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 INTRODUCTION AND RATIONALE

This work is part of a strategy to ensure evidence based decision making and evidence based medical practice in Camden PCT.  This document includes specific service access criteria for inclusion in service level agreements with acute trusts.  This would limit access to specific procedures based on those criteria.  The South West London Public Health Network has consulted on a ‘Effective Commissioning Initiative’. They have broadly defined four groups of procedures for which service access criteria should be in place (defined below).
A.
Procedures with limited evidence of benefit

This includes grommet insertion and tonsillectomy. For these procedures, the available evidence base suggests limited benefit and significant risks except where symptoms are severe or specific clinical circumstances. 

B.
Procedures where initial conservative therapy is effective

This includes hysterectomy and carpal tunnel syndrome where surgical treatment may be considered the gold standard but conservative therapy is effective and reduces the need for or delays surgery. 

C.
Effective procedures where a threshold for intervention may be appropriate

This includes cochlear implant surgery and implantable cardiac defibrillators (ICDs). For these procedures, it may be possible to select patient groups who are likely to achieve greatest benefit from treatment. This will usually be based on value judgements regarding acceptable cost-effectiveness such as those to that undertaken by NICE for ICDs. 

D.
Procedures where NHS provision may be inappropriate

These are procedures for which the primary purpose is aesthetic such as cosmetic surgery or removal of minor skin lesions and the evidence for other benefits, including psychological, is limited. Restrictions on these procedures require a value judgement on whether the NHS should provide such care. The proposal for cosmetic surgery is based on a local modification of the National ‘Action On’ Guidance, which would replace current local guidelines.

Many of these service access criteria have already been implemented in PCTs across the country.  

If a General Practitioner considers that a patient might reasonably fulfil the eligibility and clinical rationale of the particular service access criteria, the patient may be referred to hospital for a Consultant opinion.  Referrals will be reviewed by a GP led referral assessment service (CCAS).  The referral letter should include sufficient information regarding the patient’s eligibility.  The Consultant may request additional information before seeing the patient.

The Consultant will then determine whether the procedure is clinically appropriate for a patient and whether the eligibility criteria for this procedure are fulfilled or not.  Patients who fulfil the criteria may then be placed on a waiting list according to their clinical need.  The notes should clearly reflect exactly how the criteria were fulfilled, to allow routine service level agreement monitoring.

Where exceptional treatments do not have agreed eligibility criteria and a Consultant feels there are exceptional individual circumstances the case can be referred to the Individual Treatments Panel who will consider the case on its individual merits. 

Consultants will be required to send full details of the individual clinical situation and justify the exceptional circumstances to the Individual Treatments Panel using the Exceptional Treatment Form.  This form needs to be filled out completely and in detail before sending the form to the ITP for consideration.

This document is intended to be updated regularly as further interventions are appraised and care pathways developed.  

 SECTION 1: SUMMARY OF SPECIFIC PROCEDURES

	Procedure
	Criteria reference

	Grommet surgery
	2.1

	Tonsillectomy
	2.2

	Varicose vein surgery
	2.3

	Cochlear implants
	2.4

	Carpel tunnel Surgery
	2.5

	Hysterectomy for menorrhagia

	2.6

	Minor skin surgery
	2.7

	Female breast reduction with no concurrent breast pathology
	2.8

	Breast enlargement (Augmentation mammoplasty, Revision mannoplasty
	2.9

	Tummy tuck’ (apronectomy or abdominoplasty)
	2.10

	Breast lift (Mastopexy)
	2.11

	Male Breast Reduction for Gynaecomastia (Liposuction may form part of the treatment plan for this condition)
	2.12

	Revision of Breast Augmentation
	2.13

	Nipple Inversion
	2.14

	Face lifts and brow lifts (Rhytidectomy)
	2.15

	Surgery on the upper eyelid (Upper lid blepharoplasty)
	2.16

	Surgery on the lower eyelid (Lower lid blepharoplasty)
	2.17

	Surgery to reshape the nose (Rhinoplasty)
	2.18

	Correction of prominent ears (Pinnaplasty / Otoplasty)
	2.19

	Repair of external ear lobes (lobules)
	2.20

	Operations on congenital anomalies of the face and skull
	2.21

	Correction of post traumatic bony and soft tissue deformity of the face
	2.22

	Correction of hair loss (Alopecia)
	2.23

	Correction of male pattern baldness / Male pattern baldness hair graft
	2.24

	Hair transplantation
	2.25

	Other skin excision for contour e.g. Buttock lift, Thigh lift, Arm lift (brachioplasty)
	2.26

