& provider.

3. Non-standard MRI Clinically Indicated

9 If an upright scan is required for clinical reasons then patients may be refe
to an NHS provider) with an open upright scanner.

If a patient is unable to lie flat for the duration of the scan foedical reasons
including extreme pain or with debilitating symptoms which are thought to be du
weight bearing pathology, where previous conventional MRI has showr
pathology, they may be referred for an open upright scan at an NHS provider.

Evidence/Summary of
Rationale

A Closed MRI scan often involves a cylirsleaped scanner that is uncomfortable f
larger patients and leaves some patients claustrophobic.

For many patients Open MRI mi ni mi ze{
shaped design offers a spacious environment in which patients lie between two
plates. They are also used for intraoperative imaging or image guided interventi
where easy access to the patient is required.

The main drawbacks of Open MRI are that the sequemexded (length of time to

get an image) are longer, the siga#atnoise ratio is lower, and the spatial resolutio
is poorer. Consequently, for the analysis of small structures such as joints (wrist
fingers and toes), Closed MRI is always recommenéeduse the quality and detai
of the image will be superior. Also, the field strength of open magnets is significa
reduced and may be inadequate for some scanning purposes.

Furthermore, the increasing number of overweight and obese patients produces
more problems for higHield MRI units. A third advantage of low field MRI is that {
images obtained are affected to a much lesser degree by metallic structures thal
may be present in the body such as pins in the spine, implants or even shrapne

Open MRhas become the standard of care when conventional design is
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contraindicated. Specifically, this includes patients who would require sedation f
conventional MRI such as severely claustrophobic or paediatric patients.

Evidence for the benefit of open MR patients with claustrophobia is mixed and
there are no comparative diagnostic studies of open/upright MRl compared with
standard MRI showing an advantage for diagnosing webghting pathology.
Therefore, since the cost of open/upright MRI is consadyr higher than for
standard MR, these will only be funded where a patient is unable to undergo a
standard MRI or where there is a case for exceptionality.

Standing, WeighBearing, Positional, or Upright MRI

1 There is limited scientific data availalie the accuracy and diagnostic utility of
standing, upright, weighbearing or positional MRI

1 There is no evidence from walksigned clinical trials demonstrating the
accuracy or effectiveness of weighearing MRI for specific conditions or patie
populations

9 There is a lack of evidence addressing diagnostic accuracy or diagnostic util
standing or weighbearing.

Wide Bore MRIs

These can manage patients up to 550lbs in weight (patients with a lower weight
an increased girth may not be suitabig@lease be aware of the girth limitation prio
to referral).

With highfield, widebore MRIs, the extravide bore architecture makes
comfortable for patients of all sizes (up to 550lbs/ 39st 4lbs / approx. 249.47kg
diameter of the bore is 27.5 inels / approx. 69.85cm versus 23.5 inches / app
59.69cm); allowing typical patients 1 foot of headroom and more elbowroom.

Effective From

1* November2019

Policy Review Date

1" November2021

Pastic Surgery Interventions

Intervention

Abdominoplasty / Apronectomy

For the treatment of

Excess Skin

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One Evidence Based Intervention; therefore, any
requests to fund must be made as brdividual Funding Request.

Abdominoplasty / Apronectomy and the removal of excesdve skin for patients who
have lost asignificant amount of weight and have been left with an overhang of skin
are NOTsupported unlessexceptiona drcumstances can be demonstrated to
addressa gecific clinical need, where treatments have failed.

Abdominoplasty / Apronectomy have minimum criteridor the procedure as
follows

1 patientswho have hada stable BMI of 25 K/m2 or below for at least 2 years
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and are suffering from severe functional problems
OR

1 Thosewith spnificant sarring following trauma or previous almlominal
surgery or where it is required as part of abdominal hernia correction or
other abdominal wall surgery

Severe functional problems include experienciegere difficulties with mobility

Evidence/Summary of
Rationale

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

Effective From 1°' April 2019
Policy Review Date | 1% April 2021
Intervention Blepharoplasty

For the treatment of

Excess skin on eyelid

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System.If unsuccessful via Prior Approval the referring clinician can choose to
submit an Indvidual Funding Request if exceptionality is considered to be preser

Removal of excess skin from the upper or lower lid should be considered where
T It is causing significant funct.i
and close the eyelid
OR
9 It is causing significant visual impairment, evidenced by provision of \
fields test and clinical photographs
Requests for removal of excess skin from the lower lid may additionally
considered for the corretion of entropion or ectropion

Evidence/Summary of
Rationale

Many people acquire excess skin in the upper eyelids as part of the process of
and this may be considered normal. However if this starts to interfere with visic
function of the eyelid apparatus then this can warramatment.

Effective From

1% April 2019

Policy Review Date

1% April 2021

Intervention

Breast Correctional SurgeryAsymmetry

For the treatment of

Adults with Breast Asymmetry

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One Evidence Based Intervention; therefore, any
requests to fund must be made as an Individual Funding Request.

Requests will only be considered via the IFR process in wamehthe
following criteria:
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BMI is within the range 125
18 years of age or older

sternal notch to nipple difference of 4cm or more
infra-mammary fold to nipple for each breast 30% or more
30% or more difference in volume

1 Significant difference in nip@ areola diameter of 50% or more

=A =4 =4 =4 -4

*As part of individual CCG pathways for Breast Surgery -RéthScanning may be
used to obtain measurements to confirm compliance with the criteria above.

Evidence/Summary of
Rationale

Information for commissioners of Plastic Surgergferrals and guidelines in Plast
SurgeryModernisation Agency (Action on Plastic Surgery)

Effective From

1% April 2019

Policy Review Date

1% April 2021

Intervention

Breast Enlargement Surgery

For the treatment of

Adults with Amastia or Congenital abnormalities related to Breast Development

Commissioning

This intervention is NOT routinely commissioned.

Position
This intervention is a Category One Evidence Based Intervention; therefore, any
requests to fund must be made as an Individual Funding Request.
Requests will only be considered via the IFR process in women meet the
following criteria:
1 18 years of age of older
1 BMI is within the range 185
AND
9 certain congenital abnormalitessuchasPand’ s syndr o me
tubular breast, pectus deformity, or chest wall asymmetry associated with
scoliosis
OR
I acomplete absence of breast tissua{astig in one or both breasts is
causing severe functional or medigabblems.
Evidence/Summaryf . : L -
Rationale Breast implants may be associated with significant morbidity and the need for

secondary or revisional surgery (such as implant replacement) is common. In fa
it is estimated that one in three women will require further surgery within 10 gea
of their initial operation. It should be noted that not all patients demonstrate

improvement in psychosocial outcome measures following breast augmentation

Information for commissioners of Plastic Surgergferrals and guidelines in Plast
SurgeryModernisation Agency (Action on Plastic Surgery)

Effective From

1°" April 2019

Policy Review Date

1% April 2021

Intervention

Breast Reduction Surgery

For the treatment of

Women with breast hyperplasia (enlargement), where breasts are large enough
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cause problems like shoulder girdle dysfunction, intertrigo and adverse effects t
quality of life.

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System. If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered to be prese

Surgery wilhot be funded for cosmetic reasoriBhe NHS will onlgonsiderbreast
reduction for woma if all the following criteriare met:

1 The woman has received a full package of supportive care from their GP s
as advice on weight loss and managing pain.

1 In cags of thoracic/ shoulder girdle discomfort, a physiotherapy assessmer
has been provided

9 Breast size results in functional symptoms that require other
treatments/interventions (e.g. intractable candidatertrigo; thoracic
backache/kyphosis where a professionally fitted bra has not helped with
backache, soft tissue indentations at site of bra straps).

1 Breast reduction planned to be 500gms or more per breast or at least 4 cu
sizes.

1 Body mass index (BMB <27 and stable for at least twelve months.

1 Woman must be provided with written information to allow her to balance t
risks and benefits of breast surgery.

T  Women should be informed that smoking increases complications following
breast reduction surggrand should be advised to stop smoking.

1 Women should be informed that breast surgery for hypermastia can cause
permanent loss of lactation.

*As part of individual CCG pathways for Breast Surgery -RéthScanning may be
used to obtain measurements to Bfirm compliance with the criteria above.

Unilateral breast reduction is considered for asymmetric breasts as opposed to
breast augmentation if there is an impact on health as per the criteria above.

Resection weights, for bilateral or unilateral (bditteasts or one breast) breast
reduction should be recorded for audit purposes.

This recommendation does not apply to therapeutic mammoplasty for bresaster
treatment or contralateral (other side) surgery following breast carstegery, and
local policés should be adhered to. The Association of Br&astjery support
contralateral surgery to improve cosmesis as part ofréd@nstruction process
following breast cancer treatment.

Evidence/Summary of
Rationale

One systematic review and thremn-randomized studies regarding breast
reduction surgery for hypermastia were identified asldowed that surgery is
beneficial in patients with specific syngohs. Physical and psychological
improvements, such as reduced pain, increased quality of lifdesslanxiety and
depression were found for women with hypermastia following breast reduction
surgery.
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EvidenceBased | nterventions: Guidance f

Effective From

1°"April 2019

Policy Review Date

1% April 2021

Intervention

BreastRevisional Surgery (prosthesis removal)

For the treatment of

Clinical complications related to Breast Implants

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervethiergfore, any
requests for funding should in the first instance be made via the Prior Approval
System.If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered to sergre

The removal of breast implants for any of the following in patients who ha
undergone cosmetic augmentation mammoplasty that was performed either in t
NHS or privately will be considered for the following indications:

* Breast disease

« Implants comgtated by severe recurrent infections

» Implants with grade 4 capsule formation that is associated with severe pair
« Implants with capsule formation that interferes with mammography

* Intra or extra capsular rupture of silicone gel filled implants

e Implant is aPiP implant

Patients will be offered the choice of removing both prostheses in the event tf
only one has been ruptured with the intention of ensuring symmetry.

This policy does not include replacement of removed implants. Please see rele
policy for this intervention that requires a separate via the Individual Fundir
Request (IFR) process.

Evidence/Summary of
Rationale

Breast implants may be associated with significant morbidity and the need for
secondary or revisional surgery is common. In faés, éstimated that one in three
women will require further surgery within 10 years of their initial operation. It
should be noted that not all patients demonstrate improvement in psychosocial
outcome measures following breast augmentation.

Effective From

1°" April 2019

Policy Review Date

1% April 2021

Intervention

Replacement of Breast Implants

For the treatment of

Implant removal due to clinical need

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is &ategory One Evidence Based Intervention; therefore, any
requests to fund must be made as an Individual Funding Request.

Replacement of implants will only be considered under exceptional clini
circumstances. Requests for funding under this circumstanik need to be
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approved by the IFR Panel.

Individuals must meet the required criteria for removal of implants in order to |
considered for implant replacement. (see separate policy for Breast Revisic
Surgery- Prosthesis Removal)

The replacement of lmast implants for patients whose original surgery was paid
for on a privately funded basis is NOT commissioned.

Evidence/Summary of
Rationale

Breast implants may be associated with significant morbidity and the need for
secondary or revisional surgefyuch as implant replacement) is common. In fact,
it is estimated that one in three women will require further surgery within 10 yea
of their initial operation. It should be noted that not all patients demonstrate
improvement in psychosocial outcome meaass following breast augmentation.

Effective From

1°" April 2019

Policy Review Date

1% April 2021

Intervention

Cleft Earlobe Surgery

For the treatment of

Acquired earlobe clefts

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One Evidence Based Intervention; therefore, any
requests to fund must be made as an Individual Funding Request.

Requests from secondary care consultants to commission salrgepair of rare
cases of congenital cleft adobes will be considered if clinical evidence
exceptionality is provided.

Thesurgical repair of acquired ear lobe clefésnot routinely fundedecause this ig
considered a cosmetic procedure. This imatiien includes:

e partially split | obes (i.e. where
e el ongated; holes in | obes
e a split that recurs after a previ

Please notethe immediate surgical repair of cqotetely split ear lobes that hav
occurred as a resultfairect trauma or violence iutinely commissioad.

Evidence/Summary of
Rationale

Torn earlobes may be classified as either a complete or partial cleft. Acquired
or splitting of the earlobecommonly occurs after prolonged traction from weari
excessively heavy earrings, with insufficient tissue to support them, so tha
earring slwiwlegs”" cthereswegh the | obe.

earlobe is not always successful arsld site where poor scar formah is a
recognised riskln rare cases, splits can also occur from pressure necrosis fro
on earrings. These clefts are most commonly incomplete; however, complete
are also common. Bleeding is minimal, and thdede edges heal with little sca
formation except when keloids occur. However, most people seek quick repa
they can once again wear earrings. TlevIgrade evidence baseeported on
techniques used to treat patients with torn ear lobes. There wasch ¢d evidence
both on the outcomes of the repair of torn earlobes as well as the assoc
complications, for example the risk of scarring. Although high success rate
reported, the study numbers are small, leading to a higher risk of confounding
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bias

Effective From

1°*November2019

Policy Review Date

1*'November2021

Intervention

Face, Neck and Brow Lifts

For the treatment of

Cosmetic Indications

Commissioning
Position

This intervention is NOT routinely commissioned.

This interventionis a Category One Evidence Based Intervention; therefore, any
requests to fund must be made as an Individual Funding Request.

A face, neck or brow lift will only be considered on clinical grounds when anyed
following circumstances apply:

1 corrective sugery for structural or soft tissue anatomical anomaly resulting fr
a congenital or acquired pathological condition;

9 following extensive facial scarring;

correction of facial nerve palsy or facial paralysis (congenital or acquired);

9 the correction of the consequences of trauma; the treatment of spec
conditions affecting facial skin (e.g. cutis laxa, pseudoxanthoma elast
neurofibromatosis);

9 to correct deformity following NHS surgery.

=

Face/neck/brow lifts for cosmetic reasons or to treat thatural process of agein
will not be commissioned

Evidence/Summary of
Rationale

These surgical procedures are performed to lift the loose skin of the face
forehead to achieve a firmer and smoother appearance. Guidance (Ref:]
commissioning states he r ati onale is that “the
brow as a result of ageing that may be considered normal, however, there
number of specific conditions for which these procedures may form part of
treatment to restore appearanceafdunct i on. ”

Effective From

1°'November2019

Policy Review Date

1% November2021

Intervention

Gynaecomastiégsurgery

For the treatment of

Adult Males withexcess Breast Tissue

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One Evidence Based Intervention; therefore, any
requests to fund must be made as an Individual Funding Request.

If there are red flag symptoms for suspecting possible underlying breast
malignancy, this must be excluded prio applying through the IFR process.

