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Introduction
Scope: This policy describes the exclusions and access criteria in respect of low priority treatments and procedures and its application in accordance to both the clinical and administrative adherence protocols detailed in this policy.
This policy does not apply to cosmetic treatments and procedures which are covered by a separate policy (see Aesthetic Surgery Guidelines and Commissioning Policy).
There is a need for equity and fairness across the Primary Care Trust (PCT) in respect of access to NHS funding, but also a need to ensure that clinical treatments are provided within the context of the needs of the overall population and evidence of clinical and cost effectiveness.
The PCT has developed this policy with lead clinicians in respective specialist areas in both primary and secondary care, as well as benchmarking against the many other PCTs’ policies across the country.  This piece of work highlighted the need to develop a local policy and also revealed that more interventions have been excluded from routine funding in the light of emerging evidence of clinical and cost effectiveness. 

In general, commissioners, General Practitioners, service providers and clinical staff treating residents of Dudley, will be expected to implement this policy.  Provision exists for the assessment of the exceptional circumstances of an individual patient by our Exceptional Treatment Request Team, which are likely to occur infrequently.  In addition, an appeals process is in place.  This is explained in detail to the individual patient and their doctor, including the contact name and address, when the decision following the initial assessment of exceptional circumstances is communicated to them.  

There is no blanket ban on any of the procedures. As with other commissioning policies, exceptional cases will be considered by Dudley PCT’s Exceptional Treatment Approval Panel (ETAP).  



This policy will be reviewed annually or more often if evidence changes.



.








Implementation Process

Patients with the following problems/conditions should only be referred to a Consultant/Specialist after a clinical assessment is made by the GP and there is a symptomatic or functional requirement for surgery. 

GPs wishing to seek a specialist opinion for patients who fall into this policy should ensure that when making a referral to secondary care the basic clinical information is included in the referral letter that assures that the patient has been assessed in line with this policy.

GPs wishing to seek a specialist opinion for patients who meet this policy criterion will need to fill in a short form that highlights that they are referring in line with this policy for a specialist opinion (please refer to appendix 1) or include this text in the narrative of the referral letter.  GPs are also required to include the basic clinical information that assures that the patient has been assessed in line with this policy.

Consultants in secondary care and provider finance departments need to be aware that the PCT will not pay for the procedures listed in this policy unless they meet the criteria outlined in this policy.

This is not a blanket ban.  The PCT recognises there will be exceptional, individual or clinical circumstances when funding for treatments designated as low priority will be appropriate.
Individual treatment requests should only occur in exceptional circumstances where the patient does not meet the core criteria.  In this instance the completion of an Exceptional Treatment Request is required.  Exceptional Treatment Request cases where referral on the NHS is being requested should be sent to:
Exceptional Treatment Requests Manager
Contracts Department
Dudley PCT
Dudley
DY2 8PP
Note to service providers:  If treatment is authorised, the relevant receiving Acute Trust/ service provider will be formally notified, in writing of PCT approval.  No treatment should be commenced without formal PCT authorisation.  Failure to adhere to this guidance will result in a refusal to pay for treatment.
Monitoring
Monitoring will be through the audit of a sample of cases where surgery has occurred, to ensure that those cases met the criteria in this policy.  Should surgery have been undertaken on patients who did not meet the criteria then there will be a financial penalty for the provider.
An audit will be carried out in October and April each year to review a sample of activity in the previous 6 months. For each procedure, if a percentage of the activity audited is found to contravene the policy then that percentage of all activity within this procedure will be refunded to the PCT. This adjustment will be made in a subsequent month via the monthly payment reconciliation statement.

e.g. if 1/20th cases audited did not meet the criteria then 1/20th of funding will be claimed back for all of those procedures within the 6 month period.
Note to service providers:  Failure to adhere to this guidance will result in a refusal to pay for treatment.
Referral Criteria for Procedures of Limited Clinical Value and Commissioning Policy
Dudley PCT and Dudley Group of Hospitals have identified a number of procedures and treatments which are either not commissioned in any circumstances or are only commissioned in specific circumstances.