	Liposuction
	2.27

	Tattoo removal
	2.28

	Skin hypo-pigmentation
	2.29

	Vascular skin lesions 
	2.30

	Treatment of small, benign, acquired, vascular lesions such as thread veins and spider naevi.
	2.31

	Acne vulgaris (resurfacing and other surgical interventions for scarring)
	2.32

	Rhinophyma
	2.33

	Skin resurfacing techniques 
	2.34

	Botulinum toxin
	2.35

	Hair depilation (hair removal)
	2.36

	Gender reassignment surgery
	2.37

	Routine wisdom tooth removal
	2.38

	Dental implants
	2.39

	Viral warts
	2.40

	Circumcision
	2.41

	Ganglion cysts
	2.42

	Dupreytren’s contracture
	2.43

	Bartholyns cysts
	2.44

	Hyperhydrosis
	2.45

	Chronic sinusitis
	2.46

	Obstructive sleep apnoea
	2.47

	Genital prolapse
	2.48

	Temporo-mandibular joint dysfunction
	2.49

	Varicoceles
	2.50

	Refashioning of scars
	2.51


SECTION 2: DETAILS OF SPECIFIC PROCEDURES AND SERVICE ACCESS CRITERIA

2.1
Procedure: Grommets
 NICE has issued clinical guidelines (CG60) Surgical management of OME.  Its recommendations cover children aged under 12 years with a suspected diagnosis of OME and suspected hearing loss including children with all types of cleft palate and children with Down’s Syndrome.  

Children with syndromal disorders other than Down’s syndrome and children with multiple complex needs are not considered within the guidance.  

Children with persistent bilateral OME documented over a period of three 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 dBLH is not available) should be considered for surgery.

Exceptionally, surgery may be considered in persistent bilateral OME with hearing loss less than 25-30 dBHL and significant impact on the child’s developmental, social or educational status.  

Adjuvant adenoidectomy is not recommended in the absence of persistent and/or frequent upper respiratory tract symptoms.

2.2

Procedure: tonsillectomy
The PCT will not ordinarily fund tonsillectomy except in circumstances of malignancy.  Tonsillectomies for other indications will need to be approved by the service access appeals panel before surgery is undertaken.  The following will be considered for tonsillectomy of sore throats:

· Where there is significant severe impact on quality of life indicated by at least seven episodes in the preceding year, of five episodes/year in each of the preceding two years, or three episodes/year in the preceding three years, and documented evidence of absence from school or attendance at GP or other health care setting. 
· Obstructive sleep apnoea confirmed by overnight oxygen saturation monitoring.  
· Failure to thrive
2.3
Procedure: VARICOSE VEINS
The PCT will fund surgery on lower limb varicose veins due to venous reflux where there are either:

· Obvious skin changes including varicose eczema, lipodermatosclerosis, moderate to severe oedema;  

· intractable ulceration secondary to venous stasis; 

· bleeding from a varicosity that has eroded the skin or they have bled and are at risk of bleeding again; or 

· recurrent phlebitis (more than one documented episode) 

· severe and persistent pain and swelling interfering with activities of daily living and requiring chronic pain management

· Severe symptoms attributable to the venous disease not acceptably relieved by 6 months documented conservative management including compression hosiery and exercise.  

The PCT will not fund surgery for uncomplicated varicose veins where there are no significant physical symptoms, or surgery for reticular veins or telangiectasia.

All referrals should be through an agreed pathway to optimise access to conservative treatment and advice.
2.4

Procedure: COCHLEAR IMPLANTS
The PCT will fund cochlear implantation in people identified following a systematic process whereby initial ENT assessment is followed by a request to the PCT to support formal assessment from the Cochlear Implant centre as appropriate.  NICE published its final technology appraisal recommendations in January 2009. 

1. Unilateral cochlear implantation is recommended as an option for people with severe to profound deafness who do not receive adequate benefit from acoustic hearing aids, as defined in paragraph 4 below. If different cochlear implant systems are considered to be equally appropriate, the least costly should be used. Assessment of cost should take into account acquisition costs, long-term reliability and the support package offered. 
2. Simultaneous bilateral cochlear implantation is recommended as an option for the following groups of people with severe to profound deafness who do not receive adequate benefit from acoustic hearing aids, 

· children 
· adults who are blind or who have other disabilities that increase their reliance on auditory stimuli as a primary sensory mechanism for spatial awareness. 