Requests will only be considered via the IFR process in adult males that meet a
of the following criteria:

1 True Gynaecomastia has been diagnosed (i.e. true breast tissue is presen
just adipose tissue pseudogyaecomastia), and is causing gross brea
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enlargement, confirmed at grade 3 or 4;

1 Evidence that treating an underlying cause (e.g. endocrine or drug relate
where known, has not resolved the problem;

1 BMlis 30 or below

1 The BMI has been stable for abkt 2 years

1 There is clear evidence of clinical need (such as significant pain) that
remained unresolved despite usual medical treatment.

1 if aged< 20, a clinical view of whether full body maturity has been reached

1 Confirmation that there has nevdreen use of steroids or cannabis. If therg
has, request may be considered if usage ceased at least 2 years previg
and it has been out ruled as the cause of the Gynaecomastia.

Evidence/Summary of
Rationale

Notwithstanding the serious nature of groperation involving a general
anaesthetic, removal of excess skin and subcutaneous tissue from the abdomer
upper arms or thighs by plastic surgery is generally a safe procedure without
serious complications, giving rise to good functional and aesthesiglts

Effective From

1°" April 2019

Policy Review Date

1% April 2021

Intervention

Liposuctiong Lipoedema

For the treatment of

Lipoedema

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Catego@ne Evidence Based Intervention; therefore, any
requests to fund must be made as an Individual Funding Request.

Liposucion for the treatment of lipoedema is not routinely commissionedll cases
will be considered by the IR panel on the basisof exceptional clinical
circumstances.

Cinical evidencewill be mnsideredwhere there is cleardemonstration of
exceptional effect on functionality of the activitiesof daily living.

Evidence/Summary of
Rationale

Studieshave shown that abdominal liposuction doesnot significantly improve
obesty-associated metabolic abnormalities, and so decreasing adiposetissue mass
alone will not achieve the metabolic benefits of weight loss.

Effective From

1°" April 2019

Policy Review Date

1% April 2021

Intervention

Pinnaplasty

For the treatment of

Prominent ears.

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One Evidence Based Intervention; therefore
requests to fund must be made as brlividual Funding Request.

To be eligible for consideration of fundiid Lthe following criteria must apply:

1 The patient must be 5 or more but under the age ofyEars at the time of
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referral.

1 Where the Child is deemdgraserCompetent the child, rather than the parer
alone, expresses concern about the prominent ears.

1 There is independent evidence from a health professional or a teacher tha
child s health and well being is K
evidence of substantial psychological distress which has not been address
steps to support the child’ s psyc

1 In the case of psychological distress e.g. bullying, requests should stat
mental health impact on the patient and demdrete what other steps have
been taken to address the issuée. dealing with the bullying, prior t
consideration of exceptional circumstances.g(dealing with bullying).

1 Consideration may be given to cases where the patient is between the ag¢
and 19 years, and the patient has congenital ear deformity.

If the criteria above are met, approval will need to be sought from the panel fo

initial assessment and report by a plastic surgeon prior to any surgery |

considered. All patients seekifnnaplastymust be seen by a plastic surgeon anc
there is any concern may be referred for an assessment by a psychologist.

For individuals aged 19 years and over, the IFR request must demonstrate &
clinical need for the surgery, &nnaplastywill not be commissioned in adsl for
purely cosmetic reasons.

Evidence/Summary of
Rationale

Ears are one of the first parts of the body to reach full size, which is why protru
ears can be more noticeable in children.

Children under the age offarely experience teasing and referrals may reflect
concerns expressed by the parents rather than the child. Conservative manage
with psychosocial support from school or mental health services (if required) is
recommended.

Requests on the grounds ofrital exceptionality would need to include evidence
that such support has been obtained and fully utilised.

The national service framework for children defines childhood as ending at 19
years.

The premise foOtoplastybeing performed exclusively on aiien in the NHS is
based on motivational factors; children being motivated by psychosocial factors
where the majority of adults are motivated by the need to change their appeara

Effective From

1°7April 2019

Policy Review Date

1% April 2021

Intervention

Scar Revision and Skin Resurfacing

For the treatment of

Scars

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding shoulih the first instance be made via the Prior Approval
System. If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered present.
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The CCG will routinely commission scaiisiewm surgery only in patients where ALL
the following criteria apply:

e The scarring is a consequence of previous NHS surgery, burns or trauma;
and

e The scarring is causing adverse physical consequences (due to contr
tethering or recurrent brea#town); significant functional impairment (fd
example obstruction of orifice or vision); bleeding or suspicion of malignan

and

« Where clinically appropriate, proactive conservative therapies (ste
injections, vitamin E creams, silicone therapy, pressure garments, medig
or massage) aimed at arresting the development of adverse, keloi
hypertrophic scarring have been triddit have not been effective;

and
e Atleast 18 months of the natural healing process has passed.

Where revision surgery is required in patients whose circumstances do not
meet the above criteria, the secondary care Consultant must seek approvattieo
CCG via the IFR process.

The CCG will not routinely commission scar therapy or surgery, including
resurfacing, in secondary care for any of the categories listed below:

» Hypertrophic or keloid scars that are not causing adverse consequenc
functional impairments (e.g. keloid scarring after ear piercing)

e Scarring / ulceration from chronic tattoo breakdowns

» Postacne scarring

e Scars resulting from selffarm

e Scar treatment for skin rejuvenation or other cosmetic purposes

In these cases, inddual requests for scar treatment / revision must come fr
primary care, and if approved via the IFR process this would allow referr,
secondary care to assess and/or treat as clinically appropriate, including surgery

All IFR requests for scar raeis must include details of the cause, appearance,
and location of the scarring (clinical photographs may help); the outcome of
previous conservative therapies and the extent and nature of the adverse ef
that the scarrig is causing to the dividual.

Evidence/Summary of
Rationale

In line with the Modernisation Agency guldes for Plastic Surgerysurgery
undertaken exclusively to improve appearance is excluded from NHS provision
absence of previous trauma, disease or congeuligdibrmity.

Effective From

1°'November2019

Policy Review Date

1% November2021
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Intervention

Surgical Fillers

For the treatment of

Various Indications

Commissioning
Position

This intervention is NOT routinely commissioned.

This interventioris a Category One Evidence Based Intervention; therefore, any
requests to fund must be made as an Individual Funding Request.

Surgical fillers for any indication that may be deemed as a cosmetic prociduo
routinely commissioned This commissioningogition applies to the use of bot
natural (e.g. fat, dermis) and synthetic fillers (temporary or permanent) inclu
hyaluronic acid fillers and collagen.

In addition,the treatment of complications arising from the cosmetic use of surg
fillers in pivate practiceis not routinely commissioed.

The use of surgical fillers will be routinely commissioned in cases of clinical
such as:

* in posttrauma cases;

e as part of planned reconstructive surgery ;

* to treat rare cases of acquired or congenifatial asymmetry or henfacial
atrophy.

Evidence/Summary of
Rationale

Cosmetic or Aesthetic Plastic Surgery is defined as elective surgery designed {
and enhance a patient’s physical ap
improvement in appearance rather than to treat disease. Surgical Fillers are v
used in cosmetic surgery, for the treatment of wrinkles and skin aging, to img
the appearance of scars and for augmenting the volume of soft tissue such as
lips.

Effective From

1°'November2019

Policy Review Date

1% November2021

Respiratory Interventions

Intervention

Sleep Study

For the treatment of

Referral to secondary care sleep medicine services for assessment (e.g. via ho
based overnight sleep study) of

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Interventiomftine, any
requests for funding should in the first instance be made via the Prior Approval
System. If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered present.

Reauests for approval for referral for Sleep studies should be basethgrofthe
following criteria:

i Patient has symptoms of excessive daytime sleepiness (EDS) that$6ore
the EpworthSleepiness Score (E®)mbined with objective clinical judgemer
that indicates need for referral

1 Patient displays symptoms of chronic snoring as well as witness apnoeic
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episodes or daytime sleepiness with a scoreb®on the EpworthSleepiness
Score (ESS)

1 Sleepiness in dgerous situations, even with a normal ESS score, in
combination with symptoms associated with obstructive sleep
apnoea/hypopnoea

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

Conservative management addressing lifestyle factors such as weight reduction
smoking and alcohol intak&hould commence at the earliest opportunity.

It is a legal requirement on every driver not to drive when their ability to drive sa
isimpaired, including when they are tired.

Untreated OSAHS leads to an increased risk of motor accidents. It is the
responsibility of drivers to cease driving until their symptoms resolve and inform
DVLA if appropriate (as advised by clinicians). Thé&Rxé& usually willing to allow
car drivers to continue driving once they are established on a successful therapy
reviewed by clinicians at intervals of not more than 3 years.

Evidence/Summary of
Rationale

There is some evidence that clinical histand physical examination alone are not
as reliable for diagnosing obstructive sleep apnoea as an overnight sleep study
treatment pathways suggest that PSG is the most accurate means of confirming
diagnosing of adult sleep apnoea. However, some gimdglhave suggested that a
home based sleep study may be useful, eefééctive and convenient for patients
and can significantly speed up the investigation pathway, compared with an
overnight inpatient stay.

Effective From

1°"April 2019

Policy Review Bte

1% April 2021

Intervention

Trial of Continuous Positive Airway Pressure (CPAP) for Obstructive Sleep Apn

For the treatment of

Sleep Apnoea

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Categofyvo Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System. If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if extoapality is considered present.

Treatment trial to include the issue of a single CPAP device for a 6 month periog
only be commissioned for patients where the following criteria are met:

9 Diagnosis of moderate/severe OSAHS, confirmed by sleep stuehgwh
appropriate, indicating at least 15 episodes per hour of sleep

1 OSAHS is interfering significantly with activities of daily living

1 They have signed an agreement to appropriately insure and maintain th
CPAP device and return it to the service if treattngtops or reimburse the
full replacement cost of the device to the NHS.

Conservative management addressing lifestyle factors such as weight reduction
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smoking and alcohol intake should continue.

It is a legal requirement on every driver not to driveemrtheir ability to drive safely
is impaired, including when they are tired.

Untreated OSAHS leads to an increased risk of motor accidents. It is the

responsibility of drivers to cease driving until their symptoms resolve and inform
DVLA if appropriatéas advised by clinicians). The DVLA are usually willing to all
car drivers to continue driving once they are established on a successful therapy
reviewed by clinicians at intervals of not more than 3 years.

Evidence/Summary of
Rationale

Theevidence for treatment of symptomatic patients with mild OSA is not as stror
However, there may be people with mild severity grading, who have considerab
OSA symptoms affecting their quality of life that may benefit from CPAP (e.g. lo
drivers).

Effective From

1°' April 2019

Policy Review Date

1% April 2021

Intervention

Continued Continuous Positive Airway Pressure (CPAP) for Obstructive Sleep
Apnoea

For the treatment of

Sleep Apnoea

Commissioning
Position

This intervention is NOT routinetpmmissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System. If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered present.

Treatment continuation will only be commissioned for patients where the followif
criteria are met:

9 During the trial period the patient utilised the device in excess of 70%gbfs

1 During the trial period the patient utilised the device on average in excess
hours per night.

I The trial outcome has clinically indicated that the patient is benefitting from
the device. There is improvement in their AHI or Epworth Scores.

It is a legal requirement on every driver not to drive when their ability to drive sa
is impaired, including when they are tired.

Untreated OSAHS leads to an increased risk of motor accidents. It is the
responsibility of drivers to cease driving until theymptoms resolve and inform the
DVLA if appropriate (as advised by clinicians). The DVLA are usually willing to a
car drivers to continue driving once they are established on a successful therapy
reviewed by clinicians at intervals of not moteah 3 years.

Evidence/Summary of
Rationale

The evidence for treatment of symptomatic patients with mild OSA is not as stro
However, there may be people with mild severity grading, who have considerab
OSA symptoms affecting their quality of life ttmaay benefit from CPAP (e.g. lorry

drivers).

Effective From

1% April 2019

Policy Review Date

1% April 2021
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Urologicallnterventions

Intervention

Botox for Overactive Bladder

For the treatment of

Overactive bladder (OAB) (neurogenic or idiopati@trusor overactivity [DO])

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, a
requests for funding should in the first instance be made via the Pripré\val
System. If unsuccessful via Prior Approval the referring clinician can choose t
submit an Individual Funding Request if exceptionality is considered present.

We wil commissbn BTX-Atreatment for overactive bladde in patients where ALL
the following criteria are met:

Women (idiopathic detrusor over-activity — see NICEOG171)

1 Symptomsare refractory to lifestyle modification (caffeine reduction,
modification of fluid intake, weight lossif BMI >30);

1 Symptomsare refractory to behavioural interventions: a minimum of 6 weeks
of bladder retraining OR 3months of pelvic floor muscletraining (in mixed
urinary incontinence only, where there is me stress ncontinence aswell as
OAB);

1  Symptomsarerefractory to 4 weeksof anticholinergic medication to a
maximal tolerated dose (a number of drugs may be tried in accordance with
NICECGA71)[ORMirabegron, in people for whom anticholinergic drugs are
contraindicated or clinically ineffective, or have unacoeptable sitle effects
(NICETA290)];

1 The woman hasbeen referred to secondary care, reviewed by aurinary
incontinence MDTand a diagnosisof detrusor over-activity has been
confirmed by urodynamic assessment;

1 Thewoman iswilling and able to perform clean intermittent
catheterisation;

1 Thetreatment with BTX-Ais nitiated by a Consultant Urologist or
Gynaecologist within the provider Trust.

Men (idiopathic detrusor over-activity — see NICEC®7)

1 Symptomsare refractory to conservative management: lifestyle advice, advice
on fluid intake, supervised bladde training and useof containment products
(pads, sheahsetc.)

1 Symptomsare refractory to 4-6 weeksof anticholinergic medication [OR
Mirabegron, in people for whom anticholinergic drugs are contraindicated or
clinically ineffective, or have unacceptable side effects (NICETA290)]

1 Theman hasbeen referred to secondary care for gecialist assesanent and a
diagnosisof detrusor over-activity has been confirmed

1 Themaniswillingand able to self-catheterise

1 Thetreatment with BTX-Ais nitiated by a Consultant Urologist within the
provider Trust.
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Neurogenic detrusor over-adivity (see NICEC@A48) in people with spinal cord
disease (for example, spinal cord injury or multiple scerosis:

1  Who have symptoms of an overactive bladder ORwhere urodynamic
investigati ons have shown impaired bladder storage;

1 Inwhom abehavioural management progranme (for example, timed voiding,
bladder retraining or habit retraining) has been ineffective or isnot
appropriate

1 Inwhom antimusarinic drugs have proved to be ineffective or poorly
tolerated.

1 Who are able and willing to manage a catheterisation regimen should urinary
retention develop after the treatment with BTX- A.

With all patients the risksand benefits of BTX-Ainjections must be fully disaussed
and informed consent gained.