The following presents a summary of specific treatments and procedures which are not commissioned by the Dudley Primary Care Trust.

SPECIFIC REFERRAL GUIDELINES
	GENERAL SURGERY



	1. Varicose Veins


	
Varicose veins are dilated superficial veins in the leg caused by incompetent venous valves. Surgery or sclerotherapy can improve symptoms in the short term rather than long term.  Sclerotherapy is less effective than surgery at improving symptoms and cosmetic appearance. After surgery 20-30% of patients develop recurrent varicose veins within 10 years.     

Policy statement: Surgery for mild and moderate varicose veins will not be normally funded. Surgery for severe varicose veins will be available routinely in accordance with the criteria specified below. 

Criteria: 

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

Severe varicose veins: may present with phlebitis, ulceration, oedema and haemorrhage.  Surgical treatment will be available if one or more of the following criteria are met: 
1. Persistent ulceration 
2. Recurrent phlebitis where there is significant pain and disability from this condition and after unsuccessful 6 month trial of conservative management (compression stockings, exercise and daily elevation 2-3 times a day)
3. Significant haemorrhage from a ruptured superficial varicosity, for instance serious enough to consider transfusion/admission 


	2. Haemorrhoidectomy   


	
Haemorrhoids also known as piles, are enlarged and swollen blood vessels in or around the lower rectum and anus. They can occur at any age and affect both sexes. They get worse over time and should be treated as soon as they occur.  

First and second degree haemorrhoids are classically treated with some form of non-surgical ablative/fixative intervention, third degree ones are treated with rubber band ligation or haemorrhoidectomy, and fourth degree with haemorrhoidectomy. May consider a sigmoidoscopy if the history is of more than 6 weeks duration of rectal bleeding and referral then only if appropriate after full examination including DRE.  

Policy statement: Haemorrhoidectomy will only be funded in accordance with the criteria specified below.  

Criteria: 

Haemorrhoidectomy should be considered only in case of:  
· Recurrent haemorrhoids 
· Persistent bleeding 
· Failed conservative treatment 


	3. Elective Vascular Lower Limb Arterial Procedures



Most people currently operated on have critical ischemia, i.e. limb lost patients (rest pain or gangrene).  Opportunities to prevent or defer surgery rest with c 10% of patients with severe claudication (walking distance down to less than 50 yards).

For people with intermittent claudication, closely monitored exercise programmes have been shown to be as good as angioplasty in the shorter-term and better in the long-term than angioplasty.  Such a programme also increases quality of life.  Of people with simple claudication, 20-30% will come to critical ischemia.  Exercise may reduce the proportion of patients who end up with amputation.  

Policy statement: Claudicants will be offered a lifestyle programme by the PCT or their GP including Smoking Cessation Advice and will be referred as clinically appropriate before being considered for surgery.  


	4. 
Inguinal Hernia 



Policy statement: surgery for asymptomatic inguinal hernia will be funded, however consideration should be given to the patient’s age, mental capacity, physical health and acceptance of surgery.  


	5. Laparoscopic Surgery for Repair of Primary Inguinal Hernia 



An inguinal hernia is a protrusion of sac of peritoneum (often containing intestine or other abdominal contents) into the groin through a weakness or tear in the abdominal wall.  Treatment options include open surgical repair and laparoscopic surgery.   

NICE guidance states that laparoscopic surgery is one of the treatment options for the repair of inguinal hernia.  Patients should be fully informed of all the risks and benefits of open and laparoscopic surgery by either the transabdominal preperitoneal (TAPP) or the totally extraperitoneal (TEP) approaches, to enable them to choose between the procedures. 

Policy statement: laparoscopic surgery for repair of primary inguinal hernia will only be funded in accordance with NICE guidance.   

	6. Circumcision 



Circumcision is a surgical procedure that involves partial or complete removal of the foreskin of the penis.  It is an effective procedure and confers benefit for a range of medical indications.  Sometimes it is requested on cultural, social and religious reasons. These non medical circumcisions do not confer any health gain but do carry measurable health risk.