Acquisition of cochlear implant systems for bilateral implantation should be at the lowest cost and include currently available discounts on list prices equivalent to 40% or more for the second implant. 

3. Sequential bilateral cochlear implantation is not recommended as an option for people with severe to profound deafness. 

4 People who had a unilateral implant before publication of this guidance, and who fall into one of the categories described in 1.2, should have the option of an additional contralateral implant only if this is considered to provide sufficient benefit by the responsible clinician after an informed discussion with the individual person and their carers.
5. For the purposes of this guidance, severe to profound deafness is defined as hearing only sounds that are louder than 90 dB HL at frequencies of 2 and 4 kHz without acoustic hearing aids.
6. For the purpose of this guidance, adequate benefit from acoustic hearing aids is defined:

· for adults, as a score of 50% or greater on Bamford-Kowal-Bench (BKB) sentence testing at a sound intensity of 70 dB SPL 

· for children, as speech, language and listening skills
2.5

Procedure: CARPEL TUNNEL SURGERY
The PCT will fund carpel tunnel surgery where:

· Symptoms persist after conservative therapy with either local corticosteroid injection and/or nocturnal splinting, or

· There is neurological deficit, e.g. sensory blunting, muscle wasting or weakness of thenar abduction, or

· Severe symptoms significantly interfere with daily activities.

Referrals should go via the MSK pathway and MSK CATS.  

2.6
Procedure: Hysterectomy for menorrhagia

The PCT will fund hysterectomy for heavy menstrual bleeding only when 

· Unless this is contraindicated, there has been a prior trial with a levonorgestrel intraunterine system (Mirena®) which has not successfully relieved symptoms

and
· Other treatments (such as non-steroidal anti-inflammatory agents, tranexamic acid, endometrial ablation, uterine-artery embolisation) have failed, are not appropriate or are contraindicated in line with NICE guidance.

Contraindications to the levonorgestrel intraunterine system are:

· Severe anaemia, unresponsive to transfusion or other treatment, whilst a levonorgestrel intrauterine system is in progress.

· Distorted or small uterine cavity with proven ultrasound measurements)

· Genital malignancy 

· Active trophoblastic disease

· Pelvic inflammatory disease

· Established or marked immunosuppression.

NICE has published clinical guidelines on Heavy Menstrual Bleeding (HMB) which do not necessarily require a prior trial of treatment before hysterectomy. These also include recommendations on the use of other procedures – currently covered by NICE Interventional procedures Guidance – which may need to be considered in the context of a patient pathway for managing HMB.  

2.7

Procedure: MINOR SKIN SURGERY
The PCT will fund removal of benign minor dermatological lesions where there is a suspicion of malignancy, obstruction of orifice or vision, or functional limitation on movement or routine daily activity (this includes interference with clothing such as bra straps or underwear, catching during hair-brushing where this causes frequent bleeding or trauma).

The PCT will consider funding the removal of uncomplicated moderate to large facial lesions which cause disfigurement through prior approval by the service access appeals panel. Facial lesions that will be considered are those located on the central area of the face - i.e. lesions on the nose, chin, cheeks, around the eyes and on the central forehead - or lesions that are at least 5mm diameter.  

Removal of lesions for other clinical indications including changes to the lesion over time with respect to itching, bleeding, pain, active inflammation, recurrent infection requiring antibiotics, or recurrent trauma will be funded by the PCT subject to prior approval on an individual basis.  

Lesions included in this policy include

· Benign pigmented moles

· Comedones

· Corn/callous

· Lipoma

· Milia

· Molluscum contagiosum

· Sebaceous cysts (epidermal or pilar cysts)

· Seborrhoeic keratoses (basel cell papillomata)

· Skin tags including anal tags

· Spider naevus (telangiectasia)

· Warts

· Xanthelasma

· Neurofibromata

2.8

Procedure: FEMALE BREAST REDUCTION
This procedure is not available on cosmetic grounds.  Exceptions will be considered based on whether or not the patient fulfills the criteria outlined below:

· significant breast asymmetry, i.e. asymmetry where there is at least 20% difference in breast size.  
· In cases of symmetrical breasts, which are hypertrophic, a reduction can be performed if it is expected that at least 500g will be removed from each breast.
· Symptoms not relieved by wearing a fitted brassiere (fitted by trained bra fitter).

· If for back pain there should be documented evidence of visiting GP for back pain, duration of the problem and evidence that other approaches e.g. NSAIDS, physiotherapy or other have been tried.

