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Introduction

Across the country most, if not all, ICBs have a set of policies and procedures for limiting
the number of low clinical value interventions. The Audit Commission’s report 'Reducing

expenditure on low clinical value treatments'! analyses variation on approaches to this
work. This approach was based on the 'Save to Invest' programme developed by the

London Health Observatory2 incorporating the 'Croydon List' of 34 low priority
treatments.

In addition, the national Evidence-Based Interventions (EBI) programme was launched in
2018 in partnership with the Academy of Medical Royal Colleges, NHS Clinical
Commissioners, the National Institute for Health & Excellence (NICE), NHS England &
Improvement, Royal Colleges, specialist societies, commissioners, providers and the
public. The aim of the programme is to improve the quality of care and is designed to
reduce the number of medical or surgical interventions as well as some other tests and
treatments which the evidence tells us are inappropriate for some patients in some
circumstances. It is also recognised that sometimes these interventions can do more
harm than good.

As well as improving outcomes, a further aim of the national EBI Programme is to free up
valuable resources so they can be put to better use elsewhere in the NHS. The EBI
programme develop and publish national policy on a range of procedures / interventions,
the first set of proposals being consulted on nationally during 2018 and published as
national policy in April 2019. The second wave of procedures was published as national
policy in November 2020 and is included within this policy. A third wave of procedures
has now also been published in May 2023 but this is not yet mandated within this policy.

How this Policy works

This policy sets out a consistent approach by Nottingham and Nottinghamshire
Integrated Care Board (N&N ICB). This approach is applied to any patient registered
within the N&N ICB Primary Care Networks. The policy is applicable to providers inside
the N&N ICB and those providers in other ICB’s.

This policy does not apply to the following pathways:

- Care as part of treatment for cancer

- Gender reassignment procedures as commissioned via NHS England
- Urgent care

Throughout this procedure we use the terms “male” and “female”. For the benefit of this
procedure “male” and “female” relate to the biological sex of the individual and not their
gender.

The ICB recognises that not everyone assigned female at birth with continue to associate

with the term “female” or “woman”, and vice versa for those assigned “male” at birth. The

ICB also recognises that around 1.7% of the world’s population is intersex [reference:
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https://www.manchester.ac.uk/discover/magazine/features/rights-of-intersex-
children/#:~:text=Approximately%201.7%25%200f%20the%20global,common%20as%20
being%20a%20twin.). When using the terms “male” and “female” throughout this policy,
the ICB is including those born with internal or external genitalia, chromosomes, and or
hormones that relate to that sex.

Purpose of this policy

The purpose of this policy is to ensure that Nottingham and Nottinghamshire Integrated
Care Board (the Commissioners) fund treatment only for clinically effective interventions
delivered to the right patients. It sets out the treatments deemed to be of insufficient
priority to justify funding from the available fixed budget.

This policy lists a number of procedures and services that the Commissioners restrict
funding for. Patients should only be referred for the procedures and services listed if they
meet the eligibility criteria set out in the policy. The onus is on the clinician to ensure that
appropriate authorisation from the commissioner is achieved, authorisation will be
achieved either by prior approval or, where there are significant numbers of procedures,
by retrospective audit (as agreed by individual ICBs per provider) to assure compliance
with criteria. The clinician must provide sufficient information to evidence how the patient
meets the criteria.

If a provider undertakes one of the procedures contained within this policy that requires
prior approval and has not gained approval the commissioner will not pay for the
procedure. If a provider undertakes one of the procedures contained within this policy
that requires retrospective audit and is found not to meet the criteria when the audit is
undertaken commissioners will not pay for the procedure.

Roles and Responsibilities

Roles Responsibilities

Integrated The Integrated Care Board is responsible for developing this policy and
Care Board making it publicly available; reviewing its content periodically or where
there is a change in the evidence base relating to a particular
intervention; and for ensuring full compliance with the policy.

Provider Provider organisations are responsible for ensuring that all procedures
organisations | and services are provided in line with this policy and that appropriate
authorisation from the Commissioner is gained either by prior approval
or following retrospective audit.