If BTX-Atreatment is effective, we will commissbn follow-up at 6 monthsor
sooner if symptomsreturn for reped treatment without an MDTreferral.

Requests totreat patients who do not meet the above criteria $ould be submitted
to for consideration viathe IFRorocess.

Evidence/Summary of
Rationale

There is evidence to suggest that this treatment in the aforementioned cases is
clinically effective.

Effective From

1°*November2019

Policy Review Date

1°'November2021

Intervention

Qrcumcisiong Male Adults

For the treatment of

Clinical Health indications requiring surgical removal of for¢ekar 18 years old)

Commissioning
Position

Circumcision is NOT commissioned for cultural, religious or cosmetic reasons.

This interventioris a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System. If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding eest if exceptionality is considered present.

It must be noted that any potentially malignant lesions of the prepuce or those
causing diagnostic uncertainty must be referred via thvee2k wait pathway and do
not require funding approval.

Any of thefollowing clinical indications must be present:

1 Congenital abnormalities with functional impairment

Distal scarring of the preputial orifice

Painful erections secondary to a tight foreskin

Recurrent bouts of infection (balanitis/balanoposthitis)

Redundant prepuce, phimosis (inability to retract the foreskin due to a narr

prepucial ring) sufficient to cause ballooning of the foreskin on micturition;

paraphimosis (inability to pull forward a retracted foreskin).

1 Lichen sclerosus (balanitisreéica obliterans)chronic inflammation leading to
a rigid fibrous foreskin.

1 Pain on intercourse

= =4 =4 =4
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1 Traumatic injury

Evidence/Summary of
Rationale

The BM#Astates that to circumcise for therapeutic reasons where medical resear
has shown other techniqugsuch as topical steroids or manual stretching under
local anaesthetic) to be at least as effective and less invasive, would be unethic
inappropriate. Common risks of surgical circumcision include bleeding, local sef
oozing, discomfort >7 daysjeatal scabbing or stenosis, removal of too much or t
little skin, urethral injury, amputation of thglans and inclusion cygturthermore,
longterm psychological trauma and possible decreased sexual pleasure have a
been reported. There are claimisdt there may be health benefits associated with
this procedure, for example a lower rate of penile cancer and a reduced chance
sexual transmitted diseases (incladiHIV among heterosexual meRowever, the
overall clinical and cogffectiveness evience is inconclusive. Condoms are far m
effective (98% effective if used correctly) than circumcision for preventing STIs.

Effective From

1°' April 2019

Policy Review Date

1° April 2021

Intervention

Circumcisiorg Male Children

For the treatmentof

Clinical Health indications requiring surgical removal of foreskin (under 18 years

Commissioning
Position

Circumcision is NOT commissioned for cultural, religious or cosmetic reasons.

This intervention is a Category Two Evidence Béagedvention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System. If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is censttipresent.

It must be noted that any potentially malignant lesions of the prepuce or those
causing diagnostic uncertainty must be referred via the 2week wait pathway ang
not require funding approval.

Referral to secondary care for children shouldyomé made if there are any of the
following circumstances:

9 Distal scarring of the preputial orifice

1 Balanitis Xerotica Obliterans

1 Painful erections secondary to a tight foreskin

1 Recurrent bouts of infection (balanitis/balanoposthitis)

Evidence/Summaryf
Rationale

The BM#Astates that to circumcise for therapeutic reasons where medical resear
has shown other techniques (such as topical steroids or manual stretching unde
local anaesthetic) to be at least as effective and less invasive, would be calethd
inappropriate. Common risks of surgical circumcision include bleeding, local sef
oozing, discomfort >7 days, meatal scabbing or stenosis, removal of too much o
little skin, urethral injury, amputation of thglans and inclusion cygturtrermore,
longterm psychological trauma and possible decreased sexual pleasure have a
been reported. There are claims that there may be health benefits associated w
this procedure, for example a lower rate of penile cancer and a reduced chance
sexuwal transmitted diseases (includj HIV among heterosexual mehjowever, the
overall clinical and costffectiveness evidence is inconclusive. Condoms are far n
effective (98% effective if used correctly) than circumcision for preventing STIs.
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Effective From

1°' April 2019

Policy Review Date

1% April 2021

Intervention

Epididymal Cyst Surgery

For the treatment of

Asymptomatic Epididymal Cyst

Commissioning
Position

This interventioris NOTroutinely commissionedor asymptomatic Epididymal Cyst

This intervention is a Category One Evidence Based Intervention; therefore, any
requests to fund must be made as Individual Funding Request.

Prior approval is not required for symptomatic Epididymal cysts where there is

e Persistent pain and discomfort,
e Sudden increase in size
e Significant mechanical problems.

Evidence/Summary of
Rationale

Epididymal cysts usually develop in adults around the age of 40. Epididymal cy
rare in children and, when they occur, are usually present around puberty. &gs
found in as many as 30% of asymptomatic patients having scrotal ultrasour
other reasons but most of these are spermatocytes. The prevalence in the ge
population is difficult to estimate.

Effective From

1°'November2019

Policy Review Date

1% November2021

Intervention

Hydrocele Correction

For the treatment of

Hydrocele

Commissioning
Position

This interventioris NOTroutinely commissioned

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests forfunding should in the first instance be made via the Prior Approval
System. If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered present.

Treatment should only be csidered if:

Aspirationhas failedor considered inappropriate
The hydrocele is large (>3cm in size)
The hydrocele is recurrent

il
|l
il
1 There is atypical presentation (malignancy excluded)

Evidence/Summary of
Rationale

Hydroceles (fluid collection around thesticles) may be present at birth and al
common, affecting around one male baby in every 10. They do not usually re
treatment as they often disappear on their own during the first 2 years of life.
CCG will fund treatment for hydroceles in chéidrif they do not disappear by th
age of 2. Less commonly, hydroceles can develop in adult men and may
infection, injury or radiotherapy. Often hydroceles are asymptomatic. Therefor
adults treatment is not funded unless the hydrocele is cagsignificant symptoms.

Effective From

1°'November2019

Policy Review Date

1% November2021
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Intervention

Penile Implants

For the treatment of

Erectile Dysfunction

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One Evidence Based Intervention; therefore
requests to fund must be made as an Individual Funding Request.

Funding will only be considered where exceptional clinical circumstances
demonstrated. Requests must be submittéy a Consultant Urologist and mu
provide details of all clinical problems associated with the ED, treatments trieo
outcomes to date.

To be eligible for consideration for a penile the patient must comply with 3 oen
of the following criteria:

e« The ED is a consequence of a seve
disease, pospriapism or complex penile malformation

OR
¢ is associated with one of the following medical conditions :

- Diabetes

- Multiple Sclerosis

- Parkinson's Disease

- Poliomyelitis

- Prostate Cancer

- Prostatectomy

- Radical Pelvic Surgery

- Severe Pelvic Injury

- Renal Failure treated by dialysis or transplant
- Single Gene Neurological Disease
- Spinal Cord Injury

- Spina Bifida

*  Where applicable, risk factor modification @iifestyle changes such as losi
weight, stopping smoking, reducing alcohol consumption, and increg
exercise have all been tried and have failed to improve the condition. (A
and support is available from the Sexual Dysfunctidssociation
www.sda.uk.ne}.

» Appropriate psychological, urological or endocrine assessments have
carried out and have excluded a treatable underlying psychogenic or horn
cause or physical abnormality.

e First line treatment wih at least two phosphodiesterage (PDE5) inhibitors
(Sildenafil, Tadalafil, Vardenafil), regardless of suspected cause, or testost
replacement therapy or combination therapy with testosterone
contraindicated or has been ineffective.

* Second lindgreatment with intracavernous injection therapy and intraurethi
alprostadil is contraindicated or has been ineffective.

Evidence/Summary of
Rationale

There is considerable evidence that adequate levels of testosterone are require
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ED therapiesgespecially phosphodiesterase type 5 (PDES5) inhibitors, to ach
maximal response and in many cases normalisation of testosterone levels
restore erectile function. PDE5 inhibitors are effective in approximately 759
patients, but for nomresponders alternative therapies are available includ
vacuum erection devices, intracavernous or intraurethral injections, or as a po
third line therapy, a penile implant.

NICE CG 175 includes the following advice on managing sexual dysfualitimmy
radical treatment for prostate cancer:

- 1.3.31 Ensure that men have early and ongoing access to specialist e
dysfunction services

- 1.3.32 Offer men with prostate cancer who experience loss of erectile fun
phosphodiesterase type 5 (PDEfhibitors to improve their chance ¢
spontaneous erections

- 1.3.33 If PDES5 inhibitors fail to restore erectile function or are contraindicg
offer men vacuum devices, intraurethral inserts penile injections, pe
prostheses as an alternative or apped topical treatments.

A Cochrane Review from 20074 mainly covered the effectiveness of PDE5S a
not mention penile implants.

Effective From

1°'November2019

Policy Review Date

1% November2021

Intervention

12 week trial of PercutaneouSibial Nerve Stimulation (PTNg)Urinary
Incontinence

For the treatment of

Adults with refractory Urinary Incontinence

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Bagedvention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System.If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is censitito be present.

Treatment is not indicated in cases that are asymptomatic.

Requests for a 12 week trial of PTNS for urinary incontinence due to overactive
bladder (OAB) syndrome in men and women will be considered for patients whg
fulfil all the following criteria:

I The patient has a confirmed diagnosis defined by urodynamic assessment
has been reviewed by a Urology MDT.

9 The patient is unable to perform clean, intermittent setftheterisation

1 Evidence of the condition having a severe and dehititatmpact on activities
of daily living

1 Voiding diary data is kept to record frequency and severity of episodes

T Symptoms refractory to =212 months
- behavioural and lifestyle modification (diet, weight management,

modification of fluid intake)

- bladder retraining and catheterisation
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- pelvic floor muscle training
- anticholinergic drugs
- Botox injections have been unsuccessful or deemed inappropriate

Evidence/Summary of
Rationale

Incontinence definition as per NICE IPG 38R1ary urgency, with or without urge
incontinence, usually with frequency and nocturia.

Percutaneous SNS helps to correct erroneous messages sent along these nerv
pathways and involves the placing of electrodes in a sacral nerve and stimulatio|
an irternal device. A temporary procedure is followed by permanent implantatior
it produces symptom relief. The battery life for the permanent implant is
approximately 79 years.

PTNS achieves a modulatory effect similar to that of SNS through a lesgenvasi
route, buts its exact mechanism of action is unclear. A fine needle is inserted jus
above the ankle next to the Posterior Tibial Nerve and a surface electrode is pla
near the arch of the foot. Stimulation of the nerve produces a motor and sensory
response. Initial treatment usually consists of 12 outpatient sessions lasting 30
mi nutes, usually weekly. NICE | PG 3¢
syndrome shows it is efficacious in reducing symptoms in the short and medium
term,withnoma or safety concerns.” NICE C
evidence to suggest that conservative treatment should include Botulinum Toxin
for refractory detrusor over activity in women. The large placebatrolled study
(RELAX 2012) found urgency ancbimtinence improve more than frequency with g
magnitude of improvement considerably larger than that after anticholinergic
medication.

Effective From

1°* November2019

Policy Review Date

1°'November2021

Intervention

ContinuedPercutaneous Tibial Nerve Stimulation (PTN)rinary Incontinence

For the treatment of

Adults with refractory Urinary Incontinence

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two EvideBeased Intervention; therefore, any

requests for funding should in the first instance be made via the Prior Approval
System.If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionalitpissidered to be present.

ContinuedPTNS for urinary incontinence due to overactive bladder (OAB) syndr
in men and women will be considered for patients who fulfil all the following crite

1 They have already undertaken an approved 12 week trial NSPT
1 Thetrial has resulted in a 50% or more improvement in symptoms (measur
as a weekly reduction in incontinence episodes).

Evidence/Summary of
Rationale

Incontinence definition as per NICE IPG 36R1ary urgency, with or without urge
incontinence usually with frequency and nocturia.

Percutaneous SNS helps to correct erroneous messages sent along these nerv
pathways and involves the placing of electrodes in a sacral nerve and stimulatio|
an internal device. A temporary procedure is followeddeymanent implantation if
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it produces symptom relief. The battery life for the permanent implant is
approximately 79 years.

PTNS achieves a modulatory effect similar to that of SNS through a less invasiv
route, buts its exact mechanism of actioruisclear. A fine needle is inserted just
above the ankle next to the Posterior Tibial Nerve and a surface electrode is pla
near the arch of the foot. Stimulation of the nerve produces a motor and sensory
response. Initial treatment usually consists ofditpatient sessions lasting 30
mi nutes, usually weekly. NICE I PG 3¢
syndrome shows it is efficacious in reducing symptoms in the short and medium
term, with no major safety me@dgooer ns.
evidence to suggest that conservative treatment should include Botulinum Toxin
for refractory detrusor over activity in women. The large placebatrolled study
(RELAX 2012) found urgency and incontinence improve more than frequency w|
magnitude of improvement considerably larger than that after anticholinergic
medication.

Effective From

1°*November2019

Policy Review Date

1°'November2021

Intervention

Sacral Nerve Stimulation (SN&Men with Urinary Retention

For the treatment of

Male Adults with Urinary Retention

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made viaRtier Approval

System.If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered to be prese

Sacral Nerve Stimulation for women with nohstructive urinary retentiontsould
be considered where patients meet ALL of the below criteria:

Men with nonobstructive urinary retention are usually offered drug therapy,
catheterisation or prostate surgery, as appropriate, as outlined in the NICE Clin
Pathway on Lower Urinaryrdct symptoms in men.

Any requests for SNS to treat confirmed, ralpstructive urinary retention in men
must be submitted by a Consultant Urologist to the relevant CCG IFR Panels fo
consideration

1 The male has a confirmed diagnosis defined by urodynamic assessment a
been reviewed by a Urology MDT.
1 The man is unable to perform clean, intermittent seditheterisation
1 Symptoms are refractory to:
- behavioural and lifestyle modification (diet, igat management,
modification of fluid intake)
- bladder retraining
— bladder catheterisation

Evidence/Summary of
Rationale

Percutaneous SNS helps to correct erroneous messages sent along these nerv
pathways and involves the placing of electrodes in a sacral nerve and stimulatio
an internal device. A temporary procedure is followed by permanent implantatio
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it producessymptom relief. The battery life for the permanent implant is
approximately 7 years. Recent systematic reviews and retrospective analyses
shown SNS to be an effective therapy for treatment of fodastructive urinary
retention with a statisticallyignificant improvement in symptoms.

In line with NICE Interventional Procedure Guidance IP&8%rocedure
should only be performed in specialist units by clinicians with a particular
interest in the assessment and treatment.