Contraindications for patients if body mass index greater than or equal to 30.

2.9

Procedure: BREAST ENLARGEMENT (AUGMENTATION MAMMOPLASTY)
This procedure is not available on cosmetic grounds.  Approval may be given on an individual basis. 

· Post malignancy 

· Breast augmentation for breast asymmetry (augmentation is unilateral) – see criteria for Breast reduction (2.8), Poland’s syndrome and for constricted and tubular breasts.
· Consideration will be given to women with a congenital or endocrine syndrome, resulting in underdeveloped breasts. It is not available for simple breast underdevelopment.

If surgery is to be performed, patients undergoing breast augmentation should:

· be counselled regarding the risks and natural history of breast implants;

· be provided with a copy of the DoH guidance booklet “Breast implants information for women considering breast implants”;

· understand that they may not be entitled to replacement of the implant(s) in future (except in cases of leaking implants with  health consequences), if criteria for augmentation are not met at that time.

2.10
Procedure: ABDOMINOPLASTY OR APRONECTOMY (“Tummy Tuck”)
This procedure is not available on cosmetic grounds.  Exceptions may be considered based on whether or not the patient fulfills the criteria outlined below.

Patient groups:

· scarring following trauma or previous abdominal surgery;

· patients undergoing treatment for morbid obesity who have excessive skin folds;

· previously obese patients, who have lost a large amount of weight and maintained the loss for at least two years;

· as part of abdominal hernia correction or other  abdominal wall surgery.

Criteria:

1) Need to have achieved a stable BMI between 18 and 27 kg/m2, and
2) Have severe functional problems which may include:

· recurrent intertrigo beneath the skin fold;

· severe difficulties with daily living i.e. ambulatory restrictions;

· post-trauma or surgical scarring leading to poor appearance and resulting in disabling psychological distress or risk of infection;

· poorly-fitting stoma bags.
2.11
Procedure: MASTOPLEXY (breast lift)
This procedure will not normally be funded. Exceptional circumstances only. Exceptional circumstances may include patients who have been successfully treated for morbid obesity.

2.12
Procedure: MALE BREAST REDUCTION FOR GYNAECOMASTIA (liposuction may form part of the treatment plan for this condition)
Pre-authorisation is required from the PCT.  Patient group that may be considered for funding of surgery:

· Post pubertal patients with severe gynaecomastia, and

·  BMI < 25 kg/m2
Actions that need to be undertaken before consideration of surgery / guidance for individual treatment panel:

· Male breast cancer should not be mistaken for gynaecomastia. If there is any doubt, urgent specialist consultation should be obtained.

· Screen for endocrinological and drug related causes and/or psychological distress.

Contraindications for patients if BMI > 25 kg/m2.
2.13
Procedure: REVISION OF BREAST AUGMENTATION
Replacement of breast surgery will only considered if the NHS commissioned the original surgery (e.g. see 2.9).
If surgery is for implant failure, the decision to fund surgery should be based on clear evidence of adverse health consequences related to failure. The NHS will not fund the cost of replacement of the implant without prior approval.  
2.14
Procedure: NIPPLE INVERSION
This procedure is not available on cosmetic grounds.  Exceptional circumstances only.  

Actions that need to be undertaken before consideration of surgery / guidance for individual treatment panel:

· Nipple inversion may occur as a result of breast malignancy; it is essential that clinicians ensure that there is no clinical evidence of cancer.

· Use of a non-invasive suction device.
2.15
Procedure: FACE LIFTS AND BROW LIFTS (rhytidectomy)
This procedure is not available on cosmetic grounds e.g. not to treat the natural processes of ageing.  These procedures will be considered for the treatment of:

· congenital facial abnormalities;

· facial palsy; 

· treatment of rare specific conditions affecting the facial skin, e.g. cutis laxa, pseudoxanthoma elasticum, neurofibromatosis;

· deformity following surgery.

· when trauma is the indication for surgery, this must be considered via the individual treatment panel.

