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Introduction

The Cheshire and Merseyside CCGs are legally obligedto hawve in place and publish arrangements for making decisions and adopting policies on whether particular
health care intenentions are to be made available in Cheshire and Merseyside. This documentis intended to be a statement of such arrangements made by the
Cheshire and Merseyside CCGs and act as a guidance document for patients, clinicians and other referrers in primary and secondary care. It sets out the eligibility
criteria under which Cheshire and Merseyside CCGs will commission the senice, either via existing contracts or on an individual basis. It gives guidance to referrers on
the policies of the CCGs in relation to the commissioning of procedures of low clinical priority, thresholds for certain treatment and those procedures requiring individual
approval.

In making these arrangements, the Cheshire and Merseyside CCGs hawe had regard to relevant law and guidance, including their duties under the National Health
Senice Act 2006, the Health and Social Care Act 2012 and the National Health Senice Commissioning Board and Clinical Commissioning Groups (Responsibilities and
Standing Rules) Regulations 2012; the Joint Strategic Needs Assessment; and relevant guidance issued by NHS England.

The Cheshire and Merseyside CCGs hawe a duty to secure continuous improvement in the quality of senices and patient outcomes, but are also under a duty to
exercise their functions effectively, efficiently and economically. Therefore, health benefits must be maximised from the resources available. As new senices become
available, demand increases and procedures that give maximum health gain must be prioritised. This means that certain procedures will not be commissioned by CCGs
unless exceptional clinical grounds can be demonstrated. The success of the scheme will depend upon commitment by GPs and other clinicians to restrict referrals
falling outside this protocol.

The NHS Standard Contract requires that the provder must manage referrals in accordance with the terms of any Prior Approval Scheme. If the provider does not
comply with the terms of any Prior Approval Scheme in providing a senice, the commissioners will not be liable to pay for that senice.

CCGs will not pay for activity unless it meets the criteria set out in the document or individual approval has been given and the Referral and Approval Process as set out
has been followed. This prior approval scheme will be incorporated into all NHS standard NHS contracts agreed by CCGs. Compliance with this policy will be monitored
via regular benchmarking reports and case note audits.

To support this approach a set of Core Clinical Eligibility Criteria have been developed and are set out below; patients may be referred in accordance with the referral
process ifthey meet these criteria. In some limited circumstances, a ‘Procedure of Lower Clinical Priority’ (PLCP) may be the most clinically appropriate intervention for
apatient. Inthese circumstances, agreed eligibility criteria have been established and these are explained. Ifthe later sections of the document, if the criteria are met
the procedure will be commissioned by the CCG.

Core Clinical Eligibility

Patients may be referred in accordance with the referral process where they meet any of the following Core Clinical Eligibility criteria:

All NICE Technology Appraisals will be implemented.



In cancer care (including but not limited to skin, head and neck, breast and sarcoma) any lesion that has features suspicious of malignancy, must be referred to an
appropriate specialist for urgent assessment under the 2 week rule.

Reconstructive surgery post cancer or trauma including burns.



Congenital deformities: Operations on congenital anomalies of the face and skull are usually available on the NHS. Some conditions are considered highly specialised
and are commissioned in the UK through the National Specialised Commissioning Advisory Group (NSCAG). As the incidence of some cranio-facial congenital
anomalies is small and the treatment complex, specialised teams, working in designated centres and subject to national audit, should carry out such procedures.

Tissue degenerative conditions requiring reconstruction and/or restoring function e.g. leg ulcers, dehisced surgical wounds, necrotising fascittis.
Any patient who needs urgent treatment will always be treated.

No treatment is completely ruled out if an individual patient’s circumstances are exceptional. Requests for consideration of exceptional circumstances should be made to
the patient’s responsible CCG — see the exceptionality criteria in this policy and the contact details at Appendix 1.

Children under 16 years are eligible for surgery to alter appearance, improwve scars, excise facial or other body lesions, where such conditions cause obvious
psychological distress.

Referral & Approval Process
Intenentions specified in this document are not commissioned unless clinical criteria are met, except in exceptional circumstances. Where clinical criteria are met
treatment identified will form part of the normal contract activity.

If a General Practitioner/Optometrist/Dentist considers a patient might reasonably fulfil the eligibility criteria for a Procedure of Lower Clinical Priority, as detailed in this
document (i.e. they meet the specific criteria listed for each treatment) the General Practitioner/Optometrist/Dentist should follow the process for referral. If in doubt
ower the local process, the referring clinician should contact the General Practitioner. Failure to comply with the local process may delay a decision being made. The
referral letter should include specific information regarding the patient’s potential eligibility.

Diagnostic procedures to be performed with the sole purpose of determining whether or not a Procedure of Lower Clinical Priority is feasible should not be carried out
unless the eligibility criteria are met or approval has been given by the CCG or GP (as set out in the approval process of the patients responsible CCG) or as agreed by
the CCG as an exceptional case.

The referral process to secondary care will be determined by the responsible CCGs. Referrals will either:
Hawe received prior approval by the CCG.

OR

Clearly state how the patient meets the criteria.

OR

Be for a clinical opinion to obtain further information to assess the patient’s eligibility.

GPsshould not refer unlessthe patient clearly meetsthe criteriaasthis can raise unrealistic expectations for the patient and lead to disappointment. In
caseswherethere may be an element of doubt the GP should discussthe case withthe IFR Team in thefirstinstance.



If the referral letter does not clearly outline how the patient meets the criteria, then the letter should be returned to the referrer for more information and the CCG notified.
Where a GP requests only an opinion the patient should not be placed on a waiting list or treated, but the opinion given to the GP and the patient returned to the GP’s
care, in order for the GP to make a decision on future treatment.