Effective From

1% April 2019

Policy Review Date

1% April 2021

Intervention

Sacral Nerve Stimulation (SNS)Vomen with Urinary Retention

For the treatment of

Female Adults with Urinary Retention

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System.If unsuccessful via Prior Approval the referring clinician can choose to
submit an ldividual Funding Request if exceptionality is considered to be preser

Sacral Nerve Stimulation for women with nohstructive urinary retention should
be considered where patients meet ALL of the below criteria:

1 The woman has a confirmed diagnosis dedifiy urodynamic assessment ang
has been reviewed by a Urology MDT.
1 The woman is unable to perform clean, intermittent sedtheterisation
1 Symptoms are refractory to:
- behavioural and lifestyle modification (diet, weight management,
modification of fluidintake)
- bladder retraining
— bladder catheterisation

Evidence/Summary of
Rationale

Percutaneous SNS helps to correct erroneous messages sent along these nerv
pathways and involves the placing of electrodes in a sacral nerve and stimulatio
an internal device. A temporary procedure is followed by permanent implantatio
it producessymptom relief. The battery life for the permanent implant is
approximately 7 years. Recent systematic reviews and retrospective analyses
shown SNS to be an effective therapy for treatment of 4otastructive urinary
retention with a statisticallyignificant improvement in symptoms.

In line with NICE Interventional Procedure Guidance IP&8%rocedure
should only be performed in specialist units by clinicians with a particular
interest in the assessment and treatment.

Effective From

1% April 2019

Policy Review Date

1% April 2021
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Intervention

Varicoceles (Adolescents)

For the treatment of

Adolescent males (aged 1100) with Grade Il or Grade Il Scrotal Swelling

Commissioning
Position

This intervention is NOT routinetpmmissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System.If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered to be prese

For diagnostic uncertainty, patients should be referred via the 2 week wait pathy
Urgent referral to a urologist will be funded if;

1 Avaricocele appears suddenly anganful.
1 The varicoceleloes not drairwhen lying down
1 There is aolitary rightsided varicocele

Referralto aurologist will be considered, provided the patient:

i isaged 1617

Has Grade Il or lll and asymmetrical testes

If experiencing pain adiscomfort

If there are concerns about reduced ipsilateral testicular volume.

If the patients or parents/guardians are concerned by the appearance, or
symptoms, and cannot be fully reassured in primary care.

= =4 —a -8

Treatment will not be considered for adolescenaleswith:

9 Subclinical or grade I varicocele. NICE advises treatment is not necessary
clinicians should provide advice and reassurance.

9 Grade Il or Il varicocele and symmetrical testes. NICE advises observatiof
annual examinations.

Evidence/Summary of
Rationale

- Subclinical—detected only by Doppler ultrasound.

- Grade | (smalh—palpable only with Valsalva manoeuvre.

- Grade Il (moderate)}-palpable without Valsalva manoeuvre.
- Grade lll (large}-visible through the scrotal skin

Around 25% of boys who present with a grade Il or Ill varicocele and testes of e
size will ultimately develop testicular growth arrest.

Patients can expect a 580% chance of ipsilateral catcip growth of the affected
testis following surgerthis maytake up to 6 months.

The RCS recommends that varicocele should not be treated unless there are
significant functional problems (or signs of ipsilateral testicular growth arrest in
adolescents

Effective From

1* November2019

Policy Review Date

1" November2021
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Intervention

Varicoceles (Adults)

For the treatment of

Adult males (18+) with Scrotal Swelling

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervetitienrefore, any
requests for funding should in the first instance be made via the Prior Approval
System.If unsuccessful via Prior Approval the referring clinician can choose to
submit an Individual Funding Request if exceptionality is considered to lsenire

For diagnostic uncertainty, patients should be referred via the 2 week wait pathy
Urgent referral to a urologist will be funded if;

1 Avaricocele appears suddenly and is painful.
1 The varicoceleloes not drairwhen lying down
1 There is aolitaryright-sided varicocele

Referralto aurologist will be considered, provided the patient:

I isagedl8 or older

1 Has Grade Il or lll symptomatic varicocele, or with abnormal
semenparameters

9 If experiencing pain or discomfort

Treatment will not be considered for adult malegh:

9 Subdlinical or grade | varicoceleNICE advised thateatment isnot necessary
andsemen analysishould be offeredf fertility is a concern.

1 Grade Il or Il asymptomatic varicoeelnd normal seen parameters. NICE
advises observatiowith semen analysis every-2 years.

Evidence/Summary of
Rationale

- Subclinical—detected only by Doppler ultrasound.

- Grade | (smalh—palpable only with Valsalva manoeuvre.

- Grade Il (moderate}-palpable withoutValsalva manoeuvre.
- Grade lll (large)-visible through the scrotal skin

Patients can expect a 580% chance of ipsilateral catcip growth of the affected
testis following surgerthis may take up to 6 months.

The National Institute for Health and Cdtgcellence (NICE) recommends that me
should not be offered surgery for varicoceles as a form of fertility treatment, bec
it does not improve pregnancy rates

Effective From

1°'November2019

Policy Review Date

1% November2021
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Vascularnterventions

Intervention

Resperate®© (Intercure Ltd)

For the treatment of

Hypertension

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category One Evidence Based Intervention; therefore
requests tofund must be made as an Individual Funding Request.

The use of the Resperate® device for the treatment of hypertension is not rou
commissioned owing to inadequate evidence of long term benefit over o
relaxation techniques. As such, clinicians wdbdo not routinely prescribe o
recommend this product to patients either as monotherapy or an adjunct
pharmacological management because there is limited clinical evidenc
effectiveness.

Evidence/Summary of
Rationale

A systematic review and me&nadysis (Ref 1) yielded a total of eight randomis
controlled trials (RCTs) of >4 wee
Resperate® to a placebo device in adults, with a >80% folowithin both arms
(total n=494). Seven trials attempted to controf the Resperate device using mu
or a standard BP monitoring unit, and one trial used standard care alone a
control. The following main results are reported:

e Use of the Resperate® device redu
to -1.39; P=0.002) and diastolic

« A sensitivity analysis that excluded the 3 trials performed by the manufaci
(n=100) revealed no statically significant effect of using the device on BP.

* No overall effect was seen on heart rate or quality of life using the device.

* The methodological quality of the studies was variable with a high risk of
The review concludes that despite theevall BP lowering effect seen, th
results should be interpreted with caution due to small study sizes, variabil
study quality, the cost of the device, and potential conflicts of interest from
trial sponsors and the manufacturers.

To summarisethe data on the efficacy of Resperate® is contradictory and it ig
mentioned in NICE guidance or any other national hypertension guidelines.

The British Hypertension Society has issued a statement (Ref 2) on this devic
has received a number @hquiries on its use since it became listed on the NHS
Tariff (cost of £132). The opinion of the BHS is that such small effects on BP ov
short durations of time do not provide sufficient evidence for this equipment tg
recommended.

EffectiveFrom

1* November2019

Policy Review Date

1" November2021

Intervention

Surgical Intervention for Varicose Veif€5C6)

For the treatment of

Grade C5 and C6 Varicose Veins

NICE Guideline 168 define C5 and C6 grade Varicose Veins as follows:

- Cbhchanges in skin and subcutaneous tissue: eczema, lipodermatosclerosis
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atrophie blanche with healed ulcers
- Ceskin changes with active ulcers venous insufficiency ulceration

Commissioning
Position

This intervention is routinely commissioned and daes require Prior Approval or
application for funding via the Individual Funding Request (IFR) prpogsing the
criteria below are met

Referral to a secondary care vascular service can be made for patients with
classification C5 to C6 with any o&tfollowing symptoms that indicate a higher
likelihood of disease progression:

1 Bleeding varicose veins (immediate referral required)

1 Symptomatic primary or recurrent varicose veins that are causing severe p
aching, discomfort, swelling, heavinesstohing

1 Lowerlimb skin changes, such as pigmentation or eczema, thought to be
caused by chronic venous insufficiency

1 Superficial vein thrombosis (characterised by the appearance of hard, pain
veins) and suspected venous incompetence

1 An active ohealed venous leg ulcer

Evidence/Summary of
Rationale

Intervention in terms of endovenous thermal (laser ablation, and radiofrequenc
ablation), ultrasound guided foam sclerotherapy, open surgery (ligation and
stripping) are all cost effective treatmenfisr managing symptomatic varicose vei
compared to no treatment or the use of compression hosiery. For truncal ablati
there is a treatment hierarchy based on the cost effectiveness and suitability, wj
is endothermal ablation then ultrasound guidedafa, then conventional surgery.

Open surgery is a traditional treatment that involves surgical removal by strippi
and ligation, but has been mainly superseded by endothermal ablation and
ultrasound guided foam sclerotherapy.

Complications of interventioninclude recurrence of varicose veins, infection, pa
bleeding, and more rarely blood clot in the leg. Complications ofintervention
including decreasing quality of life for patients, increased symptomology, disea
progression potentially skin chges and eventual leg ulceration, deep vein
thrombosis and pulmonary embolism.

Effective From

1% April 2019

Policy Review Date

1% April 2021

Intervention

Surgical Intervention for Varicose Veif€4)

For the treatment of

Grade C4 Varicose Veins

NI CE Guideline 168 define C4 grade
subcutaneous tissue: eczema, |ipodert

Commissioning
Position

This intervention is NOT routinely commissioned.

This intervention is a Category Two Evidence Based Intervention; therefore, any
requests for funding should in the first instance be made via the Prior Approval
System.If unsuccessful via Prior Approval the referring clinician can choose to
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submit an Indvidual Funding Request if exceptionality is considered to be preser

Treatment is not indicated in cases that are asymptomatic and where it is purely
cosmetic. However, if there is diagnostic uncertainty, this must be investigated.

Surgical interventioshould be considered for patients with grade C4 Varicose V¢
where:

1 All conservative measures have been exhausted (walking and exercise,
Avoidance of activities that exacerbate symptoms, Elevation of the legs wh
sitting down to increase venous returand losing weight, if appropriate)

AND
If patients are experiencing one of the following:

1 Symptomatic primary or recurrent varicose veins that are causing severe p
aching, discomfort, swelling, heaviness or itching

1 Lowerlimb skin changes, such as pigmation or eczema, thought to be
caused by chronic venous insufficiency

1 Superficial vein thrombosis (characterised by the appearance of hard, pain
veins) and suspected venous incompetence

1 An active or healed venous leg ulcer

Evidence/Summary of
Rationale

Intervention in terms of endovenous thermal (laser ablation, and radiofrequenc
ablation), ultrasound guided foam sclerotherapy, open surgery (ligation and

stripping) are all cost effective treatments for managing symptomatic varicose \
compaed to no treatment or the use of compression hosiery. For truncal ablatig
there is a treatment hierarchy based on the cost effectiveness and suitability, wj
is endothermal ablation then ultrasound guided foam, then conventional surger

Open surgerys a traditional treatment that involves surgical removal by strippin
and ligation, but has been mainly superseded by endothermal ablation and
ultrasound guided foam sclerotherapy.

Complications of interventions include recurrence of varicose veins,tiofegain,
bleeding, and more rarely blood clot in the leg. Complications ofintervention
including decreasing quality of life for patients, increased symptomology, disea
progression potentially skin changes and eventual leg ulceration, deep vein
thrombosis and pulmonary embolism.

EvidenceBased Interventions (2008)

Effective From

1°' April 2019

Policy Review Date

1% April 2021

Intervention

Surgical Intervention for Varicose Veins (C3)

For the treatment of

Grade C@C3 Varicose Veins
NICEGuideline 168 define GOC3 grade Varicose Veins as follows:

- CO0 no visible or palpable signs of venous disease
- Cltelangectasia or reticular veins
- C2varicose veins
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- C3oedema

Commissioning
Position

This intervention is NOT routinely commissioned.

Thisintervention is a Category One Evidence Based Intervention; therefore, any
requests to fund must be made as an Individual Funding Reguaste clinical
exceptionality must be demonstrated

Evidence/Summary of
Rationale

Open surgery is a traditional tatment that involves surgical removal by stripping
and ligation, but has been mainly superseded by endothermal ablation and
ultrasound guided foam sclerotherapy.

Complications of interventions include recurrence of varicose veins, infection, p
bleeding and more rarely blood clot in the leg. Complications of-rdervention
including decreasing quality of life for patients, increased symptomology, disea
progression potentially skin changes and eventual leg ulceration, deep vein
thrombosis and pulmorng embolism.

EvidenceBased Interventions (2008)

Effective From

1% April 2019

Policy Review Date

1% April 2021
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Appendix 1¢ Chronic Fatigue Service IFR Referral Form

CCG CHRONIC FATIG3ERVICE REFERRAL REQUEST FORM

Please complete and submit as supporting evidence via the IFR Request System
https://www.nice.org.uk/quidance/cg53/chapterfGuidance

REQUEST & PATIENT DETAILS
PATIENT NAME

DATEOF BIRTH

NHS NUMBER

REFERRING CLINICIAN

GP PRACTICE

DATE OF REQUEST

INTERVENTION
REQUESTED
PROVIDER OF
INTERVENTION

CURRENT PRESENTATION

MILD CFS YES/NO 6 months since presentation? YES/NO
MODERATE CF¢ YES/NO 3-4 months sinceresentation? YES/NO
SEVERE CFS YES/NO Date of presentation A
IS THIS A RELAPSE? YES/NO IF YES, DATE OF RELA ]

PREVIOUS SPECIALIST SERVICE

TREATMENT? YES/NO DISCHARGE DATE ]

If a relapse, in the answers below plegsevide full history to include before and after relapse. Evidence
must be provided that investigations and symptom management have been tried or excluded in relatior
relapse.

HISTORY OF CONDITION/SYMPTOMS EXPERIENCED

IMPACT ONEDUCATION/EMPLOYMENT

Have all relevant and appropriate history, examinations and investigations been carried out as per
recommendations in NICE CG53 section 1.2.2?
YESNO

HAVE THE SYMPTOMS PERSISTED FOR:

ADULT: 4 months CHILD: 3 months

YES/NO YES/NO

If YES, when was CFS diagnosed? If YES, when was CFS diagnosed?
I

A Has this been confirmed by a Paediatrician?
YES/NO
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SYMPTOM MANAGEMENplease state if attempted, rationale if not, dates and outcomes for each
intervention listedbelow

Pharmacological Treatment

Sleep Management

Rest Periods

Relaxation

Pacing

Diet

Equipment to maintain

independence

Please provide any supporting clinical information/documentation relevant to your request.
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Appendix2 ¢ References

(in order of appearance)
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Watson AJM, Hudson J, Wood J, et al. Comparison of stapled Haemorrhoidopexy with traditional excisional
surgery for haemorrhoidal disease (eTHo0S): a pragmatic, mites randomised controlled trial. Lancet
(London, England). 2016;388(10058):2ZA85. doi:10.1016/S0146736(16)3180%.