Policy statement: circumcision will only be funded for specific medical reasons in accordance with the criteria specified below.  

Criteria: 

Medical reasons for funding circumcision include:   
· Phimosis in children over 4 years old with spraying, ballooning and/or recurrent infection 
· Adult Phimosis  
· Recurrent balantitis 
· Balanitis xertotica obliterans 
· Paraphimosis 
· Suspected malignancy 
· Dermatological disorders unresponsive to treatment 
· Congenital urological abnormalities when skin is required for grafting
· Interference with normal sexual activity in adult males   


	7. Surgery For Gallstones  



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 gallstone complications, 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 of complications, the magnitude of the risk does not warrant prophylactic cholecystectomy.

Policy statement: Cholecystectomy for asymptomatic gallstones will only be funded in accordance with the criteria specified below.   

Criteria: 

May be considered for those who are at increased risk of developing: 
· gallbladder carcinoma 
· gallstone complications 

	8. Hyperhidrosis Treatment with Botulinum Toxin or Surgical Intervention



Policy Statement: Botulinum Toxin Therapy for the treatment of Hyperhidrosis or surgical treatments will only be considered for funding when all of the following criteria are met.

However, it is acknowledged that there needs to be an acceptable way of deciding who requires this treatment. It was proposed to use the internationally and NICE recognised “Dermatology Quality of Life Questionnaire” as part of the initial screening. (This questionnaire has been validated in numerous journals and acts as a screening tool for certain treatments, as highlighted by NICE, for other dermatology conditions).The condition should have a moderate to severe impact on the patient’s quality of life according to the questionnaire, as well as, a positive clinical test, such as the Starch-Iodine test, to demonstrate the presence of actual sweating before considering Botulinum Toxin. 

Criteria: 

• the patient has documented medical complications due to Hyperhidrosis, ie skin maceration with secondary skin infections; and
• documentation that the patient has failed a 6 month trial of conservative management including the use of topical aluminium chloride or extra strength antiperspirants
· the internationally and NICE recognised “Dermatology Quality of Life Questionnaire” as part of the initial screening highlights that hyperhidrosis has a severe impact on the quality of life of the patient, as well as, a positive clinical test, such as the Starch-Iodine test, to demonstrate the presence of actual sweating before considering Botulinum Toxin.

	GYNAECOLOGY



	9. Dilatation and Curettage 



Dilatation and Curettage (D&C) is a common gynaecological operation performed for both diagnostic and therapeutic purposes especially for menorrhagia.  It involves scraping of the inner lining (endometrium) of the uterus.  There is limited evidence on the effectiveness of D&C in management of menorrhagia. 

Policy statement: Dilatation and curettage for the management of menorrhagia may only be funded in accordance with the criteria specified below. 

Criteria:  

as an investigation for structural and histological abnormalities where ultrasound has been used as a first line diagnostic tool and where the outcomes are inconclusive
· post-dilatation, pre-procedure when undertaking endometrial ablation

	10.  Hysteroscopy 


	
Policy statement: Hysteroscopy will only be funded in accordance with the criteria specified below. 

Criteria: 

Patients will receive hysteroscopy, endometrial biopsy +/- endometrial polypectomy in the investigation and management of heavy menstrual bleeding only when it is carried out:

· As an investigation for structural and histological abnormalities where ultrasound has been used as the first line diagnostic tool and where the outcomes are inconclusive, endometrial pathology is suspected or when medical therapy has failed. 

· When undertaking endometrial ablation. Only in exceptional cases, after prior approval, hysteroscopy could be done as an outpatient procedure to assess suitability for endometrial ablation. 

· As an outpatient procedure as part of a clearly defined management pathway in a direct access ‘one stop’ setting.


	11.  Hysterectomy for Menorrhagia 



Hysterectomy is one of the most frequently performed surgery on women.  Common indications include menorrhagia, fibroids, endometriosis, uterine prolapse and cancer of uterus and cervix.  Hysterectomy is an effective procedure for treatment of heavy menstrual bleeding (menorrhagia) but associated with more complications compared to treatment with progestogens.   