The secondary care consultant will also determine whether the procedure is clinically appropriate for a patient and whether the eligibility criteria for the procedure are
fulfilled or not, and may request additional information before seeing the patient. Patients who fulfil the criteria may then be placed on a waiting list according to their
clinical need. The patient’s notes should clearly reflect exactly how the criteria were fulfilled, to allow for case note audit to support contract management. Should the
patient not meet the eligibility criteria this should be recorded in the patient’s notes and the consultant should return the referral back tothe GP with a copy to the CCG,
explaining why the patient is not eligible for treatment.

Should a patient not fulfil the clinical criteria but the referring clinician is willing to support the application as clinically exceptional, the case can be referred to the IFR
Team for assessment contact details for the IFR team can be found in Appendix 1.

Exceptionality
In dealing with exceptional case requests for an intervention that is considered to be a poor use of NHS resources, the Cheshire & Merseyside CCGs have endorsed
through the CCG Alliance the following description of exceptionality contained in a paper by the NW Medicines and Treatment G roup:

The patient has a clinical picture that is significantly different to the general population of patients with that condition and as aresult of that difference; the patient is
likely to derive greater benefit from the intervention than might normally be expected for patients with that condition.

The Cheshire & Merseyside CCGs are of the opinion that exceptionality should be defined solely in clinical terms. To consider social and other non-clinical factors
automatically introduces inequality, implying that some patients have a higher intrinsic social worth than others with the same condition. It runs contrary to a basic tenet
of the NHS namely, that people with equal need should be treated equally. Therefore non-clinical factors will not be considered except where this policy explicitly
provides otherwise.

In essence, exceptionality is a question of equity. The CCG must justify the grounds upon which it is choosing to fund treatment for a particular patient when the
treatment is unavailable to others with the condition.

Psychological Distress
Psychological distress alone will not be accepted as a reason to fund surgery except where this policy explicitly provides otherwise. Psychological assessment and
intervention may be appropriate for patients with severe psychological distress in respect of their body image but it should not be regarded as a route into aesthetic

surgery.

Unless specifically stated otherwise in the policy, any application citing psychological distress will need to be considered as an IFR. Only very rarely is surgical
intervention likely to be the most appropriate and effective means of alleviating disproportionate psychological distress. In these cases ideally an NHS psychologist with
expertise in body image or an NHS Mental Health Professional (depending on locally available senices) should detail all treatment(s) previously used to
alleviate/improve the patient’s psychological wellbeing, their duration and impact. The clinician should also provide evidence to assure the IFR Panel that a patient who
has focused their psychological distress on some patrticular aspect of their appearance is at minimal risk of having their coping mechanism remowved by inappropriate
surgical intervention.
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6. Personal Data(includingphotographs)
In making referrals to the IFR Team, clinicians and other referrers in primary and secondary care should bear in mind their obligations under the Data Protection Act
1998 and their duty of confidence to patients. W here information about patients (including photographs) is sentto the IFR Team and is lost or inadvertently disclosed to
a third party before it is safely received by the IFR Team, the referrer will be legally responsible for any breach of the Data Protection Act 1998 or the law of confidence.

Therefore, please consider taking the following precautions when using the Royal Mail to forward any information about patients including photographic evidence:
Clearly label the enwelope to a named individual i.e. first name & surname, and job title.

Where your contact details are not on the items sent, include a compliment slip indicating the sender and their contact details in the event of damage to the envelope or
package.

Use the Royal Mail Signed for 1st Class senice, rather than the ordinary mail, to reduce the risk of the post going to the wrong place or getting lost.

Information in Payment: Costs incurred for photographic evidence will be the responsibility of the referrer. Photographic evidence is often required in cases which are
being considered on exceptionality. They are reviewed by clinical member/s of the IFR team only.

7. MedicinesManagement

Prior approval for treatment should always be sought from the responsible Medicine Management Team when using medicines as follows:

1 Any new PbR excluded drug where the drug has not yet been approved/prioritised for use in agreement with the local CCG.

1 Any existing PbR excluded drugs to be used outside of previously agreed clinical pathways/indication.

1 Any PbR excluded drugs that are being used out with the parameters set by NICE both in terms of disease scores or drug use. It must not be assumed that a new
drug in the same class as one already approved by NICE can be used, this must be subjectto the process in Point 1.

1 Any drug used out with NICE Guidance (where guidance is in existence).

1 Any proposed new drug/new use of an existing drug (whether covered by NICE or PBR excluded or not) should first be approved by the relevant Area Medicines
Management Committee, and funding (where needed) agreed in advance of its use by the relevant CCG.

1 Any medicines that are classed by the CCG as being of limited clinical value.

1 Any medicines that will be supplied via a homecare company agreement.

The Clinical Commissioning Group does not expectto provide funding for patients to continue treatment commenced as part of a clinical trial. This is in line with the
Medicines for Human Use (Clinical Trials) Regulations 2004 and the Declaration of Helsinki which stipulates that the responsibility for ensuring a clear exit strategy from
atrial, and that those benefiting from treatment will have ongoing access to it, lies with those conducting the trial. This responsibility lies with the trial initiators
indefinitely.

NOTE: Funding for all solid and haematological cancers are now the responsibility of NHS England.

Conditions & Interventions: The conditions & interventions have been broken down into speciality groups.
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GPsshould only refer if the patient meets the criteria set out or individual approval has been given by the CCG as set outin the CCG& process as explained
above. Requestsfor purely cosmetic surgery will not be considered except where this policy explicitly provides otherwise. Patients meeting the core

clinical eligibility criteria set out above can bereferred, all other referrals should be made in accordance with the specified criteriaand referral process. The
CCG may request photographic evidence to support a request for treatment.