Brown SR. Haemorrhoids: an update on management. Therapeutic Advances in Chronic Disease.
2017;8(10):1414147. doi:10.1177/20406223713957.

NHS websitehttps://www.nhs.uk/conditions/pileshaemorrhoids/

Royal College of Surgeons: https://www.rcseng.ac.lrkedia/files/rcs/standards
andresearch/commissioning/rcsacpgbitalbleeding2017documentfinal_jan18.pdf

Health Technol Assess. 2016 Nov;20(8&8%Q. The HubBLe Trial: haemorrhoidal artery ligation (HAL) versus
rubber band ligation (RBL) for symptomatic secaanttl third-degree haemorrhoids: a multicentre randomised
controlled trial and healtkreconomic evaluation. Brown S et al.
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http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2048592/pdf/rcse8905-472.pdf
https://www.nhs.uk/conditions/piles-haemorrhoids/

Percutaneous Tibial Nerve Stimulation (PTNS) for Faecal Incontinence

NICE IPG 395 (May 2011) Percutaneous Tibial Nerve stimulation (PTNS) for faecal incontinence
https://www.nice.org.uk/guidance/ipg395

https://pathways.nice.org.uk/pathways/faecahcontinence

Sacral Nerve Stimulatio(SNS) Adults with Faecal Retention

Kamm et al. Sacral nerve stimulation for intractable constipation. Gut 2010;v593883
http://gut.bmj.com/content/59/3/333.full.pdf

DERMATOLOGY INTERVENH
Hair Loss Treatments

1. A.G. Messenger et al, British Association
areata 2012. British Journal of Dermatology 2012 166, pp326.

http://www.ncbi.nlm.nih.gov/pubmed/22524397

NHS Wig Polidyttp://www.nhs.uk/nhsengland/Healthcosts/pages/Wigsandfabricsupports.aspx

NHS UK Hair loss treatmentsittp://www.nhs.uk/Conditions/Haifloss/Pages/Treatment.aspx

NHS ChoicesHair Los$ittp://www.nhs.uk/conditions/hair-loss/Pages/Introduction.aspx

Tattoo Removal

NHS Modernisation Agency. ‘o ant piagtic surgery. Referrals and guidelines in plastic sugery.
Information for Commissiners of Pastic Qurgery Service s ' itish Bssociation of Pastic and
Reconstructive Surgery. (March2012)

EAR, NOSE AND THROAT INTERVENTIONS

Adult Snoring Surgery in the absence of Obstructive Sleep Apnoea (OSA)

Franklin KA, Anttila H, Axelsson S, Gislason T, Maasilta P, Myhre KlI, R&hrigffestts and sideffects of

surgery for snoring and obstructive sleep apnoeaa systematic review. Sleep. 2009 Jan.-38(1):27

Main C, Liu Z, Welch K, Weiner G, Jones SQ, Stein K. Surgical proceduressangicairdevices for the
management of norapnoeic snoring: a systematic review of clinical effects and associated treatment costs.

Health Technol Assess 2009;13(8)ps://www.ncbhi.nlm.nih.gov/pubmed/19091167

of

Der mat

Jones TM, Earis JE, CableiPM, De S, Swift AC. Snoring surgery: A retrospective review. Laryngoscope. 2005

Nov 115(11): 20120. https://www.ncbi.nIm.nih.gov/pubmed/16319615
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Botulinum toxin type A for Spasmodic Dysphonia

American Academy of Otolaryngoletiead and Neck Surge@linical practice guideline: Hoarseness
(Dysphonia). Otolaryngologliead and Neck Surgery, Vol 141, No 3S2, September 2009.
http://www.entnet.org/Practice/upload/FinaHoasenessGuideline.pdf

Blitzer A, Brin MF, Stewart CF. Botulinum toxin management of spasmodic dysphonia (laryngeal dystonia): a
12-year experience in more than 900 patients. Laryngoscope 1998; 108:4435
http://www.ncbi.nlm.nih.gov/pubmed/9778279

Boutsen F, Cannito MP, Taylor M, et al. Botox treatment in adductor spasmodic dysphonia:anaigsis. J
Speech Lang Hear Res 2002; 45:8a9nttp://jslhr.asha.org/cqi/reprint/45/3/469

Cannito MP, Woodson GE, Murry T, et al. Perceptual analyses of spasmodic dysphonia before and after
treatment. Arch Otolaryngol Head Neck Surg 2004; 1304393
http://www.ncbi.nlm.nih.gov/pubmed/15611398

Courey MS, Garrett CG, Billante CR, et al. Outcomes assessment following treatment of spasmodic dysphonia
with botulinum toxin. Ann Otol Rhinol Laryng@@d; 109:819-22.
http://www.ncbi.nlm.nih.gov/pubmed/11007083

Stong BC, DelGaudio JM, Hapner ER, et al. Safety of simultaneous bilateral botulinum toxin injections for
abductor spasmodic dysphoniArch Otolaryngol Head Neck Surg 2005; 131593
http://www.ncbi.nlm.nih.gov/pubmed/16172357

Sulica L. Contemporary management of spasmodic dysphonia. Curr Opin Otolaryngol Head Neck Surg 2004;
12:543- 8. http://www.ncbi.nlm.nih.gov/pubmed/15548915

Troung DD, Rontal M, Rolnick M, et al. Dotlilled controlled study of botulinum toxin in adductor spasmodic
dysphonia. Laryngoscope 19911:6364. http://onlinelibrary.wiley.com/doi/10.1288/000055372.99106000
00010/abstract

Watts C, Whurr R, Nye C. Botulinum toxin injections for the treatmentasgrapdic dysphonia. Cochrane
Database of Systematic Reviews 2004, Issbé3//www.ncbi.nlm.nih.gov/pubmed/1526653(conclusions
unchanged as of 2009)

Grommets for Glue Ear in Children

NICE gdance:https://www.nice.org.uk/Guidance/CG60

Browning, G; Rovers, M; Williamson, I; Lous, J; Burton, MJ. Grommets (ventilation tubes) for hearing loss
associated with otitis media with effusion inilclen. Cochrane Database of Systematic Reviews 2010, Issue
10. Art. No.: CD001801. DOI: 10.1002/14651858.CD001801.pub3

Irrigation of the external Auditory Canal

NICE Clinical Knowledge Summdritp://cks.nice.org.uk/earwax
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http://www.ncbi.nlm.nih.gov/pubmed/15266530
https://www.nice.org.uk/Guidance/CG60
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Rhinoplasty/Septorhinoplasty/Septoplasty

A Policy To Make Best Use of Resources in Plastic Surgery and Related Specialities November 2006 Northern,
Eastern, Southern and Western Health and Social Services Board.

NHS Modernisation Agency: Action on Plastic, Information for Commissioners of Plastic Surgery Services:
Referrals and Guidelines in Plastic Surgery 2004.

Prasa, S., Kappor, P.K.D., Kumar, A., Reddy, V., Kumar, B.N Waiting list prioritization in them#H8t J
Laryngology and Ontology 2004,118(1)-:25S.

Tonsillectomy

Rubie I, Haighton C, O'Hara J, Rousseau N, Steen N, Stocken DD, Sullivan F, Vale L, Wilkes S, Wilson J. The
National randomised controlled Trial of Tonsillectomy IN Adults (NATTINK)ical and coseffectiveness

study: study protocol for a randomised control trial. Trials. 2015 Jun 6;16:263.
https://www.ncbi.nlm.nih.gov/pubmed/26047934

http://www.sign.ac.uk/assets/sign117.pdf

Osbourne MS, Clark MPA. The surgical arrest offoostllectomy haemorrhage: Hospital Episode Statistics 12
years on. Annals RCS. 2018. May (100) 544086

ENDOCRINE INTERVENTIONS
Botulinumtoxin type A for Hyperhidrosis

Assessment: Botulinum neurotoxin in the treatment of autonomic disorders and pain (an evidesed

review): Report of the Therapeutics and Technology Assessment Subcommittee of the American Academy of
Neurology Naumann etlaNeurology. 2008 May 6; 70(19):170Z.
http://www.ncbi.nlm.nih.gov/pubmed/18458231

NICE Clinical knowledge summamdyperhidrosisttp://cks.nice.org.uk/hyperhidrosis

Guidelines for the primary care treatment and referral of focal hyperhidrosis [Lowe et al, 2003]
http://www.eguidelines.®.uk/eguidelinesmain/gip/media/pdfs/Full_hh_guideline.pdf

Naumann, & Lowe,(2001) Botulinum toxin type A in treatment of bilateral primary axillary hyperhidrosis:
randomised, parallel group, double blind, placebo controlled trial BMJ 2001;323:596
http://www.bmj.com/content/323/7313/596.pdf%2Bhtml

DTB. Treatments for excessive armpit sweating. Drug & Therapeutics Bulletin 2005;43800):77
http://dtb.bmj.com/content/43/10/77 .abstract

NICE Clinical Guideline (May 2013) Social anxiety disorder: recognition, assessment and treatment (CG159)
https://www.nice.org.uk/quidance/cg159

Gontinuous Glucose Monitoring System (CGMS)

NICENG17 Type 1 Dabetesin Adults: diagnosis and management (August 2015) (updatedJuy2016)
htt ps.//www.nice.ag.uk/ guidance/ ngl7/ chapter/1 -Recommendations
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NICENG18 Diabetes(typel andtype 2)in Childrenand Yaung Peple; diagnosis and management
(August 2015), (updated December 2015)

NICEQSL25 (JUy2016) https.// www.nice.ag.uk/ guidance/qsl125/ chapter/ Quality-statement-

4-Continuous-glucose-monitoring-in-type-1-diabetes

NHSEngland Letter re end of SecialisedCommissoning of Insulin pumps and GGMSfor somePaediatric
patients.

Endoscopic Thoracic Sympathectomy
NICE Clinical Knowledge Summakyperhidrosis

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

Flash Glucos#&lonitoring (FGM) Systems such as Freestyle Libre

Flash Glucose Monitoring: National arrangements for funding of relevant diabetes patients (MarchNA9$9),
England https://www.england.nhs.uk/wp -content/uploads/2019/03/flash-glucosemonitoring-national-
arrangementsfunding-vl.1.pdf

Hair Removal for Hirsuitism

Radmanesh M, AzdBeig M, Abtahian A, Naderi ABlUrning, paradoxical hypertrichosis, leukotrichia and
folliculitis are four major complications of intense pulsed light hair removal therapy Journal of Dermatological
Treatment, 2008, vol./isl9/6 (3603) http://informahealthcare.com/doi/abs/10.1080/09546630802132627

Rasheed Al. Uncommonly reported side effects of hair removal by long palkseshdrite laser. Journal of
Cosmetic Dermatology, December 2009, vol./is. 8/4¢28Y
http://onlinelibrary.wiley.com/doi/10.1111/j.1473165.2009.00465.x/abstract

Azziz R. The evaluation and management of hirsutism. Obstet Gynecol 20099%€11D07.
http://www.ncbi.nlm.nih.gov/pubmed/12738163

Haedersdal M, Gotzsche PC. Laser and photoepilation for unwanted hair growth. Cochrane Database Syst Rev
2006;(4):CD004684ttp://onlinelibrary.wiley.com/doi/10.1002/14651858.CD004684.pub2/full

NHS Modernisation Agency. “Action on plastidonsurgery.
for Commi ssioner s o httpPWwwa.baprascorgSkidovenleaddoc.a8SEid=425¢c e s’

NICE Clinical Knowledge Summiaity ://cks.nice.org.uk/hirsutism(Jan 2010)

Koulouri O, Conway G. S. Management of hirsutism. BMJ 2009;338:b847
http://www.bmj.com/content/338/bmj.b847

NHS ChoicesTreatment for Piloidal Sinus
http://www.nhs.uk/Conditions/Pilonidakinus/Pages/Treatment.aspx
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http://www.ncbi.nlm.nih.gov/pubmed/12738163
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD004684.pub2/full
http://www.bapras.org.uk/downloaddoc.asp?id=425
http://cks.nice.org.uk/hirsutism
http://www.bmj.com/content/338/bmj.b847
http://www.nhs.uk/Conditions/Pilonidal-sinus/Pages/Treatment.aspx

FERTILITY INTERVENTIONS
Reversal of Sterilisation

Faculty of Sexual & Reproductive Healthcare Qinical GuidanceMale andFemade Serilisation Cliical
Efectiveness Wit, September 2014

Vasectomy under GA

RCOG Facultf Sexuak ReproductiveHealthCare.UKMedical EligibilityCriteriafor ContraceptivaJse.
2009.(Sectionon Male Surgicabterilizationpp101-104)

NICEClinical Knowledg8ummaries. ContraceptiomanagementMale sterilization(last revisedlune
2012)

CookLA et al. Scalpelersusno-scalpelincisionfor vasectomy CochraneDatabaseSystRev.2007 Apr
18;(2):CD004112 (assessexlupto date Oct2011)

Royal Collegef Obstetricianst GynaecologisttRCOGMale andfemalesterilisation. Evidencebased
ClinicalGuidelineNo 4. London:RCOG Presg04.

Facultyof Sexualk ReproductiveHealthcare(FSRHG)f the Royal Collegef Obstetriciansaand
GynaecologistsSyllabusand Logbookfor the Certificatein Local Anaestheticvasectomy. London:
RCOGPress; 2010.

FPAFactsheebn maleandfemalesterilisation. (No\2012)

GENERAL SURGERY
Cholecystectomy

Royal College of Surgeons Commissioning Guide: Gallstone disease October 2013
http://mwww.rcseng.ac.uk/healthcardodies/docs/publisheejuides/gallstones

Ahmed, R., Freeman, J.V., Ross, B., Kohler, B., Nicholl J.P., Johnson, A.G. Long term respsinse to gall
treatment—problems and surprises. The European Journal of Surgery 2000 V. 166 (6)-pg: 447
http://www.ncbi.nlm.nih.gov/pubmed/10890540

British Society of Gastroenterology (July 2008)d€lines on the management of common bile duct stones
http://mww.bsg.org.uk/pdf_word_docs/cbds_08.pdf

Fazili, FM. (President WALS (World Association of Laparoscopic Surgeons. To operate or not to operate on
asymptomatic gallstone in laparoscopy era. M@t @ http://www.wals.org.uk/article.htm

Halldestaml, EnelEL, KullmarE BorckKk. ' Devel opment of symptoms and
asymptomatic gall st ones’'2004\Moh%(6)Bg.7® i sh Journal of
http://onlinelibrary.wiley.com/doi/10.1002/bjs.4547/abstract

Meshikhes, A.W. Asymptomatic gallstones in the laparoscopic era. Journal of the Royal &dieggeons of
Edinburgh. 47(6)748 2002http://www.ncbi.nlm.nih.gov/pubmed/12510966
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NICE IPG 346ingle incision laparoscopic cholecystectomy. NICE Interventional Procedure Guideline (May
2010nttp://guidance.nice.org.uk/IPG346

GYNAECOLOGY INTERVENTIONS
Dilation and Curettage (D&C) for Heavy Menstrual Bleeding
NICE guidance: https://www.nice.org.uk/guidance/ng88

NHS advicenttps://www.nhs.uk/conditions/hysteroscopy/#alternative®hysteroscopyMacKenzie 1Z, Bibby
JG. Critical assessment of dilatation and curettage in 1029 women. Lancet 1978;2(8080):566

BenBaruch G, Seidman DS, Schiff E, et al. Outpatimometrial sampling with the Pipelle curette.
Gynecologic and Obstetric Investigation 1994;37(4):260

Gimpelson RJ, Rappold HO. A comparative study between panoramic hysteroscopy with directed biopsies and
dilatation and curettage. A review of 276ses. American Journal of Obstetrics and Gynecology 1988;158(3 Pt
1):489-92.