Policy statement: Hysterectomy for heavy menstrual bleeding will only be funded in accordance with the criteria specified below. 
   
Criteria:  

Hysterectomy should not be used as a first-line treatment solely for heavy menstrual bleeding. Hysterectomy should be considered only when:  
· other treatment options have failed, are contraindicated or are declined by the woman 
· the woman (who has been fully informed) requests it 
· the woman no longer wishes to retain her uterus and fertility.


	ENT



	12.  Insertion of Grommets



A Grommet is a small tube inserted into the eardrum in order to keep the middle ear aerated for a prolonged period of time, and to prevent the accumulation of mucus in the middle ear. It is recognised that effective intervention for treating childhood hearing loss caused by glue ear (otitis media with effusion; OME) can be achieved by the insertion of grommets, (ventilation tubes). In selected cases removal of the adenoid from the back of the nose, adjacent to the Eustachian tube opening (which allows air pressure equilibration) is also recommended. Before patients are selected for this procedure the following criteria must be met.

Policy statement: Grommets will only be funded in accordance with criteria specified below: 

Criteria: 

· The child has had persistent hearing loss* detected on two occasions separated by 3 months or more
	or 
· six or more episodes of acute otitis media in the past 12 months
	and
· difficulties with speech and language (expressive language delay), cognition, behaviour and education attributable to persistent hearing loss** which have lasted for 6 months from the beginning of the problem.

* Persistent hearing loss = bilateral OME documented over a period of 3 months with a hearing level in the better ear of 25–30 dBHL or worse averaged at 0.5, 1, 2 and 4 kHz (or equivalent dBA where dBHL not available)
** Surgical intervention is appropriate in children with persistent bilateral OME with a hearing loss less than 25–30 dBHL where the impact of the hearing loss on a child’s developmental, social or educational status is judged to be significant.


	13.  Tonsillectomy 



Tonsillitis is an acute infection of the palatine tonsils. Episodes last for 5 to 14 days, during which the patient experiences some or all of the following: fever, malaise, nausea, severe throat pain, white spots on the tonsils, enlarged lymph glands in the neck (and sometimes abdomen). The attacks are common in children and their frequency may reduce with age, but the loss of time at school – usually 3 to 5 days per attack, several times per annum – can impact significantly on education. Tonsillitis is not as common in adults, but attacks can be as frequent and even more severe than in children and may cause significant loss of work due to illness. A severe complication of tonsillitis arising mainly in adults is peritonsillar abscess or quinsy, and this condition often requires hospital admission for treatment and pain control. 

Policy statement: Tonsillectomy will only be funded in accordance with criteria specified below: 

Criteria: 

Tonsillectomy, the removal of the palatine tonsils, has three principal indications. 
1. Recurrent attacks of tonsillitis (typically Streptococcal). 
2. Enlarged tonsils causing obstruction of the airway, which may be the cause of Obstructive Sleep Apnoea – recurrent airway obstruction at night – and this has serious effects on health and wellbeing. 
3. Possible malignant disease in the tonsils – typically squamous carcinoma or lymphoma. 

For many years, the UK guidance on tonsillectomy for tonsillitis has been only to consider surgery in those with attacks of at least moderate severity (several days duration) per annum, for > 1 year – the SIGN guidance summarises the current consensus 1:
 
Patients should meet all of the following criteria: 
· sore throats are due to tonsillitis 
· five or more episodes of sore throat per year 
· symptoms for at least a year 
· episodes of sore throat are disabling and prevent normal functioning 
Those with very frequent infection (>8 per annum) or who are hospitalised with extremely severe tonsillitis or peritonsillar abscess (quinsy) may seek intervention within a year of symptom onset. 
· A history consistent with sleep apnoea in children. 

	MUSCULO-SKELETAL HEALTH


	
	14.  Hip and Knee Replacement Surgery 


	
Policy Statement: Hip and Knee replacement surgery will only be funded in accordance with criteria specified below. 