From time to time, CCGs may need to make commissioning decisions that may suspend some treatments/criteria currently specified within this policy.
Evidence

At the time of publication the evidence presented was the most current available. W here reference is made to publications over five years old, this still represents the
most up to date view.
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Treatment/

Exceptionality - Prior Approval -

Procedure Criteria Evidence Comments
1. Complementary Therapies
1.1 Complementary Not routinely commissioned unless Complementary and alternative medicine — NHS Choices 2012. Indivdual CCG
Therapies recommended by NICE guidance. addendums apply.
http://www. parliament. uk/business/committees/committees-a-
z/commons-select/science-and-technology-
committee/inquiries/homeopathy-/
2. Dermatology
2.1 Skin Resurfacing Only be commissioned in the following Modernisation Agency’s Action on Plastic Surgery 2005.
Techniques circumstances: Heedersdal, M., Togswerd-Bo, K., & Wulf, H. (2008). Evidence-
(including laser based review of lasers, light sources and photodynamic therapy in
dermabrasion and Sewere scarring following: the treatment of acne wilgaris. Journal of the European Academy
chemical peels) 9 Acne once the active disease is controlled. of Dermatology and Venereology, 22, 267—-78.
1 Chicken pox.
OR Department of Dermatology, Bispebjerg Hospital, University of
{ Trauma (including post-surgical). Copenhagen, Copenhagen, Denmark. Collated on NHS evidence
website suggests that short-term efficacy from optical treatments
Procedures will only be performed on the head for acne wilgaris with the most consistent outcomes for PDT.
and neck area. www.evidence.nhs.uk
Non-core procedure Interim Gender Dysphoria Klllt—?srm[; thandotla_r Et)ys_phori? Prcitocol & Senice Guidelines 2013/14.
. Y ngland interim protoco
Protocol & Senice Guidelines 2013/14. NHS England (2013)
\é\égfégrtiz(feprt%\f'e?gthgﬁg-ggﬁy ?grr?ri\g?; ::n t Pages 13 & 14 describe non-core NHS England & CCG
funding through the CCG; the GIC should commissioning responsibilites.
endeawour to work in partnership with the CCG.
2.2 Surgical or Laser Will be commissioned in any of the following Procedures of Limited Clinical Effectiveness Phase 1 -

Therapy Treatments
for Minor Skin Lesions
e.g. benign pigmented
moles, milia, skin tags,
keratoses (basal cell
papillomata),
sebaceous cysts,
corn/callous
dermatofibromas,
comedones,
molluscum
contagiosum chalazion

circumstances:

9 Symptomatic e.g. ongoing pain or functional
impairment.

T Risk of infection.

9 Significant facial disfigurement.

9 Allvascular lesions on the face except benign,
acquired vascular lesions such as thread
\eins.

Consolidation and repository of the existing evdence-base -
London Health Observatory 2010.

Modernisation Agency’s Action on Plastic Surgery 2005.

Health Commission Wales. 2008 Commissioning Criteria — Plastic
Surgery. Procedures of Low Clinical Priority/ Procedures not
usually available on the National Health Senice

Uncomplicated
benign skin
lesions should
NOT be referred.

Send suspected
malignancy on
appropriate
pathway.

Consider if benefit
outweighs risk
associated with

surgery.

13



http://www.nhs.uk/LiveWell/complementary-alternative-medicine/Pages/complementary-and-alternative-medicine.aspx
http://www.parliament.uk/business/committees/committees-a-z/commons-select/science-and-technology-committee/inquiries/homeopathy-/
http://www.parliament.uk/business/committees/committees-a-z/commons-select/science-and-technology-committee/inquiries/homeopathy-/
http://www.parliament.uk/business/committees/committees-a-z/commons-select/science-and-technology-committee/inquiries/homeopathy-/
http://www.evidence.nhs.uk/
http://www.england.nhs.uk/wp-content/uploads/2013/10/int-gend-proto.pdf
http://www.lho.org.uk/Download/Public/16352/1/Consolidation%20of%20evidence%20base%20FINAL%20_2_.pdf
http://www.lho.org.uk/Download/Public/16352/1/Consolidation%20of%20evidence%20base%20FINAL%20_2_.pdf
http://wales.gov.uk/dhss/publications/healthcommission/policies/plasticsurgery/plasticsurgerye.pdf
http://wales.gov.uk/dhss/publications/healthcommission/policies/plasticsurgery/plasticsurgerye.pdf
http://wales.gov.uk/dhss/publications/healthcommission/policies/plasticsurgery/plasticsurgerye.pdf

Consider primary
care or community
senice.

2.3

Surgical Treatment for
Removal of Lipomain
Secondary Care.

Will only be commissioned where severely
functionally disabling and/ or subject to repeated
trauma due to size and/or position.

Lipomas that are under 5cms should be
obsened only unless the abowe applies.

Noninvasive lipoma size reduction using high-intensity focused
ultrasound — Dermatologic Surgery 2013 Oct;39(10):1446-51.

Lipomas located
on the body that
are over 5cms in
diameter, orin a
sub-fascial
position, which
hawe also shown
rapid growth and
are painful should
be referred to an
appropriate skin
cancer clinic.

2.4

Treatments for Skin
Pigment Disorders

NHS Cosmetic Camouflage is commissioned.

This is provded by Changing Faces formerly the
Red Cross.*

Non-core procedure Interim Gender Dysphoria
Protocol & Senice Guidelines 2013/14.

Where the provision of “non-core” surgeries is
appropriate, the GIC should apply for treatment
funding through the CCG; the GIC should
endeawour to work in partnership with the CCG.

http://www.changingfaces.org.uk/Skin-Camouflage

Interim Gender Dysphoria Protocol & Senice Guidelines 2013/14.