Haynes PJ, Hodgson H, Anderson AB, et al. Measurement of menstrual blood loss in patients complaining of
menorrhagia. British Journal of Obstetrics and Gynaecology 1977;84(183:763

Elective Caesarean Section (ncfinical reasons)

NICE Clinical Guidance CG13 April 2004

Caesarean SectiorRCOG Clinical Guideline April 2004

Caesarean SectienNICE Clinical Guidance CG132 November Rh4://www.nice.org.uk/guidance/cg132

Hysterectomy for Heavy Menstrual Bleeding
NICE guidance: https://www.nice.org.uk/guidance/ng88.

NHS websitehttps://www.nhs.uk/conditions/heavyperiods/#Causes

Hurskainen R, Teperi J, Rissanen P, et al. Clinical outcomes and costs with the levonostgsstied
intrauterine system or hystectomy for treatment of menorrhagia: randomized trialyBar followup. JAMA:
the journal of the American Medical Association 2004;291(12):4836

Learman LA, Summitt Jr RL, Varner RE, et al. Hysterectomy versus expanded medical treatment for abnormal
uterine bleeding: Clinical outcomes in the medicine or surgery trial. Obstetrics and Gynecology 2004;103(5
1):824-33.

Zupi E, Zullo F, Marconi D, et al. Hysteroscopic endometrial resection versus laparoscopic supracervical
hysterectomy for menorrhagia: agspective randomized trial. American Journal of Obstetrics and Gynecology
2003;188(1):#12.

Lethaby A, Hickey M, Garry R. Endometrial destruction techniques for heavy menstrual bleeding. Cochrane
Database Syst Rev. 2005 Oct 19;(4):CD001501. RevieweUpdabchrane Database Syst Rev.
2009;(4):CD001501. PubMed PMID: 16235284.
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Hehenkamp WJ, Volkers NA, Donderwinkel PF, et al. Uterine artery embolization versus hysterectomy in the
treatment of symptomatic uterine fibroids (EMMY trial): pexrnd postproedural results from a randomized
controlled trial. American Journal of Obstetrics and Gynecology 2005;193(5)2%18

Pinto I, Chimeno P, Romo A, et al. Uterine fibroids: uterine artery embolization versus abdominal hysterectomy
for treatment—a prospecive, randomized, and controlled clinical trial. Radiology 2003;226(2)3125

Labiaplasty/Vaginaplasty

Ll oyd J, Crouch NS, Minto CL, Creighton SM. -AR005) Fe
International Journal of Obstetrics angi@ecology 2005; 112:64346.
http://onlinelibrary.wiley.com/doi/10.1111/j.14730528.2004.00517.x/pdf

Bramwell R, Morland C, Garden AS Expectations and experientgabféaluction: a qualitative study. BJOG
An International Journal of Obstetrics and Gynaecology 2007; 1141493
http://onlinelibrary.wiley.com/doi/10.1111/j.14730528.2007.01509.x/pdf

Liao LM, Michala L, Creighton SM. (2010) Labial surgery for well women: a review of the literature. BJOG An
international Journal of Obstetrics and Gynaecology 2010;11-2520
http://onlinelibrary.wiley.com/doi/10.1111/j.14730528.2009.02426.x/pdf

Goodman MP, Placik OJ, Benson RH et al, (2010) A large multicentre outcome study of female genital plastic
surgery. Journal of Sexual Medicine 2010;7:1565http://www.ncbi.nim.nih.gov/pubmed/19912495

MENTAL HEALTH INTERVENTIONS
Referral to Specialist Chronic Fatigue Services

https://www.nice.org.uk/quidance/cg53

MINOR SURGERY PROCEDURES
Benign Skin LesionsSurgical Removal

Higgins JC, Maher MH, Douglas MS. Diagnosing Common Benign Skin Tumors. Am Fam Physician. 2015 Oct
1;92(7):6017. PubMed PMID: 26447443.

Tan E, LevellJ, Garioch JJ. The effect of a dermatology restricéetral list upon the volume of referrals.
Clin Exp Dermatol. 2007 Jan;32(1)-BlPubMed PMID: 17305918.
Chalazia Removal

NICE clinical knowledge summariegps://cks.nice.org.uk/meibomiastystchalazion

Moor field’ s Eye Ho shtpst/vanw.mBodfitlds.ahs.tk/sitesidefault/ies/baiadom ,
adult.pdf
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https://www.moorfields.nhs.uk/sites/default/files/chalazion-adult.pdf
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Wu AY, Gervasio KA, Gergoudis KN, Wei C, Oestreicher JH, Harvey JT. Conservative therapy for chalazia: is it
really effective? Acta Ophthalmol. 2018 Jan 16. doi: 10.1111/a0s.13675. [Epub ahead of print] PubMed PMID:
29338124.

Goawalla Al.ee V. A prospective randomized treatment study comparing three treatment options for chalazia:
triamcinolone acetonide injections, incision and curettage and treatment with hot compresses. Clin Exp
Ophthalmol. 2007 Nov;35(8):7a&. PubMed PMID: 17997772

Watson P, Austin DJ. Treatment of chalazions with injection of a steroid Suspension. British Journal of
Ophthalmology, 1984, 68, 8335.

Ben Simon, G.J., Huang, L., Nakra, T. et al. Intralesional triamcinolone acetonide injection for primary and
recurrent chalazia (is it really effective?) . Ophthalmology. 2005; 112:®I113

Papalkar D, Francis IC. Injections for Chalazia? Ophthalmology 2006; +B3&38cision and curettage vs
steroid injection for the treatment of chalazia: a metaanalysis. Ayr@nA, Achrion A et al. Ophthalmic Plastic
and reconstructive surgery. 2016;32:2204.

McStay. Stye and Chalazion. BMJ Best Practice https://bestpractice.bmj.com/topgis/&t (accessed
18/10/18)
Eyelid Surgery, Ectropian, Entropian and Epithoria

Entropion and Ectropion Christopher DeBadkip://emedicine.medscape.com/article/1844048verview

NEUROLOGICAL AND PAIN INTERVENTIONS
Botulinum toxin type A for Chronic Migraine

NICE TAG 260 (June 2012) Migraine (chrorotulinum toxin type Attp://quidance.nice.org.uk/ta260

PREEMPT 1 Aurora S K, Dodick D W, Turkel C C ,et al. Onabotulinumtoxin A for treatment of chronic migraine
results from the doublélind, randomized, placebo controlled phase of the PREEMPT 1 trial. Cephalalgia
2010;30:7923803. http://cep.sagepub.com/content/30/7/793.abstract

PREEMPT 2 DienefKiDodick D W, Aurora S K ,et al. Onabotulinumtoxin A for treatment of chronic migraine:
results from the doublélind, randomized, placebo controlled phase of the PREEMPT 2 trial. Cephalalgia
2010;30:80414. http://cep.sagepub.com/content/30/7/804.abstract

Dodick DW, Turkel CC, DeGryse RE et al. Onabotulinumtoxin A for treatment of chronic migraine: pooled
results from the doublélind, randomized, placebocontrolled phases of the PREEMRdatwnogram.
Headache 2010;50:9236. http://onlinelibrary.wiley.com/doi/10.1111/].15264610.2010.01678.x/pdf

Botulinum toxin (Botox®) for chronic migraine. NE Treatndalvisory Group. NHS Regional Drug &
Therapeutics Centre. September 2011
http://www.netag.nhs.uk/files/appraisalreports/Botox%20for%20chronic%20migraine%20
%20NETAG%20appraisal%20report%2pt%202011%20WEB%20VERSION. pdf

Scottish Medicines Consortiuadvice on Botox for the Prophylaxis of headaches in adults with chronic
migraine (April 2011)
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http://onlinelibrary.wiley.com/doi/10.1111/j.1526-4610.2010.01678.x/pdf

http://www.scottishmedicines.org.uk/SMC_Advice/Advice/692 11 botulinum_toxin_type a BOTOX/689 11 _
botulinum_toxin_type a Botox

Extra Corporeal Shockwave Therapy (ESWT)

NICE (2011) IPG 376 Extracorporeal shockwave therapy for refractory greater trochanteric pain syndrome.
http://www.nice.org.uk/ipg376

NICE (2003) IPG 21 Ex@arporeal Shockwave Lithotripsy for Calcific Tendonitis (Tendinopathy) of the
Shoulderwww.nice.org.uk/ipg21

NICE (2009) IPG 313 Extaporeal shockwave lithotripsy for refractory tennis elbow.
http://www.nice.org.uk/ipg313

NICE (2009) IPG 312 Ex@arporeal Shockwave for refractory Achilles tendinopathy.
http://www.nice.org.uk/ipg312

NICE (2009) IPG 311 Extracorporeal shockwave therapy for refractory plantar fasciitis
http://www.nice.org.uk/ipg311

FES (including wirets and implantable)

NICE IPG 278 Functional Stimulation for drop foot of central neurological origin. (January 2009)
National Guidelines for Stroke. Royal College of Physicians (2009)

The use of FES in adults with dropped foot. Evidence atality Improvement NHS Scotland October 2008
NETAG Appraisal (Jan 2012) Orthotic functional electrical stimulation for drop foot of neurological origin.

NICE Stroke Pathway (movement difficulties)

Sativex (Delta9 Tetrahydrocannabinol and CannabidiGicomucosal Spray

NICE CG 186 Multiple sclerosis: management of multiple sclerosis in primary and secondary care (October
2014)https://www.nice.org.uk/guidance/cq186

Spinal Injections of Local Anatitic and Steroid in people with NoiSpecific Low Back Pain without Sciatica
NICE guidance: https://www.nice.org.uk/guidance/ng59,

United Kingdom Spine Societies Bodridps://www.ukssbcom/improvingspinatare-project

Benyamin RM, Manchikanti L, Parr AT, Diwan S, Singh V, Falco FJ, et al. The effectiveness of lumbar
interlaminar epidural injections in managing chronic low back and lower extremity pain. Pain Physician. 2012
JulAug;15(4E363404.

Choi HJ, Hahn S, Kim CH, Jang BH, Park S, Lee SM, et al. Epidural steroid injection therapy for low back pain: a
meta-analysis. Int J Technol Assess Health Care. 2013 Jul;29(33.244

Cohen SP, Bicket MC, Jamison D, Wilkinson |, RathmelldiRaEsteroids: a comprehensive, eviderzased
review. Reg Anesth Pain Med. 2013 Mayn;38(3):17£00.
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http://www.scottishmedicines.org.uk/SMC_Advice/Advice/692_11_botulinum_toxin_type_a_BOTOX/689_11_botulinum_toxin_type_a_Botox
http://www.nice.org.uk/ipg376
http://www.nice.org.uk/ipg21
http://www.nice.org.uk/ipg313
http://www.nice.org.uk/ipg312
http://www.nice.org.uk/ipg311
https://www.nice.org.uk/guidance/cg186
https://www.ukssb.com/improvingspinal-care-project

Royal College of Anaesthetiststps://www.rcoa.ac.uk/documentstore/corestandardspain-management
servicesthe-uk

OPHTHALMOLOGY INTERVENTIONS
Cataract Surgery (including Second Eye Cataracts)
Driving eyesight rules Jan 2015

Royal College of Ophthalmologists Feb 2015 Commissioning Guide: C&tageaty Clinical Knowledge
Summaries: Cataracts. Due during 2017

Routine preoperative medical testing for cataract surgery Cochrane database 2012 Day A, Donachie PHJ,
Sparrow JM, Johnston RL. The Royal ColdtabapeStudyfof Opht hal
Cataract Surgery: Report 1, Visual Outcomes and Complications. Eye. Feb 2015

Healthcare Improvement Scotland Technologies scoping report 9: What is the impact of using thresholds for
first-eye cataract surgery on the delivery of the caietrservice?

English National Heal th Service's Savinygal Péan May Ha
Procedures Sophie Corori@ronberg et al Health Affairs March 2015

Cataract surgical rates: is there overprovision in certain areas? SpBrréWwphthalmol 2007 91: 8853

Evidence review: cataract surgery Hampson and Briggs; Cheshire West and Chester public health collaborative
service May 2014

Sophie CoronirCronberg, member of Royal College of Ophthalmologists working group commisbipned
NICE to develop commissioning guidelines (see ref 2) and Honorary Research Fellow, Department of Primary
Care and Public Health, Imperial College London (personal communication)

Cambridge and Peterborough CCG Cataracts policy March 2014.

Corrective Sugery, Lensimplantsand Lagr Treatment for Refractive error (short or long sightedness,
astigmatism)

NICE IPG 164 (2006) Photorefractive (laser) surgery for the correction of refractive errors (replaces
previous guidance onlaser in gtu keratomileusis (LASK) NICEIPG 102).

NICEIPG385 Lagr comection of refractive error following non-refractive ophthdmic surgery (March 2011)
The Royal College of Ophthalmologists (2017) Statement on Sandardsfor Laser Refractive Sugery.

Murray A, JnesL, Milne A etal.  ystAmatc review of the safety and efficacyof elective
photorefractive sugery for the crrection of refractive error . University of Aberdeen; 2005.

NICEIPG 225 (2007) Corneal implantsfor correction of refractive error.