Referring At the point of decision to refer, clinicians are responsible for ensuring
clinicians that all referrals are made in line with this policy and that only those
patients meeting the eligibility criteria set out in the policy are referred.
The onus is on the clinician to ensure that appropriate authorisation from
the Commissioner is gained.
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Implementation and Compliance (Communication, Monitoring and Review and
Training)

This policy will be reviewed and approved by the ICB’s Strategic Planning and Integration
Committee every three years and made available to the public via the ICB’s website. Our
Policies and Procedures - NHS Nottingham and Nottinghamshire ICB

The policy will be implemented across providers in primary and secondary care. It will be
formally incorporated into contracts and will be subject to routine monitoring for
compliance.

Any individual who has queries regarding the content of this policy or has difficulty
understanding how this policy relates to their role, should contact the Acute Contracting,
Planned Care or the Individual Funding Request (IFR) Team(s).

Procedures not expressly covered in this policy

If a procedure is not covered in this policy and is documented on the indicative activity
plan, with or without an activity value or finance value, this would indicate that both
provider and commissioner recognize the activity as commissioned and therefore is
chargeable. If a procedure is not shown on the indicative activity plan and is also not
covered in this policy this would indicate that both the provider and commissioner
acknowledge that the procedure is unlikely to have been actively commissioned and on
that basis the provider should seek clarification and appropriate approval before carrying
out the procedure otherwise the procedure will not be funded.

Where prior approval is required the following will apply;

e At the point of decision to refer for a specific procedure, which requires prior
approval, the referrer will ensure that the clinical criteria are met. The referrer must
then apply for prior approval, informing the patient of the prior approval process.
Please note prior approval is not required if a patient is being referred to
secondary care for consultant management other than a procedure listed in this
policy e.qg. if referral is for diagnostic tests or investigations or treatment options

e A consultant who wishes to undertake a procedure covered by this policy must
seek approval in the same way and using the same criteria as their GP colleague.
This process applies regardless of the hospital at which the patient may be treated
and only applies to NHS commissioned secondary care, but is applicable in all
provider settings where that care is provided. Providers should ensure that the
prior approval code is recoded in the free text field in the SUS entry to ensure that
the procedure is not queried.
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Individual Funding Request (IFR) — The IFR process is to be used in circumstances
when a patient does not meet the clinical criteria for a procedure as set out in this policy
document but can demonstrate exceptionality in accordance with the definition.

Exceptionality is defined as:

‘The patient or their circumstances are significantly different from the general population
of patients with the condition in question and the patient is likely to gain significantly more
benefit from the intervention than might normally be expected for patients with that
condition.’

Where procedures do not require prior approval to be obtained for NHS funding before the
treatment takes place, these are identified as 'Monitored Approval' within the policy
document. Further information on this category of policy is included within the FAQ
section.

Due to the expansion of this document through the inclusion of national EBI Policies, along
with the nature of some of the procedures / interventions identified within the EBI
programme being more related to pathways, the number of policies identified in the
Monitored Approval category has significantly increased. In response to this, and specific
feedback received about improving the usability of the policy, the document has been split
into two sections for ease of use by end users:

e Section 1: Prior Approval and Monitored Policies

o This section includes all policies which require approval to be confirmed
prior to the treatment taking place via Blueteq.

o Procedures where prior approval isn’t required but the activity will be
monitored through the contract performance route.

e Section 2: Not routinely commissioned and IFR

o This section includes all policies which require approval to be confirmed
prior to the treatment taking place via IFR as they are not routinely
commissioned.

Prior approval Process

On receipt of the prior approvals request the ICB, or those conducting triage on their
behalf, will ensure that the requests receive appropriate clinical review to confirm
compliance with policy and equity with other approval decisions.

The ICB will have a 10 working day turnaround from date of receipt for all Primary Care
requests. For the purposes of patient confidentiality we only accept e-mail requests
which should be sent to nnicb-nn.ifrteam@nhs.net

Primary Care

Once approval has been issued, a referral can then be sent to secondary care in the
normal way. Please attach a copy of the prior approval form with your referral letter and
clearly state the prior approval reference number.
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If the referral is not complete with the approved application form/approval number, the
Secondary Care provider will not be able to carry out the procedure or respond to
contractual challenges and can return the referral to the GP.

Procedures undertaken by primary care that are listed in this policy must have prior
approval from the ICB.

Secondary Care

The patient can be added to the waiting list for the requested treatment only if prior
approval has been received. Patients must not be listed for treatment until prior approval
has been sought and approved. Providers should ensure that the prior approval code is
recoded in the free text field in the SUS entry to ensure that the procedure is not queried.