NHS England interim protocol
NHS England (2013).

Pages 13 & 14 describe non-core NHS England & CCG
commissioning responsibilities.

Initially the
recommended
NHS suitable
treatment for hypo
— pigmentation is
biopsy of
suspicious lesions
only.

Accesstoa
qualified
camouflage
beautician should
be available on the
NHS for Cosmetic
Camouflage and
other skin
conditions
requiring
camouflage.

*Accessavailable
for Wirral patients
via Dermatology
Department.

2.5

Surgical/Laser
Therapy for Viral
Warts (excluding

Will be commissioned in any of the following
circumstances:

Modernisation Agency’s Action on Plastic Surgery 2005.

Nongenital warts: recommended approaches to management

Most viral warts
will clear
spontaneously or
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http://www.ncbi.nlm.nih.gov/pubmed/23866057
http://www.ncbi.nlm.nih.gov/pubmed/23866057
http://www.changingfaces.org.uk/Skin-Camouflage
http://www.england.nhs.uk/wp-content/uploads/2013/10/int-gend-proto.pdf
http://onlinelibrary.wiley.com/doi/10.1002/psb.28/abstract

Genital Warts) from

9 Sewere pain substantially interfering with

Prescriber 2007 18(4) p33-44.

following

Secondary Care functional abilities. application of
Providers ; : Health Commission W ales. 2008 Commissioning Criteria — Plastic | topical treatments.
T Per3|s.t entand spreading after 2 years and Surgery. Procedures of Low Clinical Priority/ Procedures not
refractive to_at least 3 months of primary care usually available on the National Health Senice 65% are likely to
or community treatment. disappear
1 Extensive warts (particularly in the immune- patient.co.uk/doctor/viral-warts-excluding-verrucae spontaneously
suppressed patient). within 2 years.
1 Facial warts. http://www. patient.co.uk/doctorierrucae
9 Patients with the above exceptional symptoms There are
- numerous OTC
may need specialist assessment, usually by a preparations
dermatologist. available.
Community
treatments such a
cryosurgery,
curettage,
prescription only
topical treatment
should be
considered before
referral to
secondary care.
3. Diabetes
3.1 Continuous Glucose Not routinely commissioned and only considered | Continuous glucose monitoring systems for type 1 diabetes :
Monitoring Systems for | if ALL ofthe following criteria are met; mellitus — Cochrane Database of Systematic Reviews, 2012. Ei—
Continuous Glucose PH Continuous
Monitoring in Type 1 1 Type | diabetes. Beneficial effect of real-time continuous glucose monitoring Glucose Monitors Pap
Diabetes Mellitus AND system on glycaemic control in type 1 diabetic patients: .
1 Currently on a sensor augmented continuous | systematic review and meta-analysis of randomized trials. — Ei_
subcutaneous insulin pumpin strict European Journal of Endocrinology. 2012 Apr; 166(4):567-74. PH Contiuous
accordance with NICE appraisal TAG 151. Glucose Monitors Add

AND

1 HbA:.69 mmol/l OR experiencing severe
hypoglycaemic attacks which require
intervention by a carer.

AND

9 Selected to use an approved sensor
augmented pump system of high specification
with a low Mean Absolute Relative Difference
(MARD) value.

Glycaemic control in type 1 diabetes during real time continuous
glucose monitoring compared with self-monitoring of blood
glucose: meta-analysis of randomised controlled trials using
individual patient data - BMJ. 2011; 343: d3805.

Continuous Glucose Monitoring for Patients with Diabetes —
Ontario: Health Quality Ontario, 2011.

Continuous glucose monitoring: consensus statement on the use
of glucose sensing in outpatient clinical diabetes care - British
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http://wales.gov.uk/dhss/publications/healthcommission/policies/plasticsurgery/plasticsurgerye.pdf
http://wales.gov.uk/dhss/publications/healthcommission/policies/plasticsurgery/plasticsurgerye.pdf
http://wales.gov.uk/dhss/publications/healthcommission/policies/plasticsurgery/plasticsurgerye.pdf
http://www.patient.co.uk/doctor/viral-warts-excluding-verrucae
http://www.patient.co.uk/doctor/verrucae
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD008101.pub2/abstract
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD008101.pub2/abstract
http://eje-online.org/content/166/4/567.long
http://eje-online.org/content/166/4/567.long
http://eje-online.org/content/166/4/567.long
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3131116/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3131116/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3131116/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3131116/
http://www.hqontario.ca/evidence/publications-and-ohtac-recommendations/ontario-health-technology-assessment-series/continuous-glucose-monitoring-for-patients-with-diabetes
http://www.bsped.org.uk/clinical/docs/ContinuousGlucoseMonitoring.pdf
http://www.bsped.org.uk/clinical/docs/ContinuousGlucoseMonitoring.pdf

AND

9 Managed by a recognised centre of excellence
in diabetes (currently using a minimum of 20
continuous infusion pumps per annum).

AND

9 Motivated to comply with the requirements.

1 The device should be withdrawn from patients
who fail to achiewve clinically significant
response after 6 months.

1 All cases will be subject to individual approval
by the IFR Team.

Society for Paediatric Endocrinology and Diabetes, 2009.

For further references please refer to Public Health Continuous
Glucose Monitors Paper.

ENT

Adenoidectomy

Commissioned only in either of the following
clinical situations.

In Children

For the treatment of obstructive sleep apnoea or
upper airways resistance syndrome in
combination with tonsillectomy.