2.16
Procedure: UPPER LIP BLEPHAROPLASTY (surgery on the upper eyelid)
This procedure will not be funded purely for cosmetic reasons.  It may be considered to correct functional impairment including:

· impairment of visual fields in the relaxed, non-compensated state;

· clinical observation of poor eyelid function;

· discomfort (such as headache worsening towards end of day) and/or evidence of chronic compensation through elevation of the brow.
2.17
Procedure: LOWER LID BLETHAROPLASTY (surgery on the lower eyelid)
This procedure will not be funded purely for cosmetic reasons eg excessive skin in the lower lid may cause ‘eyebags’, but, does not affect eyelid function or vision and, therefore, does not need correction.   It is available for: 

· correction of ectropion or entropion  

· Removal of lesions of the eyelid skin or lid margin.
2.18
Procedure: RHINOPLASTY (surgery to reshape nose)
Cleft rhinoplasties and nasal reconstruction procedures are available. Problems caused by obstruction of the nasal airway must be considered by the exceptions route.  Available for:
· Objective nasal deformity caused by trauma;

· Correction of complex congenital conditions e.g. cleft lip and palate. 
· Who require surgery to remove a tumour.
Prior ENT consultation may be considered for patients with isolated airway problems (in the absence of visible nasal deformity).

2.19
Procedure: PINNAPLASTY / OTOPLASTY (correction of prominent ears)
This procedure will not normally be funded. Exceptional circumstances only in those 16 years old or less.  Ear reconstruction and correction of ear deformities is available.
Patient should be seen by a plastic surgeon, and, following assessment, if there is any concern, assessed by a psychologist.

2.20
Procedure: REPAIR OF EXTERNAL EAR LOBES
Funding is available for repair of completely split ear lobes as a result of direct trauma.  If re-pierced no further treatment will be offered for recurrence.

The appeals panel should be advised regarding:

• likely success rate;

• the risk of keloid and hypertrophic scarring at this site;

• the risks of further trauma with re-piercing of the ear lobule.

2.21
Procedure: OPERATIONS ON CONGENITAL ANOMALIES OF THE FACE AND SKULL
Usually available. Some such conditions are highly specialised and are commissioned in the UK through NSCAG.

2.22
Procedure: CORRECTION OF POST TRAUMATIC BONY AND SOFT TISSUE DEFORMITY OF THE FACE
Is available on the NHS.

2.23
Procedure: CORRECTION OF HAIR LOSS (alopecia)
Available on NHS only when the result of previous surgery or trauma, including burns.

2.24
Procedure: CORRECTION OF MALE PATTERN BALDNESS
Is excluded from treatment by the NHS.

2.25      Procedure: HAIR TRANSPLANTATION
Only in exceptional cases, for example reconstruction of the eyebrow following cancer or trauma. 

2.26
Procedure: Other skin excision for contour e.g. Buttock lift, Thigh lift, Arm lift (brachioplasty)
This procedure will not normally be funded. Exceptional circumstances only, for example patients post specialist treatment for morbid obesity.
2.27
Procedure: LIPOSUCTION
This procedure will not normally be funded. Exceptional circumstances only eg fat fractures or proven case of lipodystopy.
2.28
Procedure: TATTOO REMOVAL
This procedure will not normally be funded. Exceptional circumstances only, for example photosensitivity.

2.29
Procedure: SKIN HYPOPIGMENTATION
This procedure will not normally be funded. Exceptional circumstances only.

Cosmetic camouflage is recommended treatment. This should be by access to a qualified camouflage beautician.

2.30
Procedure: VASCULAR SKIN LESIONS
Treatment of port wine stains on head and neck (or other areas not covered by normal clothing) will be funded. 
2.31
Procedure: Treatment of small, benign, acquired, vascular lesions such as thread veins and spider naevi.

This procedure will not be funded.

2.32
Procedure: ACNE VULGARIS (resurfacing and other surgical interventions for scarring)
This procedure will not normally be funded. Exceptional circumstances only as detailed below in 2.34 for “SKIN RESURFACING TECHNIQUES”, i.e. this will only be considered for severe scarring causing disabling psychological distress. 
The treatment of active acne vulgaris should be provided in primary care or

by a dermatology service.

2.33
Procedure: RHINOPHYMA
PCTs should not fund any surgical or laser treatment for rhinophyma except in exceptional circumstances
2.34
Procedure: SKIN RESURFACING TECHNIQUES (including laser, dermabrasion and chemical peel)
All resurfacing techniques may only be considered for:

· post-traumatic scarring (including post surgical);
· treatment of severe scarring following acne, chicken pox;

where this is causing disabling psychological distress.

2.35
Procedure: Botulinum toxin
Not available for the treatment of facial ageing or excessive wrinkles.  Treatment of pathological conditions by appropriate specialists, for example in: 

· Blepharospasm;

· Cerebral palsy.