Why do we need policies?

NHS resources come under ever greater pressures each year. Ensuring that treatment
and care is focused where it can make the biggest difference is a key part of making best
use of these resources. This is a key challenge for all NHS organisations, and a prime
focus for commissioning among ICBs. These policies help clinicians identify interventions
with limited benefit, thereby providing potential for reinvesting elsewhere, where potential
benefits are greater.

The alternative to having policies of this kind is to leave each decision to individual GPs,
to manage individual dilemmas without guidance and without the context of the health
needs of the wider population.

Having one single policy provides equity of access to procedures and services across
the ICB’s population.

What do these policies cover?

These cover interventions where there is significant risk that patients undergoing them will
gain little health benefit.

The procedures have low rather than no clinical value. Some may be effective, but may
have low value because other (medical) treatments could be tried first. Other effective
procedures may provide large benefits for some patients but less to those with few
symptoms, where risks and benefits are closely balanced. There are interventions which
are effective in some but give no clinical value in others.

Finally, there are those interventions that whilst effective, are undertaken for primarily
cosmetic reasons, which commissioners often consider as providing low clinical value.
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Who are they for?

They are to assist clinicians in making referral decisions, where the principal reason for
referral is for surgical intervention. They are also to assist providers of treatment and
surgical services and are a statement about what the NHS will routinely pay for.

Is securing funding a guarantee of treatment?

Approval for NHS funding is NOT the same as a guarantee of treatment. Funding (the role
of the commissioner for a whole population) is often requested before specialist
assessment. The ultimate decision about safety and appropriateness of treatment is a
clinical one which must be discussed with the patient.

What about treatments that have already started under private arrangements?

If treatments have already been started under private arrangements, the overarching
assumption is that a whole package of care has been purchased and its potential
complications taken account of and explained to the patient. Therefore, it would be
unreasonable to expect the NHS to pick up the costs associated with private treatment
unless there is a medical emergency, or some other exceptional circumstance — see
specific policies for further details. Running out of funds, whilst unfortunate, is not
exceptional.

Notwithstanding this point, it is recognised that an individual who has commenced
treatment that would have been routinely commissioned by the NHS on a private basis
can, at any stage, request to transfer to complete the treatment within the NHS. However,
at the point that the patient seeks to transfer back to NHS care, the patient would be
required to be reassessed by an NHS clinician in line with the relevant current policy to
ensure compliance with the latest criteria. In addition, where criteria is met, the patient will
not be given any preferential treatment by virtue of having accessed part of their care
privately, and will be subject to standard NHS waiting times.

Likewise, if a device has been privately purchased and initiated, the NHS will not pick up
the costs of consumables or maintenance, unless the patient meets NHS criteria. For
example, a patient who has purchased a continuous glucose monitor would be expected
to have sufficient funds to purchase consumables for the life of the device unless they
meet the NHS criteria for the device.

What about treatments that have been started and completed under private
arrangements?

Funding is not provided retrospectively. If treatment has been completed under private
arrangements it is assumed that the patient has sufficient funds to cover this treatment.
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What about the continuation of experimental treatments/loaned device trials?

The continuation of experimental treatments/loaned device trials will not be routinely
funded. Initiating patients on treatments without clear evidence of safety, efficacy,
effectiveness or cost-effectiveness raises patient expectations that the treatment will be
continued. Where treatments are initiated by providers on a loan/ experimental basis this
is done at the provider’s own risk. The provider must be clear with the patient about the
end point/ exit strategy for the trial and/ or continuing care.

This excludes formal clinical research trials for which there are separate arrangements
between funders and providers.

What if surgeons undertake procedures outside the indications in these policies?

There is no guarantee of payment in accordance with the legally binding contract.

Individual Funding Reguest (IEFR) Frequently Asked Questions
When should we use the IFR Process?

The IFR process is to be used in circumstances when a patient does not meet the clinical
criteria for a procedure as set out in this policy document but can demonstrate
exceptionality in accordance with the definition.

Exceptionality is defined as:

‘The patient or their circumstances are significantly different from the general population
of patients with the condition in question and the patient is likely to gain significantly more
benefit from the intervention than might normally be expected for patients with that
condition.’

Can psychological considerations be taken into account within the definition of
exceptionality?