In conjunction with grommet insertion where
there are significant nasal symptoms, in order to
prevent repeat grommet insertion for the
treatment of glue ear or recurrent otitis media.
Seeb5.3

Adenoidectomy is not routinely commissioned
as anisolated procedure.

http://www.journalslibrary.nihr.ac.uk/  data/assets/pdf file/0010/9

8659/FullReport-htal8050.pdf Health Technology
Assessment Volume:18 Issue: 5

Tonsillectomy and Adenoidectomy in Children with Sleep Related
Breathing Disorders — The Royal College of Anaesthetists - July
2010.

Adenoidectomy for recurrent or chronic nasal symptoms in
children
The Cochrane Library 2010.

Adenoidectomy for otitis media in children
The Cochrane Library 2010.

Updated systematic review of tonsillectomy and adenoidectomy
for treatment of paediatric obstructive sleep apnoea/hypopnea
syndrome (Structured abstract)

Centre for Reviews and Dissemination 2013.

NICE “Do not do” recommendation:

“Once a decision has been taken to offer surgical intervention for
otitis media with effusion (OME) in children, insertion of ventilation
tubes is recommended. Adjuvant adenoidectomy is not
recommended in the absence of persistent and/or frequent upper
respiratory tract symptoms.”

http://www.journalslibrary.nihr.ac.uk/  data/assets/pdf file/0004/9

8869/FullReport-htal8050. pdf

16



http://www.journalslibrary.nihr.ac.uk/__data/assets/pdf_file/0010/98659/FullReport-hta18050.pdf
http://www.journalslibrary.nihr.ac.uk/__data/assets/pdf_file/0010/98659/FullReport-hta18050.pdf
http://www.journalslibrary.nihr.ac.uk/__data/assets/pdf_file/0010/98659/FullReport-hta18050.pdf
http://nhs.us7.list-manage.com/track/click?u=1502c5fd38ca23e51175beeca&amp;id=b26066f6b6&amp;e=40b3aa05fd
http://www.rcoa.ac.uk/system/files/PUB-OSA_guidelines.pdf
http://www.rcoa.ac.uk/system/files/PUB-OSA_guidelines.pdf
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD008282/abstract
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD008282/abstract
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD007810.pub2/abstract
http://onlinelibrary.wiley.com/o/cochrane/cldare/articles/DARE-12009106203/frame.html
http://onlinelibrary.wiley.com/o/cochrane/cldare/articles/DARE-12009106203/frame.html
http://onlinelibrary.wiley.com/o/cochrane/cldare/articles/DARE-12009106203/frame.html
http://www.nice.org.uk/usingguidance/donotdorecommendations/detail.jsp?action=details&amp;dndid=181
http://www.journalslibrary.nihr.ac.uk/__data/assets/pdf_file/0004/98869/FullReport-hta18050.pdf
http://www.journalslibrary.nihr.ac.uk/__data/assets/pdf_file/0004/98869/FullReport-hta18050.pdf

Boonacker CW, Rovers MM, Browning GG, Hoes AW, Schilder
AG, Burton MJ.Adenoidectomy with or without grommets for
children with otitis media: an individual patient data meta-analysis.
Health Technology Assessment 2014;18(5)

4.2 Pinnaplasty — for May be commissioned in the following Pinnaplasty Children under the
Correction of circumstances: Department of Health (2007). age of five are
Prominent Ears usually oblivious

Surgical “correction” of prominent ear(s) only Local PCT consensus - review conducted 2007. and referrals may
when all of the following criteria are met: reflect concerns
Modernisation Agency’s Action on Plastic Surgery 2005. expressed by the
1. Referral only for children aged 5 to 18 years parents rather
at the time of referral. IPG 422: Incisionless otoplasty than the child.
NICE 2012.
AND
http://www.rcseng.ac.uk/healthcare-bodies/docs/published-
2. Withvery significant ear deformity or quides/pinnaplasty
asymmetry. Royal College of Surgeons (2013).
Patients not meeting these criteria should not be
routinely referred for surgery.
Incisionless otoplasty is not commissioned.
4.3 Insertion of Grommets | CHILDREN http://www.rcseng.ac.uk/healthcare-bodies/docs/published-

for Glue Ear
(otitis media with
effusion)

The CCG will commission treatment with
grommets/myringotomy for children with ofitis
media with effusion (OME) where:

There is a history of recurrent acute otitis media

(RAOM) defined as 3 or more acute infections in

6 months or at least 4in ayear.

OR

There has been a period of at least three

months watchful waiting from the date of

diagnosis of OME (by a GP/primary care

referrer/ audiologist/ENT surgeon).

AND

91 OME persists after three months.

AND

9 The child (who must be owver three years of
age) suffers from persistent bilateral OME with
a hearing lewel in the better ear of 25-30 dBHL
(averaged at 0.5, 1, 2 and 4kHz) or worse

guides/ome
Royal College of Surgeons (2013).

NICE Pathway — Surgical management of Otitis Media with
effusionin children
(2012).

CG60 Surgical management of children with otitis media with

effusion (OME)
(February 2008).

The advice in the NICE guideline cowers:

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

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

It does not specifically look at the management of OME in:
«Children with other syndromes (for example, craniofacial
dysmorphism or polysaccharide storage disease).
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http://webarchive.nationalarchives.gov.uk/%2B/www.dh.gov.uk/en/Publichealth/CosmeticSurgery/DH_4121419
http://www.nice.org.uk/nicemedia/live/13424/58613/58613.pdf
http://www.rcseng.ac.uk/healthcare-bodies/docs/published-guides/pinnaplasty
http://www.rcseng.ac.uk/healthcare-bodies/docs/published-guides/pinnaplasty
http://www.rcseng.ac.uk/healthcare-bodies/docs/published-guides/ome
http://www.rcseng.ac.uk/healthcare-bodies/docs/published-guides/ome
http://pathways.nice.org.uk/pathways/surgical-management-of-otitis-media-with-effusion-in-children
http://pathways.nice.org.uk/pathways/surgical-management-of-otitis-media-with-effusion-in-children
http://guidance.nice.org.uk/CG60
http://guidance.nice.org.uk/CG60

confirmed over 3 months.
OR
Persistent bilateral OME with hearing loss less
than 25-30 dBHL (averaged at 0.5, 1, 2 and
4kHz) and with significant impact on the child’s
dewelopmental, social or educational status.