· Hyperhidrosis (see 2.45)

2.36
Procedure: HAIR DEPILATION (hair removal)
Available for 

· For women with polycystic ovaries (where other treatments are not working)

· Treatment to the face/areas of the body not covered by normal clothing

· Other patients/other parts of the body only where an NHS clinician has stated that the condition is causing

· inflammation

· pain

· mental health problems (as a significant contributory factor – see Appendix 1)

Approve it for six treatments only unless the condition is causing inflammation, pain or mental health problems, as above.

Exceptional cases might include:

· Abnormally located hair-bearing skin following reconstructive surgery.

· Those undergoing treatment for pilonida
·  sinuses to reduce recurrence.

Referrals to the Private Skin Laser Clinic (based at the Royal Free)

2.37
Procedure: gender reassignment surgery
Patients should be referred to recognized NHS programme of care for management of these cases. Each case should be considered on its individual merits.

2.38
Procedure: WISDOM TOOTH REMOVAL
The practice of prophylactic removal of pathology free impacted third molar has been discontinued in the NHS.  Surgical removal of impacted third molars should be limited to patients with evidence of pathology such as:

· Unrestorable caries

· Non treatable pulpil and/or periapical pathology

· Cellulitis

· Abcess and osteomyelitis, 

· Internal / external resorption of the tooth or adjacent teeth, 

· fracture of tooth, 

· disease of follicle including cyst / tumour, 

· tooth/teeth impeding surgery or reconstructive jaw surgery

· when a tooth is involved in or within the field of tumour resection

· plaque formation and pericoronitis depending on severity and frequency of episodes.

NICE TA01, 2000 (guidance now deemed static unless new evidence)

2.39
Procedure: DENTAL IMPLANTS
Criteria governing funding approved in Camden:

· Oral Cancer - Individuals who have undergone surgery for oral cancers and related problems where conventional prosthetic treatment may be extremely difficult due to the residual anatomy.

· Major Trauma e.g. road traffic accidents which have resulted in the loss of several teeth and bone.

· Development Abnormalities - Individuals who have development abnormalities of the orofacial structures, e.g. cleft palate or sever hypodontia with several teeth missing.

· Denture Problems – a)Individuals who suffer from severe alveolar bone resorption and who are completely unable to wear conventional dentures successfully and where those dentures are well constructed.          b)Individuals who suffer significant neuromuscular disorders, e.g. facial paralysis and Parkinsons disease, which makes it impossible for them to wear a conventional upper denture.  However the necessity to maintain implant abutments adequately needs to be considered.

Exclusions (not an exhaustive list)

Examples of cases which the PCT would probably not fund include the following:

· Implants for single teeth

· Implants as a first choice method of prosthetic retention

· Implants for bridge abutments to replace complete dentures

· Implants for retention of partial dentures

· Implants for hypodontia where ten or more teeth are present in each jaw

· Where the oral hygiene is not maintained at a sufficiently high standard

· Where there is a reduced prognosis for the remaining teeth because of periodontal disease or dental caries.

2.40
Procedure: VIRAL WARTS
This treatment will not be funded except those with: 

· Painful viral warts 

· Viral warts in immuno-compromised patients

· Facial viral warts

· Patients with functional problems due to viral warts

Although the above can be accepted as referrals, this should not discourage their management in primary care as a first option where appropriate training and facilities are available.

2.41 Procedure: CIRCUMCISION

The PCT only funds circumcision for therapeutic reasons.  Circumcision for religious reasons is not funded.
Indications for circumcision:

· Scarring of the opening of the foreskin making it non retractable (pathological phimosis).  This is unusual before 5 years of age.

· Recurrent, troublesome episodes of infection beneath the foreskin (balanopsthitis) are an occasional indication for circumcision.  

· Occasionally specialist paediatric surgeons or urologists may need to perform a circumcision for some rare conditions.

* This statement refers to circumcision in male children only. 
Female circumcision is prohibited by law: The Prohibition of Female Circumcision Act 1995
2.42 Procedure: GANGLION CYSTS 

For most patients, observation, reassurance, or aspiration and/or injection suffice for treatment. However a referral to secondary care could be considered when:

· Ganglions cause enough discomfort or dysfunction (that surgical treatment is desired by the patient). In these cases the ganglion may be situated close to a sensory or motor nerve, but more commonly, the pain results from the mass effect. 

· In patients presenting with skin breakdown, nail deformity, or repeated episodes of drainage caused by DIP joint mucous cysts. 