Accounting for psychological factors in arriving at a decision about eligibility for NHS
funding is hard to do in a clear and fair way. These considerations have been removed
from this policy as psychological distress unfortunately does not constitute clinical
exceptional circumstance.

NICE guidance indicates that clinicians should consider the possibility of Body Dysmorphic
Syndrome when making referral for plastic surgery (NICE Guidance 31).
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How can pain and significant functional impairments/limitations to activities of daily
living endured by patients be demonstrated in an IFR case?

Pain has been defined as an “unpleasant sensory and emotional experience arising from
actual or potential tissue damage” with clinical pain being “whatever the person says he or

she is experiencing whenever he or she says it occurs” and is therefore subjective.3

There is insufficient evidence to use questionnaire derived scores to evidence pain in
individuals. Therefore, in lieu of a standard assessment tool, alternative clear and objective

evidence must be provided when demonstrating patient pain and significant functional
impairments/ limitations to activities of daily living.

3 Fink, R. (2000) Pain assessment: the cornerstone to optimal pain management, Baylor
University Medical Centre Proceedings, 13(3): 236-239

This evidence should include documented assessments and/ or patient history, including:
e A description of the pain and which daily activities are no longer achievable;

e Prescribing history;

e Recorded sickness/ absence due to pain/ functional impairment;

e Evidence from functional tests/ investigations, such as gait analysis, physiotherapy/ OT
assessment;

e History of the pain/ impairment and the response to/ impact/ effect of conventional
therapies available.

Significant functional impairment is defined as:

e Symptoms that result in a physical/ functional inability to sustain employment/
education despite reasonable occupational adjustment, or act as a barrier to
employment or undertaking educational responsibilities;

e Symptoms preventing the patient carrying out routine domestic or carer activities;

e Symptoms preventing the patient carrying out self-care or maintaining independent
living.
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Section 1;

Prior Approval and Monitored Policies
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Breast Surgery

Category:
(IFR / Prior Prior Approval
Approval /
Breast Asymmetry correction Monitored
Approval)

Local or
National EBI National EBI
(Evidence

Based

Interventions) Policy:

Background:
This policy does not apply to breast reconstruction as part of the treatment for breast cancer.

This policy does not apply to breast or chest surgery for or following gender reassignment
surgery.

Policy:

The Commissioner will only fund surgery to correct breast asymmetry when ALL the
following criteria are met:

e Sexual maturation has been reached.

e BMI as measured by the NHS is between 18 and 25 and has been within this range
for 1 year as measured and recorded by the NHS

e Confirmed non-smoker and/or documented abstinence prior to procedure.

e Asymmetry equal to, or greater, than 30% difference in volume between the breasts
as measured by 3D body scan to assess breast volume.

The surgical correction of asymmetry includes reduction and augmentation or a combination
of both. Mastopexy is also included in conjunction with either reduction or augmentation
surgery.

Mastopexy is not funded as a standalone procedure.
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Breast — Augmentation

Category:
(IFR / Prior
Approval /
Monitored
Approval)

Prior Approval

Local or

National EBI
(Evidence

Based

Interventions) Policy:

National EBI

Background:

This policy does not apply to breast reconstruction following mastectomy for treating breast

cancer.

This policy does not apply to breast or chest alterations following gender reassignment

surgery.

Policy:

This commissioner will only routinely fund breast enlargement (augmentation mammoplasty)
surgery if one of the following criteria is met:

e Developmental failure resulting in unilateral or bilateral absence of breast
tissue/asymmetry e.g. Poland Syndrome / Tuberous Breast Deformity

e To correct breast asymmetry due to trauma or as a result of surgery (mastectomy or
lumpectomy) that results in a significant deformity.

Surgery for primarily cosmetic reasons is not eligible for NHS funding (see section 2)
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Category:
(IFR / Prior Prior Approval
Breast — implant removal Approval /
(+/- re-insertion) Monitored
Approval)

Local or
National EBI National EBI
(Evidence

Based
Interventions) Policy:

Background:

Breast implants may be inserted during reconstructive surgery for treatment or prevention of
breast cancer or for cosmetic purposes. Surgery to remove a breast implant may be used to
treat the complications of breast implants inserted for reconstructive or cosmetic purposes.

This policy does not apply to breast reconstruction as part of the treatment for breast cancer.

This policy does not apply to breast or chest surgery for or following gender reassignment
surgery.