Children with Downs Syndrome are normally
fitted with Hearing Aids.

Management of children with cleft palate is
under specialist supendsion.

Do not perform adenoidectomy at the same time
unless evidence of significant upper respiratory
tract symptoms see Section 5.1 Adenoidectomy.

ADULTS
Grommets in adults with OME will be funded
only in the following circumstances:

9 Significant negative middle ear pressure
measured on two sequential appointments.

AND

9 Significant ongoing associated pain.

OR

1 Unilateral middle ear effusion where a post
nasal space biopsy is required to exclude an
underlying malignancy.

«Children with multiple complex needs.

Grommets (ventilation tubes) for hearing loss associated with
otitis media with effusion in children - Cochrane Ear, Nose and
Throat Disorders Group 2010.

http://pathways.nice.org.uk/pathways/surgical-management-of-
otitis-media-with-effusion-in-children -

path=view% 3A/pathways/surgical-management-of-otitis-media-
with-effusion-in-children/assessment-and-treatment-for-children-
with-otitis-media-with-effusion-without-downs-syndrome-or-cleft-
palate.xml&content=view-node% 3Anodes-surgical-interventions

http://www.england.nhs.uk/Mwp-content/uploads/2013/11/N-
SCO015.pdf

4.4

Tonsillectomy for
Recurrent Tonsillitis
(excluding peri-
tonsillar abscess)
Adults and Children

Tonsillectomy will only be commissioned where:

1 Sewven or more well documented clinically
significant adequately treated sore throats in
the preceding year;

OR

9 Five or more such episodes in each of the
previous two years;

OR

9 Three or more such episodes in each of the
preceding three years.

Scottishintercollegiate guidelines network. Management of sore
throat and indications for tonsillectomy (April 2010) Guideline 117.

Tonsillectomy or adeno-tonsillectomy versus non-surgical
treatment for chronic/recurrent acute tonsillitis - Cochrane Ear,
Nose and Throat Disorders Group (2008).

Evidence note 23: Tonsillectomy for recurrent bacterial tonsillitis —
Health Improvement Scotland (2008).

Tonsillectomy or adeno-tonsillectomy effective for chronic and
recurrent acute tonsillitis — Cochrane Pearls 2009.

W atchful waiting is
more appropriate
than tonsillectomy
for children with
mild sore throats.
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http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD001801.pub3/abstract
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD001801.pub3/abstract
http://pathways.nice.org.uk/pathways/surgical-management-of-otitis-media-with-effusion-in-children%23path%3Dview%3A/pathways/surgical-management-of-otitis-media-with-effusion-in-children/assessment-and-treatment-for-children-with-otitis-media-with-effusion-without-downs-syndrome-or-cleft-palate.xml%26content%3Dview-node%3Anodes-surgical-interventions
http://pathways.nice.org.uk/pathways/surgical-management-of-otitis-media-with-effusion-in-children%23path%3Dview%3A/pathways/surgical-management-of-otitis-media-with-effusion-in-children/assessment-and-treatment-for-children-with-otitis-media-with-effusion-without-downs-syndrome-or-cleft-palate.xml%26content%3Dview-node%3Anodes-surgical-interventions
http://pathways.nice.org.uk/pathways/surgical-management-of-otitis-media-with-effusion-in-children%23path%3Dview%3A/pathways/surgical-management-of-otitis-media-with-effusion-in-children/assessment-and-treatment-for-children-with-otitis-media-with-effusion-without-downs-syndrome-or-cleft-palate.xml%26content%3Dview-node%3Anodes-surgical-interventions
http://pathways.nice.org.uk/pathways/surgical-management-of-otitis-media-with-effusion-in-children%23path%3Dview%3A/pathways/surgical-management-of-otitis-media-with-effusion-in-children/assessment-and-treatment-for-children-with-otitis-media-with-effusion-without-downs-syndrome-or-cleft-palate.xml%26content%3Dview-node%3Anodes-surgical-interventions
http://pathways.nice.org.uk/pathways/surgical-management-of-otitis-media-with-effusion-in-children%23path%3Dview%3A/pathways/surgical-management-of-otitis-media-with-effusion-in-children/assessment-and-treatment-for-children-with-otitis-media-with-effusion-without-downs-syndrome-or-cleft-palate.xml%26content%3Dview-node%3Anodes-surgical-interventions
http://pathways.nice.org.uk/pathways/surgical-management-of-otitis-media-with-effusion-in-children%23path%3Dview%3A/pathways/surgical-management-of-otitis-media-with-effusion-in-children/assessment-and-treatment-for-children-with-otitis-media-with-effusion-without-downs-syndrome-or-cleft-palate.xml%26content%3Dview-node%3Anodes-surgical-interventions
http://www.england.nhs.uk/wp-content/uploads/2013/11/N-SC015.pdf
http://www.england.nhs.uk/wp-content/uploads/2013/11/N-SC015.pdf
http://www.sign.ac.uk/guidelines/fulltext/117/index.html
http://www.sign.ac.uk/guidelines/fulltext/117/index.html
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD001802.pub2/abstract
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD001802.pub2/abstract
http://www.healthcareimprovementscotland.org/our_work/technologies_and_medicines/earlier_evidence_notes/evidence_note_23.aspx
http://www.cochraneprimarycare.org/sites/cochraneprimarycare.org/files/uploads/PEARLS/141_Tonsillectomy%20or%20adeno-tonsillectomy%20effective%20for%20chronic%20and%20recurrent%20acute%20tonsillitis.pdf
http://www.cochraneprimarycare.org/sites/cochraneprimarycare.org/files/uploads/PEARLS/141_Tonsillectomy%20or%20adeno-tonsillectomy%20effective%20for%20chronic%20and%20recurrent%20acute%20tonsillitis.pdf

Is commissioned if appropriate following peri-
tonsillar abscess.