2.43 Procedure: DUPUYTREN’S CONTRACTURE 

Referral to secondary care should be considered when:

· Function of hand is impeded or deformity is disabling and condition impacts upon home and/or work life OR

· Should be considered for surgery if affected metacarpo-phalangeal joint has a contracture of 30° or more OR

· Any degree of contracture of proximal inter-phalangeal joint.    

2.44 Procedure: 
BARTHOLYNS CYSTS 

Bartholin cysts are generally asymptomatic.  A referral to secondary care could be considered when:

· The cyst becomes infected and the abscess grows rapidly, causing pain and making treatment difficult.   

2.45 Procedure: Hyperhidrosis
Referral to secondary care should be considered if:

· Patients have significant focal hyperhidrosis and if a 1–2 month trial of Al salts (under primary care supervision to ensure compliance) has been unsuccessful in controlling the condition, OR

· There is intolerance to topical aluminium salts despite reduced frequency of application and use of topical hydrocortisone 1% (a maximum of 2 weeks use is recommended)
· Referral is usually required to investigate and treat an underlying cause of generalized hyperhidrosis although some baseline investigations can be undertaken in primary care (see prodigy guidance referenced below).
Primary focal hyperhidrosis should only be established if the person has focal (axillae, palms, soles, and/or craniofacial region), visible, excessive sweating of at least 6 months’ duration without apparent cause and at least two of the following characteristics: bilateral and relatively symmetrical; impairs daily activities; frequency of at least one episode per week; age of onset less than 25 years; positive family history; and cessation of focal sweating during sleep

Prodigy guidance is available. http://cks.library.nhs.uk/hyperhidrosis/view_whole_guidance
2.46 Procedure: Chronic sinusitis
· should be admitted if there are suspected complications (e.g. periorbital infection).

· should urgently referred to an Ear, Nose and Throat (ENT) department if there is a suspected sinonasal tumour (persistent unilateral symptoms, such as bloodstained discharge, crusting or facial swelling).

· should consider ENT referral also if: 

· recurrent or chronic sinusitis of uncertain cause. 

· unremitting or progressive facial pain. 

· a trial of intranasal corticosteroids for 3 months is ineffective.

· Anatomical abnormalities

2.47 Procedure: Obstructive Sleep Apnoea
A referral should be made to a sleep centre if

· A subjective measure of daytime sleepiness (Epworth subjective sleepiness score (ESS) >10) or sleepiness in dangerous situations, even with a normal ESS, in combination with symptoms associated with OSA 

· The combination of severe OSA and chronic obstructive pulmonary disease (COPD) is potentially dangerous. In such cases clinicians should consider urgent referral to a sleep centre. 

· Patients with symptoms suggestive of OSA, who are sleepy whilst driving or working with machinery, or are employed in hazardous occupations, should be considered for urgent referral to a sleep centre, as should those with ventilatory failure. 

NICE has published guidance on use of CPAP (TA139) which recommends CPAP as a possible treatment for adults with moderate or severe sleep apnoea. 

CPAP may also be a possible treatment for people with mild sleep apnoea, but only if:
· their symptoms affect their quality of life and ability to go about their daily activities, and 

· lifestyle advice (for example about losing weight, stopping smoking and cutting down on alcohol and all other possible treatments have not worked or are not appropriate for that person.

Severity is defined as 

· mild (AHI 5-14)

· moderate (AHI (15-30)

· severe (AHI over 30)

2.48 Procedure: Genital Prolapse
Conservative treatment should always be offered before referral to hospital (pelvic floor exercises or pessories).

A referral should be made for surgery if:

· Failure of pessary 

· Patients who want definitive treatment 

· Prolapse combined with urethral sphincter incompetence or faecal incontinence. 

The trial data available have the following eligibility criteria for surgery:

· cervix to or beyond hymen, vaginal vault inversion > 50% length and anterior wall to or beyond introitus
· women with prolapse at least grade III (ICS classification)
· women with symptomatic posthysterectomy vaginal vault prolapse to introitus.

· Women with stage II,III & IV prolapse

· Vaginal cuff prolapse (stage 2 or above)

· At least grade 2 (modified Baden Walker classification) vaginal vault prolapse

2.49 Procedure: Temporo-mandibular Joint Dysfunction
Because more studies are needed on the safety and effectiveness of most treatments for jaw joint and muscle disorders, experts strongly recommend using the most conservative, reversible treatments if possible.  Conservative therapy includes self care practices e.g. eating soft foods, jaw stretching, ice packs, and pain relief.  Stabilization splints, also called bite guard, are the most widely used treatments for TMJ disorders. Studies of their effectiveness in providing pain relief, however, have been inconclusive.  