NICEIPG 289 (2009) Intraocular lensinsertion for correction of refractive error, with preservation of the natural
lens
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Intravitreal Therapies for Eye Disease

NICE Technology Appraisal Guidance 155 (issued August 2008, updated May 2012) Macular degeneration (age
related)- ranibizumab and pegaptanibitp://www.nice.org.uk/tal55

Royal College of Ophthalmologists ( 2DGuidelines for the Management of wet ARMD
http://www.rcophth.ac.uk/core/core_picker/download.asp?id=1185&filetitle=Age%2DRelated+Macular+
Degeneration+2009+Guidelines+for+Management%2Dupdate

Scottish Medicines Consortium (March 2013) Advice on aflipeét@mg/mL solution for intravitreal injection
(Eylea®) in adults for the treatment of neovascular (wet)r@tpted macular degeneration.
http://www.scottishmedicines.org.uk/files/advice/aflibercept Eylea FINAL March 2013 Amended 030
413 for website.pdf

Statement from The Royal College of Ophthalmologists in response to the SMC Decision to accept Eylea® for
wet AMD (April 2@3). http://www.rcophth.ac.uk/news.asp?section=24&itemid=1350&search

NICE Technology Appraisal Guidance 294 (July 2013) Aflibercept solution for injection for treating wet age
related macular degeneratiomnttp://www.nice.org.uk/nicemedia/live/14227/64572/64572.pdf

Jeffrey S. Heie et al for the VIEW 1 and VIEW 2 Study Groups (2012) Intravitreal pfl{MEGF Trafye) in
Wet Agerelated Macular Degeneration. Ophthalmology. 2012 Dec;119(12):2B37
http://www.aaojournal.org/article/S01616420(12)0086%/abstract

NICE Teclulogy Appraisal Guidance 274 (Feb 2013) Ranibizumab for the treatment of diabetic
macular oedemadttp://www.nice.org.uk/ta274

NICE Technology Appraisal Guidance 283 (May 2013). Ranibizumab for treating pisinaiént caused by
macular oedema secondary to retinal vein occlusion
http://www.nice.org.uk/nicemedia/live/14169/63851/63851.pdf

NICE Technology Appraisal Guidance 229. (July P&amethasone intravitreal implant for the treatment of
macular oedema secondary to retinal vein occlusion
http://www.nice.org.uk/nicemedia/live/13541/55611/55611.pdf

NICE Techrogy Appraisal Guidance 298 (Nov 2013) Ranibizumab for treating choroidal neovascularisation
associated with pathological myopiattp://www.nice.org.uk/nicemedia/live/14305/65827/65827 .pdf

Mones J M et al (2009) Intravitreal ranibizumab for choroidal neovascularization secondary to pathologic
myopia: 12month results. Eye (2009) 23, 1274281, (published online 29 May 2009)
http://www.nature.com/eye/journal/v23/n6/full/eye200988a.html

Fine HF et al. (2009). Bevacizumab (avastin) and ranibizumab (lucentis) for choroidal neovascularization in
multifocal choraditis. Retina. (2009) Jan; 29 (:&8. http://www.ncbi.nIm.nih.gov/pubmed/18784620

Rosenfeld PJ, et al. Ranibizumab for neovascularelgeed macular degeneration. N Engl J Med
2006;355:141931. (MARINANttp://www.eyedocs.co.uk/ophthalmologyournatarticlesclassic/44imarina
trial

Brown DM, et al. Ranibizumab versus verteporfin for neovascuredgted macular degeneration. N Engl J
Med 2006;355:143244. (ANCHORttp://www.eyedocs.co.uk/ophthalmolgy-journatarticlesclassic/423
anchokrtrial-ranibizumabversusverteporfinfor-neovasculaiarmd
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http://www.nice.org.uk/ta155
http://www.scottishmedicines.org.uk/files/advice/aflibercept_Eylea_FINAL_March_2013_Amended_030%20413_for_website.pdf
http://www.scottishmedicines.org.uk/files/advice/aflibercept_Eylea_FINAL_March_2013_Amended_030%20413_for_website.pdf
http://www.rcophth.ac.uk/news.asp?section=24&itemid=1350&search
http://www.nice.org.uk/nicemedia/live/14227/64572/64572.pdf
http://www.aaojournal.org/article/S0161-6420(12)00865-2/abstract
http://www.nice.org.uk/ta274
http://www.nice.org.uk/nicemedia/live/14169/63851/63851.pdf
http://www.nice.org.uk/nicemedia/live/13541/55611/55611.pdf
http://www.nice.org.uk/nicemedia/live/14305/65827/65827.pdf
http://www.nature.com/eye/journal/v23/n6/full/eye200988a.html
http://www.ncbi.nlm.nih.gov/pubmed/18784620
http://www.eyedocs.co.uk/ophthalmology-journal-articles-classic/441-marina-trial
http://www.eyedocs.co.uk/ophthalmology-journal-articles-classic/441-marina-trial
http://www.eyedocs.co.uk/ophthalmology-journal-articlesclassic/423-anchor-trial-ranibizumab-versus-verteporfin-for-neovascular-armd
http://www.eyedocs.co.uk/ophthalmology-journal-articlesclassic/423-anchor-trial-ranibizumab-versus-verteporfin-for-neovascular-armd

Heier J, et al. Ranibizumab combined with verteportin photodynamic therapy in neovasculalated
macular degeneration: year 1 results of the FOCUS studl. @phthalmol 2006; 124:15322.
http://archopht.jamanetwork.com/article.aspx?articleid=418708

Mitchell P, et al. Ophthalmology. 2011 Apr; 118(4):@255 The RESTORE study:bi@mimab monotherapy or
combined with laser versus laser monotherapy for diabetic macular edema.
http://www.ncbi.nlm.nih.gov/pubmed/21459215

Brown DM, et al (CRUISE Investigators).2010. Ranibiziomatacular edema following central retinal vein
occlusion: sbmonth primary end point results of a phase Il study. Ophthalmology. 2010 Jun;117(6):1124
1133.el. Epub 2010 Apr 8ttp://www.ncbi.nlm.nih.gov/pubmed/20381871

Campochiaro PA, et al. BRAVO Investigators 2010. Ranibizumab for macular edema following branch retinal
vein occlusion: simonth primary end point results of a phase Il study. Ophthalmology. 2010 Jun;117(6):1102
1112.el. Epul2010 Apr 15http://www.ncbi.nlm.nih.gov/pubmed/20398941

Haller JA et al. Randomized, shaantrolled trial of dexamethasone intravitreal implant in patients with
macular edemalue to retinal vein occlusion. Ophthalmology. 2010 Jun;117(6)-46343. (GENEVA study
group)http://www.eretina.com/Paper/Ozurdex%20RVO%20study.pdf

Krebs I, et al. (2005). Choroidedovascularization in pathologic myopia: thrgear results after photodynamic
therapy. Am J Ophthalmol. 2005 Sep;140 (3):2%ttp://www.ncbi.nlm.nih.gov/pubmed/16139000

NICE Technology Appsal Guidance 297 (Oct 2013) Vitreomacular tractioariplasmin
http://guidance.nice.org.uk/ta297 22) NICE Technology Appraisal Guidance 301 (Nov 2013) Diabetic macular
oedema- fluocinolone acetonide intravitreal implant (rapid review of TA271) (TA301)
http://guidance.nice.org.uk/ta301

NICE Technology Appraisal Guidance 305 (Feb 2014) Macular oedema (central retinal vein occlusion)
aflibercept solution for injection (TA3085jtp://guidance.nice.org.uk/ta305

RCO Statement (Feb 2014) The Royal College of Ophthal
agents for wet AMD treatmentéittp://www.rcophth.ac.uk/core/core picker/download.asp?id=2006

Stalmans P, et al. ; MWRUST Study Group. Enzymatic vitreolysis with ocriplasmin for vitreomacular traction
and macular holes. N Engl J Med. 2012 Aug 16;367(71506
Photodynamc Therapy (PDT9for CSR

Phaodynamictherapy in the treatment of superficial mycoses: an evidence- based evaluation
htt p://ww w.ncbi.nlm.nih.gov/ pubmed/ 20526681

https://www.rcophth.ac.uk/wpcontent/uploads/2014/08/FocudVinter-2013.pdf
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http://archopht.jamanetwork.com/article.aspx?articleid=418708
http://www.ncbi.nlm.nih.gov/pubmed/21459215
http://www.ncbi.nlm.nih.gov/pubmed/20381871
http://www.ncbi.nlm.nih.gov/pubmed/20398941
http://www.eretina.com/Paper/Ozurdex%20RVO%20study.pdf
http://www.ncbi.nlm.nih.gov/pubmed/16139000
http://guidance.nice.org.uk/ta301
http://guidance.nice.org.uk/ta305
http://www.rcophth.ac.uk/core/core_picker/download.asp?id=2006
http://www.ncbi.nlm.nih.gov/pubmed/20526681
https://www.rcophth.ac.uk/wp-content/uploads/2014/08/Focus-Winter-2013.pdf

ORTHOPAEDIC INTERVENTIONS
Arthroscopic Lavage and Debridement

https://www.nice.org.uk/quidance/cqgl77

https://www.nice.org.uk/quidance/ipg230

Arthroscopic Shoulder Decompression for Subacromial Shoulder Pain

Beard DJ, Rees JL, Cook JA, Rombach I, Cooper C, Merritt N, Shirkey BA, Donovan JL, Gwilym S, Savulescu J,
Moser J, Gray A, Jepson M, Tracey |, Judge A, Wartolowska K, Carr AJ; CSAW Study Group. Arthroscopic
subacromial decompression for subacromial sheulpain (CSAW): a multicentre, pragmatic, parallel group,
placebacontrolled, threegroup, randomised surgical trial. Lancet. 2018 Jan 27;391(1011832%oi:
10.1016/S01465736(17)32457L. Epub 2017 Nov 20. PubMed PMID: 29169668; PubMed Central PMCID:
PMC5803129.

Dorrestijn O, Stevens M, Winters JC, van der Meer K, Diercks RL. Conservative or surgical treatment for
subacromial impingement syndrome? A systematic review. J Shoulder Elbow Surg 2009:-88: 652

Farfaras S, Sernert N, Rostgard ChristerseHallstrom EK, Kartus JT. Subacromial Decompression Yields a
Better Clinical Outcome Than Therapy Alone: A Prospective Randomized Study of Patients With a Mirimum 10
Year Followup. Am J Sports Med. 2018 May;46(6):1-3907

Holmgren T, Bjérnsson Hakg H, Oberg B, Adolfsson L, Johansson K. Effect of specific exercise strategy on
need for surgery in patients with subacromial impingement syndrome: randomised controlled study. BMJ.
2012 Feb 20;344:e787. doi: 10.1136/bmj.e787

Magaji SA, Singh HP, Pant. Arthroscopic subacromial decompression is effective in selected patients with
shoulder impingement syndrome. J Bone Joint Surg Br. 2012 Aug;94(8%1086

Jacobsen JR, Jensen CM, Deutch SR. Acromioplasty in patients selected for operation by nigdinasgJ
Shoulder Elbow Surg. 2017 Oct;26(10):13881.

https://www.boa.ac.uk/wpcontent/uploads/2014/08/SubacromigbhoulderCommissiong-Guide final.pdf

Bunion Surgery
NICE Clinical Knowledge Summaries
Royal College of Surgeons Painful deformed great toe (20d:3jer revision

Abhishek A; Roddy E; Zhang W; Doherty M. Are hallux valgus and big toe pain associated with impaired qualit
of life? A crossectional study. Osteoarthritis Cartilage 2010 Jul;18(7}%®23

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

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

Ferrari J; Higgins JP; Prior TD. Interventions for treating hallux valgus (abductovalgus) and bunions. Cochrane
Database Syst R@004;(1):CD000964
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https://www.nice.org.uk/guidance/cg177
https://www.nice.org.uk/guidance/ipg230
https://www.boa.ac.uk/wp-content/uploads/2014/08/Subacromial-ShoulderCommissioning-Guide_final.pdf

Saro C; Jensen [; Lindgren U; FellasTa=ii L. Qualitpf-life outcome after hallux valgus surgery. Qual Life Res
2007 Jun;16(5):73&

Carpal Tunnel Syndrome Release

Atroshi I, Flondell M, Hofer M, RanstalimMethylprednisolone injections for the carpal tunnel
syndrome: a randomized, placeloontrolled trial. Annals of internal medicine. 2013;159(5):309

Chesterton LS, BlagojeaBeicknall M, Burton C et al. The clinical and costeffectiveness of
corticogeroid injection versus night splints for carpal tunnel syndrome (instincts trial): An-layeh,
parallel group, randomised controlled trial. Lancet. 2018, 392: 1383

Gerritsen AA, de Vet HC, Scholten RJ, Bertelsmann FW, de Krom MC, Bouter LiNg Spbuoirgery in
the treatment of carpal tunnel syndrome: A randomized controlled trial. JAMA. 2002, 28851245

Korthalsde Bos IB, Gerritsen AA, van Tulli®l et al. Surgery is more cesffective than splinting for
carpal tunnel syndrome in the Netherlands: Results of an economic evaluation alongside a
randomized controlled trial. BMC Musculoskelet Disord. 2006, 7: 86.

Louie D, Earp B & Philip Blazar Rgiterm outcomes of carpal tunnel release: a critical review of the
literature HAND (2012) 7:24246

Marshall S, Tardif G, Ashworth N. Local corticosteroid injection for carpal tunnel syndrome. Cochrane
Database Syst Rev. 2007(2):CD001554.

Page MJ, Massyestropp N, O'Connor D, Pitt V. Splinting for carpal tunnel syndrome. Cochrane
Database Syst Rev. 2012(7):CD010003.

Shi Q, MacDermid JC. Is surgical intervention more effective than nonsurgical treatment for carpal
tunnel syndrome? A systematic reviewdithop Surg Res. 2011;6:17.

Stark H, Amirfeyz R. Cochrane corner: local corticosteroid injection for carpal tunnel syndrome. J Hand
Surg Eur Vol. 2013;38(8):941

Royal College of Surgeotstps://publishing.rcseng.ac.uk/doi/10.1308/rcsbull.2017.28

Verdugo RJ, Salinas RA, Castillo JL, Cea JG. Surgical vessugioalitreatment for carpal tunnel
syndrome. Cochrane Database Syst Rev. 2008(4):CD001552
5 dzLJdz& (i NB y Q &ReleageyAdiitd O G dzNB

http://www.bssh.ac.uk/ userfiles/pages/files/Patients/Conditions/Elective/d
upuvytrens disease leaflet 2016.pdf

https://cks.nice.org.uk/dupuytrenslisease

Crean SM, Gerber RA, Le Graverand MP, Boyd DM, Cappelleri JC. The efficacy and safety of
fasciectomy and fasciotomy for Dupuytren's contracture in Egaoppatients: a structured review of
published studies. J Hand Surg Eur Vol. 2011;36(5%8%6

Krefter C, Marks M, Hensler S, Herren DB, Calcagni M. Complications after treating dupuytren's
disease. A systematic literature review. Hand surgery & reitetinh. 2017, 36: 32:3.
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http://www.bssh.ac.uk/_userfiles/pages/files/Patients/Conditions/Elective/d%20upuytrens_disease_leaflet_2016.pdf
https://cks.nice.org.uk/dupuytrens-disease

NICE 2004. Needle fasciotomy for Dupuytren's contracture. https://www.nice.org.uk/guidance/ipg43
6. NICE, 2017. Collagenase clostridium histolyticum for treating Dupuytren's contracture. :
https://www.nice.org.uk/guidance/ta459

Rodrigues JN, Becker GW, Ball C, Zhang W, Giele H, Hobby J, et al. Surgery for Dupuytren's contracture
of the fingers. Cochrane Database Syst Rev. 2015(12):CD010143.