Tonsillectomy is not commissioned for tonsil
stones or halitosis.

Tonsillectomy may be appropriate for significant
hypertrophy causing OSA.

Tonsillectomy is recommended for severe
recurrent sore throats in adults as abowe.

http://www.rcseng.ac.uk/healthcare-bodies/docs/published-
guides/tonsillectomy - Royal College of Surgeons (2013)

4.5 Surgical Remodelling | This is not routinely commissioned. Modernisation Agency’s Action on Plastic Surgery 2005. Correction of split
of External Ear Lobe earlobes is not
always successful
and the earlobe is
a site where poor
scar formationis a
recognised risk.
4.6 Use of Sinus X-ray Xrays of sinuses are not routinely BSACI guidelines for the management of rhinosinusitis and nasal
commissioned. polyposis
Clinical & Experimental Allergy Volume 38, Issue 2, Article first
published online: 20 DEC 2007.
NHS Choices Sinusitis
http://www.rcseng.ac.uk/healthcare-bodies/docs/published-
guides/rhinosinusitus
Royal College of Surgeons (2013).
4.7 Rhinoplasty - Surgery | This procedure is NOT available under the NHS Patients with

to Reshape the Nose

on cosmetic grounds.

1

l

Only commissioned in any of the following
circumstances:

Objective nasal deformity caused by trauma.

Problems caused by obstruction of nasal
airway.

Correction of complex congenital conditions
e.g. cleft lip and palate.

Non-core procedure Interim Gender Dysphoria
Protocol & Senice Guidelines 2013/14.

Interim Gender Dysphoria Protocol & Senice Guidelines 2013/14.

NHS England interim protocol

isolated airway
problems (in the
absence of visible
nasal deformity)
may be referred
initially to an Ear
Nose and Throat
(ENT) consultant
for assessment
and treatment.
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http://www.rcseng.ac.uk/healthcare-bodies/docs/published-guides/tonsillectomy
http://www.rcseng.ac.uk/healthcare-bodies/docs/published-guides/tonsillectomy
http://onlinelibrary.wiley.com/doi/10.1111/j.1365-2222.2007.02889.x/pdf
http://onlinelibrary.wiley.com/doi/10.1111/j.1365-2222.2007.02889.x/pdf
http://www.nhs.uk/Conditions/Sinusitis/Pages/Introduction.aspx
http://www.rcseng.ac.uk/healthcare-bodies/docs/published-guides/rhinosinusitus
http://www.rcseng.ac.uk/healthcare-bodies/docs/published-guides/rhinosinusitus
http://www.england.nhs.uk/wp-content/uploads/2013/10/int-gend-proto.pdf

W here the provision of “non-core” surgeries is
appropriate, the GIC should apply for treatment
funding through the CCG; the GIC should
endeawour to work in partnership with the CCG.

NHS England (2013)

Pages 13 & 14 describe non-core NHS England & CCG
commissioning responsibilities.

4.8

Surgery of Laser
Treatment of
Rhinophyma

Not routinely commissioned.

Nuances in the management of rhinophyma
Facial Plastic Surgery, 2012 Apr;28(2):231-7.

http://www. patient.co. uk/doctor/Rosacea-and-Rhinophyma.htm

http://www.nhs.uk/Conditions/Rosacea/Pages/Treatment.aspx

The first-line
treatment of this
condition of the
nasal skinis
medical. Howewver
response is poor.

Sewere cases that
do not respond to
medical treatment
may be
considered for
surgery or laser
treatment in
exceptional
circumstances.

Equipment

Use of Lycra Suits

Lycra Suits are not normally commissioned for
postural management of cerebral palsy.

Evidence does not support routine
commissioning of Lycra suits in the
management of Cerebral Palsy.

What is the clinical and cost effectiveness of dynamic elastomeric
fabric orthoses (DEFOs) for cerebral palsy?
Health Improvement Scotland, May 2013.

For further references please refer to Public Health Lycra Suits
Paper.

Any application for
exceptional
funding should
include a
comprehensive
assessment of the
child's postural
management
needs with clear
outcome goals
and time frames.

Public Health
Recommendation:

Current evidence
does not support
routine
commissioning of
Lycra suits inthe
management of

20



http://www.ncbi.nlm.nih.gov/pubmed/22562574?dopt=Abstract
http://www.patient.co.uk/doctor/Rosacea-and-Rhinophyma.htm
http://www.nhs.uk/Conditions/Rosacea/Pages/Treatment.aspx

Cerebral Palsy.

Lycra suit orthoses
for cerebral palsy

should be
assigned low
priority.
Indivdual CCG
addendums apply.
PH Lycra Suits
Paper. pdf
6. Fertility
6.1 Infertility Treatment for | See Cheshire & Merseyside Infertility Policy. CG156 Fertility: Assessment and treatment for people with fertility | Individual CCG
Subfertility e.g. problems — NICE 2013. addendums apply.
medicines, surgical
procedures and Contraception — sterilization — NICE Clinical Knowledge
assisted conception. Summaries 2012
This also includes http://cks.nice.org.uk/contraception-sterilization#!scenario
reversal of vasectomy
or female sterilisation
7. General Surgery
7.1 Haemorrhoidectomy - | Surgery commissioned for symptomatic: Haemorrhoidal artery ligation There is some

Rectal Surgery:
&

Removal of
Haemorrhoidal Skin
Tags

1 Grade lll and IV haemorrhoids.

1 Grade | or Il haemorrhoids if they are large,
symptomatic, and have not responded to the
following non-surgical or out-patient
treatments:-

O OO Oo0Oo

o

Diet modification to relieve constipation.
Topical applications.