Failure to respond to conservative treatment is not an indication to proceed to irreversible treatments such as TMJ replacement.  There is limited evidence of effectiveness and no agreed diagnostic classification scheme for TMJ replacement. TMJ replacement should be considered in exceptional circumstances only and should be approved via the PCT’s Individual Treatment Panel.  

2.50 Procedure: Varicoceles

Varicoceles are usually painless and usually cause no symptoms. No treatment is needed in most cases. If a varicocele is causing no symptoms, then it is best left alone. If there is just mild discomfort then supportive underpants (rather than boxer shorts) may help to ease or prevent discomfort. Treatment may be an advised if there is persistent discomfort despite this measure. NICE clinical guidance CG011 does not recommend that men should not be offered surgery for varicoceles as a form of fertility treatment because it does not improve pregnancy rates.
2.51 Procedure: Refashioning of scars
The PCT will consider funding refashioning of scars only for post burn cases or severe trauma or surgical scaring through prior approval by the service access appeals panel.  Revision surgery on scars is indicated only if there is any functional problem caused by the scar or when it can be demonstrated that facial scarring is causing significant psycho-social problems. 

Section 3: Appeals Processes

3.1. Service access criteria appeal panel (SACAP)

The SACAP will consider referrals that are either:

3.1.1 explicitly noted in the SAC as requiring PCT prior approval, or where

3.1.2 the medical assessor/applicant clinician believes that the patient falls into a ‘discretionary area’ under the SAC definition, or where

3.1.3 the applicant clinician considers their patient to be an exception to the rule.

The panel will comprise a Consultant in Public Health (Chair), GP Commissioning Director and an Assistant Director of Commissioning, or their nominated deputies.  

3.2.     Appeals process

Requests should be in writing to the chair 

Service Access Criteria Appeals Panel

C/O Consultant in Public Health (Service Access Criteria)

4th Floor West Wing

St Pancras Hospital

St Pancras Way 

London NW1 0PE

or faxed to the Consultant in Public Health (Service Access Criteria) on 0207 530 3933.  Please note that this is not a secured fax.  If sending by fax do not include patient identifiable details other than initials, NHS number etc.  

Appeals should include the original referral letter and should also set out either how the patient fits the inclusion criteria, or sufficient information for the panel to determine if the patient falls into a discretionary area or if there are any reasons to treat the patient as an exception to the rule.  

Where possible the SACDP will consider the request via e-group discussion.  If the request is more complex or there is disagreement then a face to face meeting, or conference call, will be arranged.

Panel members will try to respond to email correspondence within 10 working days receipt of the appeal by the Chair.  If no consensus is reached then a face to face discussion or conference call will be arranged within one week.

The SACAP will endeavour to respond to appeal letters within two weeks of receipt of the letter by the Chair.  Responses will be posted and faxed to the applicant clinician.  

Letters will be logged and stored securely.  Patient identifiable details will be removed from all circulated copies of correspondence, except from the original documentation held by the Chair.  

A report on appeals and decisions will be submitted to the PEC annually.  
3.3     Appeals on aesthetic grounds 

Where the condition is affecting psychological and social well-being, a detailed account of the specific problems encountered, along with any previous referral, treatment and outcomes should be provided.  

In circumstances where significant psychological distress is proposed as the grounds for exceptionality the referring GP is expected to provide evidence of a psychological assessment that the distress is caused by the problem and that it will be ameliorated by the intervention.  The evidence should preferably be provided by a qualified clinician.  

The panel may authorise a referral for an assessment by a consultant and psychologist as needed as per the Royal Free Hospital’s Aesthetic Surgery Tribunal process.  The Aesthetic Surgery Tribunal will then make a recommendation to the SAC Appeal Panel who will make the final decision.

Where a cosmetic condition has developed in consequence of care received in a non-NHS setting, the NHS will not fund the cost of corrective treatment without prior approval. All referrals for these should be sent to the SAC Appeals Panel.  
3.4     Appealing the service access criteria themselves.  

Finally, if a clinician disagrees with the criteria themselves then this should be considered via the SAC update procedure.  Such disagreements should be directed in writing to the Consultant in Public Health (Service Access Criteria) at the address listed in 3.2 for further consideration when the SAC are reviewed and updated.  The clinician should propose the rationale and/or evidence base for why the service access criteria should be changed.  

Where the panel feel that the service access criteria are ambiguous or need amending in light of appeals these will be directed to the service access criteria review process.  
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