Criteria: 

Surgery will not be performed or the patient put on the waiting list unless:

· The patient has a BMI below 40 and conservative means (eg. Analgesics, NSAIDs, physiotherapy) have failed to alleviate the patient’s pain and disability).
· Patients with a BMI >40 must be referred and receiving treatment via the weight management programme prior to surgery

	NB. Pain and disability should be sufficiently significant to interfere with the patient’s daily life and/or ability to sleep.

Other patients will be considered in exceptional clinical circumstances, e.g. a rheumatoid patient in severe pain.

Patients with obesity (BMI greater than 40) will be offered a lifestyle programme prior to being listed for surgery in order to reduce risks.

Patients already on the waiting list for surgery will be offered the opportunity to participate in a lifestyle programme to reduce potential risk.

	15.  Carpal Tunnel Syndrome 



Mild to moderate symptoms of carpal tunnel to be initially treated in Primary Care by conservative means to include Futura night splint and steroid injection. 

Policy Statement: Carpal Tunnel surgery will only be funded in accordance with criteria specified below: 

Criteria: 
Surgical treatment to be considered if the patient has any of the following; 
· Severe and frequent symptoms uncontrolled by conservative measures 
· Symptoms functionally impairing or making work impossible/ threatens employment
· Neurological deficit (ie sensory blunting, numbness, thenar weakness or wasting)
· Mild to moderate symptoms that have not responded to 4 months of conservative management in Primary Care (injection and splints)


	16.  Dupuytren's Disease



In Dupuytren's disease, the tough connective tissue within one's hand becomes abnormally thick which can cause the fingers to curl and can result in impaired function of the fingers, especially the small and ring fingers. It usually has a gradual onset, often beginning as a tender lump in the palm. Over time, pain associated with the condition tends to go away, but tough bands of tissue may develop.

Policy statement: Surgical treatment will only be funded in accordance with the criteria specified below. 

Criteria: 
Surgical treatment will only be considered if:

· For functional impairment where it interferes adversely with the patient’s daily living.

It is also noted that it is important that surgery is not carried out so late that patients end up with a fixed deformity in their hand.  Patients should be referred for assessment and appropriate onward referral for therapy if they cannot get their hand flat on a table.


	17. 
 Trigger Finger 


	
Trigger finger is a "snapping" condition of any of the digits of the hand when opened or closed. Trigger finger is medically termed stenosing tenosynovitis.

Policy statement: Surgical treatment will only be funded in accordance with the criteria specified below. 

Criteria: 

Surgical treatment will only be considered if:

· Patient has failed to respond to conservative measures (eg up to 2 hydrocortisone injections); or
· Patient has fixed deformity that cannot be corrected

	18.  Ganglion 



Ganglia are benign fluid filled, firm and rubbery in texture lumps.  They occur most commonly around the wrist, but also around fingers, ankles and the top of the foot. They are usually painless and completely harmless. Many resolve spontaneously especially in children (up to 80%).  Reassurance should be the first therapeutic intervention.  Aspiration alone can be successful but recurrence rates are up to 70%.  Surgical excision is the most invasive therapy but recurrence rates up to 40% have been reported.  Complications of surgical excision include scar sensitivity, joint stiffness and distal numbness.  

Policy statement: Invasive surgery for ganglia will only be funded in accordance with the criteria specified below.  

Criteria: 

Interventions to treat ganglions include aspiration (with or without steroid injection) and surgery. 

There is insufficient evidence for clinical, cost effectiveness or impact on health status for treatment of asymptomatic ganglions. 

Surgical treatment to be considered if the patient has: 
· Ganglion at wrist with evidence of neurovascular compromise or significant pain
· Recurs after aspiration and interferes with footwear, wrist wear etc 
· Seed ganglia at base of digit with significant pain
· Mucoid cysts at DIP joint with nail growth disrupted, cysts tend to discharge


	
    19.   Facet Joint Injections for Acute or Chronic Low Back Pain



Facet joint injections have not been shown to be effective long term for chronic back pain.

However, facet joint injections do benefit patients with acute exacerbation of back pain with facet joint disease and very poor mobility. In these patients, relief from injections can provide sufficient time to initiate a multi-disciplinary pain management programme and rehabilitation.