Stool softeners and laxatives.

Rubber band ligation.

Sclerosant injections.

Infrared coagulation.

9 Surgical treatment options include: -

0]
0]

Surgical excision (haemorrhoidectomy).
Stapled haemorrhoidopexy.

NICE 2010.

TAG128: Stapled haemorrhoidopexy for the treatment of
haemorrhoids
NICE 2007.

BMJ2008. Clinical Review: Management of Haemorrhoids. Austin
G Acheson, John H Scholefield, BMJ 2008; 336:380.

Stapled versus conventional surgery for haemorrhoids —
Cochrane Colorectal Cancer Group 2008.

Long-term Outcomes of Stapled Hemorrhoidopexy vs
Conwentional HemorrhoidectomyA Meta-analysis of Randomized
Controlled Trials —

JAMA Surgery March 16, 2009, Vol 144, No. 3.

evidence of longer
term efficacy of
conwventional
haemorrhoidectom
y ower stapled
procedure.

Short term efficacy
and cost
effectiveness is
similar.
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http://publications.nice.org.uk/fertility-cg156
http://publications.nice.org.uk/fertility-cg156
http://cks.nice.org.uk/contraception-sterilization%23!scenario
http://www.nice.org.uk/nicemedia/live/12236/48673/48673.pdf
http://www.nice.org.uk/nicemedia/pdf/ta128guidance.pdf
http://www.nice.org.uk/nicemedia/pdf/ta128guidance.pdf
http://www.bmj.com/content/336/7640/380
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD005393.pub2/abstract%3Bjsessionid%3D481DE508624F98B63D6499689B8B08CE.f03t01
http://archsurg.jamanetwork.com/article.aspx?articleid=404710
http://archsurg.jamanetwork.com/article.aspx?articleid=404710
http://archsurg.jamanetwork.com/article.aspx?articleid=404710

o Haemorrhoidal artery ligation.

Removal of skin tags is notroutinely
commissioned.

Practice parameters for the management of hemorrhoids —
Agency for Health Care Research and Quality (2010) US.

Management of haemorrhoids
BMJ 2008;336:380.

Haemorrhoids

NICE Clinical Knowledge Summaries 2012
http://cks.nice.org.uk/#azTab
http://www.rcseng.ac.uk/healthcare-bodies/docs/published-
quides/rectal-bleeding

Royal College of Surgeons (2013).

7.2 Surgery for Treatment | Surgery: not commissionedif no symptoms, A systematic review on the outcomes of correction of diastasis of | Diastasis of the
of Asymptomatic easily reducible (i.e. can be ‘pushed back in’) the recti recti are unsightly
Incisional and Ventral | and not at significant risk of complications. Hernia, December 2011, Volume 15, Issue 6, pages 607-614, but do not carry a
Hernias Hickey et al. risk of

complications and
Surgical correction of | Surgical repair is not routinely commissioned. surgical results
Diastasis of the Recti can be imperfect.

7.3 Surgery for This procedure is not routinely commissioned. http://www.rcseng.ac.uk/healthcare-bodies/docs/published- This procedure is
Asymptomatic guides/gallstones considered a Low
Gallstones Royal College of Surgeons (2013). clinical priority for

asymptomatic
gallstones.
Asymptomatic
gallstones are
usually diagnosed
incidentally when
they are seen on
imaging which is
done for unrelated
reasons.

7.4 Lithotripsy for Lithotripsy not routinely commissioned. Lithotripsy rarely
Gallstones performed as rate

recurrence high.

8. Gynaecology

8.1 Surgical Procedures — | Hysterectomy not commissioned unless all of CG44 Heaw menstrual bleeding: full guideline

for the Treatment of
Heaw Menstrual
Bleeding

Hysterectomy

the following requirements have been met:

9 An unsuccessful trial with a levonorgestrel
intrauterine system (e.g. Mirena) unless
medically contra-indicated or the woman has

NICE 2007.

0QS47 Heaw Menstrual Bleeding
NICE 2013.

22



http://www.guideline.gov/content.aspx?f=rss&amp;id=36076
http://www.bmj.com/content/336/7640/380.full
http://cks.nice.org.uk/#azTab
http://www.rcseng.ac.uk/healthcare-bodies/docs/published-guides/rectal-bleeding
http://www.rcseng.ac.uk/healthcare-bodies/docs/published-guides/rectal-bleeding
http://link.springer.com/article/10.1007/s10029-011-0839-4/fulltext.html
http://link.springer.com/article/10.1007/s10029-011-0839-4/fulltext.html
http://www.rcseng.ac.uk/healthcare-bodies/docs/published-guides/gallstones
http://www.rcseng.ac.uk/healthcare-bodies/docs/published-guides/gallstones
http://publications.nice.org.uk/heavy-menstrual-bleeding-cg44
http://publications.nice.org.uk/heavy-menstrual-bleeding-qs47

made an informed choice not to use this

treatment.

9 The following treatments hawe failed, are not
appropriate or are contra-indicated in line with
NICE guidance.

o0 Tranexamic acid or nonsteroidal anti-
inflammatory drugs or combined oral
contraceptives.

o Norethisterone (15mg) daily from days 5 to
26 of the menstrual cycle, or injected long-
acting progestogens.

o0 Endometrial ablation has been tried (unless
patient has fib