Scherman P, Jenmalm P, Dahlin ltBe&year recurrence of Dupuytren's contracture after needle
fasciotomy and collagenase injection: a teentre randomized controlled trial. J Hand Surg Eur Vol.
2018;43(8):836&10.

Skov ST, Bisgaard T, Sondergaard P, Lange J. Injectable Collagenasextrsueous Needle
Fasciotomy for Dupuytren Contracture in Proximal Interphalangeal Joints: A Randomized Controlled
Trial. J Hand Surg Am. 2017;42(5):843.

Stromberg J, Ibsen Sorensen A, Friden J. Percutaneous Needle Fasciotomy Versus Collagenase
Treatment for Dupuytren Contracture: A Randomized Controlled Trial with aYieao Followup. J
Bone Joint Surg Am. 2018;100(13):13/®

van Rijssen AL, Gerbrandy FS, Ter Linden H, Klip H, Werker PM. A comparison of the direct outcomes
of percutaneous nedé fasciotomy and limited fasciectomy for Dupuytren's diseasew&&k follow
up study. J Hand Surg Am. 2006, 31:-2%7

van Rijssen AL, ter Linden H, Werker PM.-f@a results of a randomized clinical trial on treatment
in Dupuytren's disease: Pettameous needle fasciotomy versus limited fasciectomy. Plast Reconstr
Surg. 2012, 129: 4687.

Facet Joint Injections

A systematic review of therapeutic facet joint interventions in chronic spinal pain
http://www.ncbi.nlm.nih.gov/pubmed/1725603Boswell, Colson, Sehgal, Dunbar & Epter 2007

Low back pain: Early management of persistent-apacific low back pain NICE CG88
http://publications.nice.org.uk/lowbackpain-cg88

Ganglion Excision

Head L, Gencarelli JR, Allen M, Boyd KU. Wrist ganglion treatment: Systematic review and meta
analysis. J Hand Surg Am. 2015, 40:531@8.

Naam NH, Carr SB, Massoud AH. Intraneural Ganglions of the Hand and Wrist. J Hand Surg Am. 2015
Aug;40(8):16250. doi: 10.1016/j.jhsa.2015.05.025. PubMed PMID: 26213199.

http://www.bssh.ac.uk/ userfiles/pages/files/Patients/Conditions/Elective/ga nglion cyst leaflet
2016.pdf

Hip Arthroscopy

Hip Surgery Procedures for Treatment of Femoroacetabular Impingement Syndrome. Washington
Stae Health Technology Assessment. July 2011

NICE. Arthroscopic femoracetabular surgery for hip impingement syndrome. IPG 408 Sept 2011.
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http://publications.nice.org.uk/low-back-pain-cg88
http://www.bssh.ac.uk/_userfiles/pages/files/Patients/Conditions/Elective/ga%20nglion_cyst_leaflet-2016.pdf
http://www.bssh.ac.uk/_userfiles/pages/files/Patients/Conditions/Elective/ga%20nglion_cyst_leaflet-2016.pdf

Hyaluronic Acid Injections for Musculoskeletal Joint Pain (Synvisc)

NICE Clinical Guideline 17®Dsteoarthritishttp://www.nice.org.uk/quidance/cgl7{Conclusion do not offer
intraarticular hyaluronan injections for the management of osteoarthritis)

lllizarov Technique/Taylor Spatial Frame (TSF)

NHS England (2013) Service specifications for specialised orthopaedics (adult)
http://www.england.nhs.uk/wpcontent/uploads/2013/06/d10specorthopaedics.pdF

2NCE medical technology guidance (Jan 2013) ‘' EXOGEN
bone fractures with norunion or delayed healing
http://www.nice.org.uk/nicemedia/live/1408/62289/62289.pdf

Spiegelberg B et al (2010). llizarov principles of deformity correction. Annals of the Royal College of
Surgeons of England, March 2010, vol. /is. 92/2 4p1
http://www.ncbi.nIm.nih.gov/pmc/articles/PMC3025247/pdf/rcse920P01. pdf

Gubin AV, Borzunov DY, Malkova TA (2013) The llizarov paradigm: thirty years with the llizarov
method, current concerns and future research. International orthopaed8dviay 2013, 0342695
http://link.springer.com/content/pdf/10.1007%2Fs002611.3-1935 0.pdf#pagel 5. Guidance on pin
site care- Report and recommendations from the 2010 Consensus Project on Pin Site Care.
http://www.rcn.org.uk/_data/assets/pdf file/0009/413982/004137.pdf

Santy J, Vincent M and Duffield B (2009) The principles of caring for patients with Ilizarov external
fixation, Nursing Standard, 23 (26), pp-5B.

Barker KL, Lamb SE, Simpson AH (2004) Functional recovery in patients withiamotmeated with
the llizarov technique. Journal of Bone & Joint Surg@&mitish Volume, January 2004, vol. /is.
86/1(81-5) http://www.bjj.boneandjoint.org.uk/content/86B/1/81.long

Brinker MR, O'Connor DP (2007) Outcomes of tibiaturdon in older adults following treatment
using the llizarov method. Journal of Orthopaedic Trauma, October 2007isv@ll/9(63442)
http://www.ncbi.nlm.nih.gov/pubmed/17921839

Emara KM, Allam MF (2008). llizarov external fixation and then nailing in management of infected
non- unions of the tibial shaft. Jooal of Trauma, 01 September 2008, vol. /is. 65/3(683)
http://www.ncbi.nlm.nih.gov/pubmed/18784585

Rozbruch SR, Pugsley JS, Fragomen AT, Hizarov S (2008). Repair of-tibiahsamd bone efects
with the Taylor spatial frame. Journal of Orthopaedic Trauma, 01 February 2008, vol. /is. 2232(88
http://www.ncbi.nlm.nih.gov/pubmed/18349775

Saridis, A (2006) The use of the llizaratimod as a salvage procedure in infected nomon of the
distal femur with bone loss. Journal of Bone and Joint Surg@rigish Volume, Vol 88, Issue 2, 232
237 http://www.bjj. boneandjoint.org.uk/content/88B/2/232.long

American Academy of Orthopaedic Surgeons. Limb Length Discrepancy.
http://orthoinfo.aaos.org/topic.cfm?topic=A00259
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Appendix 3¢ OPCS Codes

COLORECTAL INTERVENTIONS

Surgery for Anal Fissure (Adults and Children)

H56.4 H562

Botulinum Toxin type A for Anklssure

S53.2 with X85.and 249.2H568

Haemorrhoid Surgery

H51, H511, H512 H513 H518 H519

Percutaneous Tibial Nerve Stimulation (PTNS) for
Faecal Incontinence

A704 (both permanent and 12 week trial)

Sacral Nerve Stimulation (SNS) Adults with
FaecaRetention

A701, A704

DERMATOLOGY INTERVENTIONS

Hair Loss Treatments

S21.1, S21.2, S21.8, S21.98.$3533.2, S33.3, S33.§
S33.9

Tattoo Removal

S06.1, S06.2, S09.1, S09.2, S10.8, 3609 H02,
S05% S06*

EAR, NOSE AND THROAT INTERVENTIONS

Adult Snoring Surgery in the absence of Obstructiv( F325 F326 F328
Sleep Apnoea (OSA)
Botulinum toxin type A for Spasmodic Dysphonia | E381

Grommets for Glue Ear in Children

D153 D158 D159

Irrigation of the external Auditory Canal

Primary procedureode D071

Rhinoplasty/Septorhinoplasty/Septoplasty

E02.3, E02.4, E02.5, EQEBG28 EO73 E022 E027
E029 EO36 EO37 EO071 E072 E07§ EO79

Tonsillectomy

F34.1, F34.2, F34.3, F34.4, F34.5, F34.6, F34.7, F
F34.9,

ENDOCRINE INTERVENTIONS

Botulinum toxin type A for Hyperhidrosis E381
Continuous Glucose Monitoring System (CGMS) | n/a
Endoscopic Thoracic Sympathectomy A752
Flash Glucose Monitoring (FGM) Systems such as| n/a

Freestyle Libré

Hair Removal for Hirsuitism

S$60.6, S60,%608

FERTILITY INTERVENTIONS

Reversal of Sterilisation

Q29.1, Q29.2, Q29.8, Q29.9 Q30.3, Q37.1, Q37.8,
Q37.9. N18.1, N18.2, N18.8, N18.9

Vasectomy under GA

N17.1, N17.2, N17.8, N1/MNL7*

GENERAL SURGERY

Cholecystectomy

J181J182J183J184J185J188J189

GYNAECOLOGY INTERVENTIONS

Dilation and Curettage (D&C) for Heavy Menstrual | Q10.3

Bleeding

Elective Caesarean Section (rdimical reasons) R17*

Hysterectomy for Heavy Menstrual Bleeding Q071, Q072 Q073 Q074 Q075 Q076 Q078 Q079
Q081, Q082 Q083 Q088 Q089

Labiaplasty/Vaginaplasty

P05.5, P05.6, P05.P213 P214 P215P21§ P219

Mental Health

Referral to Specialist Chronic Fatigue Services

n/a
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MINOR SURGERY PROCEDURES

Benign Skin LesiorsSurgical Removal

S05.1, S05.2, S05.3, S05.4, S05.5, S05.8, S05.9,
S06.2, S06.3, S06.4, S06.5, S06.8, S06.9, S08.1,
S08.3, S08.8,508.9, S09.1, S09.2, S09.3, S09.8, S
S10.1, S10.2, S10.3, S10.8, S10.9, S11.1, S11.2, §
S11.4, S11.8, S11.9, D02.1, FA23b3, C101, D022,

D028, D029, E091, E096, FO22, FO28, FO29, S066
S067, S105, S115, E092

q
v
q
v

Chalazia Removal

C12*

Eyelid Surgery Ectropian, Entropian and Epithoria

C12% C15% C16* C17% C253 C254 C251 C252

NEUROLOGICAL AND PAIN INTERVENTIONS

Botulinum toxin type A for Chronic Migraine

X85.1, S532

Extra Corporeal Shockwave Therapy (ESWT)

T748 (ankle), T748 (elbow), T578 (heel), T628 (hip
T745 (shoulder)

FES (including wireless and implantable)

A70.1,A70.7 A704

Sativex Delta9 Tetrahydrocannabinol and
Cannabidiol Ocomucosal Spyay

n/a

Spinal Injections of Local Anaesthetic and Steroid i
people with NonSpecific Low Back Pain without
Sciatica

A521, A522A735 V544 X306 X308 X309 X379
X382 W903 W904 X305 V623 V633 A528 A529
A577, A735

OPHTHALMOLOGY INTERVENTIONS

Cataract Surgery (including Second Eye Cataracts

C75% C71* C72% C73*% C74*

Corrective Suigery, Lensimplantsand Lagr
Treatment for Refractive error (short or long
sightedness, astigmatism)

C44* C45% C46*

Intravitreal Therapies for Eye Disease C794

Photodynamic Therapy (PDTjor CSR C88.2
ORTHOPAEDIC INTERVENTIONS

Arthroscopic Lavage and Debridement W85.2
Arthroscopic Shoulder Decompression for 029.1

Subacromial Shoulder Pain

Bunion Surgery

W15* W59* W79* W03*, W083 W131, W132,
W133 W144 W44*, W571, W572 W578

Carpal Tunnel Syndrome Release

A65.1 A659

Dupuytren’s Co-tAtlutsact ur e

(Surgery)rs521, T522, T525, T526, T5¢ACH
Injections) T578

Facet Jointnjections V544

Ganglion Excision T592 T602 T594 T604

Hip Arthroscopy W83* W84*, Y767 withz843
Hyaluronic Acid Injections for Musculoskeletal Join{ W903

Pain (Synvisc)

lllizarov Technique/Taylor Spatial Frame (TSF) W304

Knee Arthroscopy W852

Trigger Finger/Thumb Surgery

T711,T723,T744

OTHER

Open and WiddBore Magnetic Resonance Imaginin

(MRI) Scanning

n/a
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PLASTIC SURGERY INTERVENTIONS

Abdominoplasty/Apronectomy

S02.1, S02.2, S02.8, S02.9

Blepharoplasty

C13.1, C13.2, C13.3, C1¥43.8,C13.9

Breast Surgery (Asymmetry, Reduction,
Enlargement, Revisional and Implant
Replacement)

B30.1, B30.2, B30.3, B30.4, B30.8, B30.9, B31.1,
B31.2, B31.3, B37.B318 B319 B351, B352 B353
B354 B355 B35 B35§ B359 B275

Cleft EarlobeSurgery D062

Face, Neck and Brow Lifts S01.1, SQ2, S01.3, S01.4, S01.5, S01.6
Gynaecomastia B31.1B275

Liposuction S62.1 S62.2

Pinnaplasty D03.3

Scar Revision and Skin Resurfacing

S10.3, S11.3, S60.1, S6G9.1, S09,560.4

Surgical Fillers

S534

RESPIRATORY INTERVENTIONS

Sleep Study, Trial and Continuous Positive U331,E913
Airway Pressure (CPAP) for Obstructive

Sleep Apnoea

UROLOGICAL INTERVENTIONS

Botox for Overactive Bladder M43.4
Circumcision (Male Adults and Children) N30.3
Epididymal Cyst Surgery N15.3

Hydrocele Correction T193

Penile Implants N29.1
Percutaneous Tibial Nerve Stimulation (PTNS) for | A704

Urinary Incontinence

Sacral Nerve Stimulation (SNS) Female A701 A704 A707
Adults with Urinary Retention

Sacral Nerv&timulation (SNS) Male Adults A701 A704 A707
with Urinary Retention

Varicoceles N192
VASCULAR INTERVENTIONS

Resperate © (Intercure Ltd.) n/a

Varicose Veins (G06)

L83.2-1.88.91.841 1.842 L843 L844 L.845 1846
L848 L849 1851 1.852 1853 L858 L859 L861, L862
L868§ L869L8711L872L873L874L875L876L877
L878L879 L881 1882 L8831L889 L841 1842
L8431.844 184518461848 1849 L851, L852 L853
L858 18591861 L862 L86§1L.869L871 L872L873
L87418751L876L877 L878L8791L88] L882L883
L889 1841 L842 18431844 L845184618481849
L851 L852 L853L.858L859 L861,L.862 L868 L869
L871L8721L8731L874L875L876L877L878§L879
L881, 1.882 L.883 L889
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