Policy statement: Facet Joint Injections for Acute or Chronic Lower Back Pain will only be funded in accordance with the criteria specified below.  

Criteria: 

Facet joint injections will be funded as part of the outpatient tariff as the multi- disciplinary treatment in the subset of patients who meet the following criteria:
· Pain is not directly central
· Pain radiating to legs but not below the knee
· Pain may be unilateral or bilateral
· Pain is aggravated by extension of the back

	20.   Plantar Fasciitis



The majority of patients with plantar fasciitis will resolve spontaneously with physiotherapy and the use of a soft spot heel pad.

Patients with chronic (>6 months) symptoms interfering with life after treatment by a physiotherapist MAY benefit form surgical intervention and can be referred. 

	21.  Achilles Tendonitis


This condition is best treated by physiotherapy in the first instance, and early referral to physio is essential. 
If no response to physio after 4 months of treatment, these patients should be referred to Radiology for ultrasound guided dry needling, and they would then be seen in the Orthopaedic clinic 3 weeks afterwards to assess their response and arrange on-going treatment.
Treatment is ONLY FOR PAIN and not for any swelling or cosmetic deformity.







	EYE PROBLEMS



	22.  Cataract Surgery



Policy statement: Cataract surgery will only be funded in accordance with criteria specified below. 

Criteria: 

A threshold has been introduced for cataract surgery of 6/12 in the worst eye.

Approved Indications (exceptions): 

1. Patients who are still working in an occupation in which good acuity is essential to their ability to continue to work (e.g. watchmaker). 
2. Patients with posterior subcapsular cataracts and those with cortical cataracts who experience problems with glare and a reduction in acuity in bright conditions. 
3. Driving: the legal requirement for driving falls between 6/9 and 6/12 (strictly speaking it is based on the number plate test). It is anticipated that the threshold will not render the majority of people unable to drive as it applies to the worst eye only.

Exceptions will be considered for: 

· Patients who need to drive who experience significant glare which affects driving;
· Patients who, for occupational reasons, need to drive at night and who experience glare that is related to cataract;
· Patients with visual field defects borderline for driving, in whom cataract extraction would be expected to significantly improve the visual field. 

4. Patients with glaucoma who require cataract surgery to control intra ocular pressure.
5. Patient with diabetes who require clear views of their retina to look for retinopathy.


References
· Position Paper ENT UK 2009 – Indications for Tonsillectomy

· Position Paper ENT UK 2009 – OME (Glue Ear) / Adenoid and Grommet

· Herefordshire Primary Care Trust, Commissioning Policy on Low Priority Procedures – July 2009

· NHS South Birmingham  Papers on Procedures of Low Priority – May 2010

· West Sussex Primary Care Trust – Commissioning for Clinical Effectiveness – August  2007

· NHS Bournemouth and Poole and NHS Dorset  - Low Priority Treatments and Procedures Policy – January 2010


Appendix 1

DUDLEY PRIMARY CARE TRUST
Referral Criteria for Procedures of Limited Clinical Value and Commissioning Policy 

Referral Form – Supporting Statement
(to be attached to all referral letters or to be cut and pasted into referral letters)
This referral is sent for an opinion or advice and appropriate investigations to enable diagnosis only.  I confirm the referral letter includes the relevant patient history to support the decision making process.

Following diagnosis, if a procedure is indicated by the respective specialist, treatment/surgery will be carried out if it meets joint PCT & DGOH Referral Criteria for Procedures of Limited Clinical Value and Commissioning Policy.
If no further treatment is required, or if to treat would contravene the Referral Criteria for Procedures of Limited Clinical Value and Commissioning Policy, treatment/surgery will not be carried out and the patient will be referred back to primary care.   Please ensure that the patient is aware that they will be referred back to the GP.



Signed……………………
Referring Primary Care Clinician
Date:
I:\Contracts\Policies\Policies\Procedures of Low Clinical Priority Guidelines\2010-October-Procedures of Limited Clinical Value 4th Draft.docx
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