Policy:

Removal of breast implants is only commissioned for the following indications in patients who
have undergone cosmetic augmentation mammoplasty performed either in the NHS or
privately:

e Dbreast disease

e implants complicated by recurrent infections

e implants with capsule formation that is associated with severe pain

e implants with capsule formation that interferes with mammography

e intra or extra capsular rupture of silicone gel-filled implants.

Where the implants are removed in strict compliance with the above AND whose original
surgery was NHS funded the insertion of replacement implants is also commissioned.

Surgery for primarily cosmetic reasons is not eligible for NHS funding

The insertion of replacement implants where the original surgery was funded privately
IS not commissioned.
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Category:

Breast Reduction (IFR / Prior Prior Approval

Approval /
Monitored
Approval)
Local or

National EBI National EBI
(Evidence

Based
Interventions) Policy:

Background:

This policy does not apply to breast reduction/ mastectomy as part of the treatment for breast
cancer.

Breast reduction surgery is a procedure used to treat women with breast hyperplasia
(enlargement), where breasts are large enough to cause problems like shoulder girdle
dysfunction, intertrigo and adverse effects to quality of life.

This policy does not apply to breast or chest surgery for or following gender reassignment
surgery.

Policy:

Surgical treatment is commissioned if ALL criteria are met:

Sexual maturation has been reached*

Causing back pain which has not responded to 1 year of documented conservative
management such as physiotherapy

Symptoms not relieved by appropriately measured brassiere fitted by a trained bra fitter
BMI as measured by the NHS is between 18 and 25 and has been within this range for
1 year as measured and recorded by the NHS

Confirmed non-smoker and/or documented abstinence prior to procedure

Mean breast size is equal to or greater than 1000 cc*

Ratio of combined breast volume to adjusted partial torso volume is equal to or greater
than 13% as measured by 3D body scan to assess breast volume

The patient and surgeon understand that only one cycle of breast reduction will be
commissioned

* Young women with juvenile macromastia (juvenile gigantomastia) can be
treated prior to reaching sexual maturation

Surgery for primarily cosmetic reasons is not eligible for NHS funding
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Cardiology

Category:
(IFR / Prior Monitored
Diagnostic coronary angiography for | Approval /
low risk, stable chest pain Monitored
Approval)

Local or
National EBI National EBI
(Evidence

Based

Interventions) Policy:

Background:

NICE guidelines recommend that where a diagnosis of chest pain cannot, by clinical
assessment alone, exclude stable angina, 64-slice (or above) CT coronary angiography
should be offered as first-line. Invasive coronary angiography should only be offered to
patients with significant findings on CT coronary angiogram or with inconclusive further
imaging.

This guidance applies to adults aged 19 years and over.

Policy:

When results of non-invasive functional imaging are inconclusive and patients are assessed
as having low risk, stable cardiac pain, invasive coronary angiography (cardiac
catheterisation) should be offered only as third-line investigation.

Patients who have chest pain that is not an Acute Coronary Syndrome (ACS), but there is
concern that it is due to an ischemic cause (stable angina) should, in the first instance, be
offered a CT Coronary angiography (64 slice or above). This is based on:

e Clinical assessment indicating typical or atypical angina; or
e Clinical assessment indicates non-anginal chest pain but the 12-lead resting ECG shows
ST-T changes or Q waves.

Significant coronary artery disease (CAD) found during CT coronary angiography is = 70%
diameter stenosis of at least one major epicardial artery segment or = 50% diameter stenosis
in the left main coronary artery.

If the CT coronary angiography is inconclusive, non-invasive functional imaging for
myocardial ischemia should be considered in the following forms:

Stress echocardiography; or

First-pass contrast-enhanced magnetic resonance (MR) stress perfusion; or
MR imaging for stress-induced wall motion abnormalities; or

Fractional flow reserve CT (FFR-CT); or
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Myocardial perfusion scintigraphy with single photon emission computed tomography
(MPS with SPECT).

Invasive coronary angiography should only be offered as third-line investigation when the
results of non-invasive functional imaging are inconclusive.
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Category:
(IFR / Prior Monitored
Exercise ECG for screening of Approval /
coronary heart disease Monitored
Approval)

Local or
National EBI National EBI
(Evidence

Based

Interventions) Policy:

Background:

Exercise electrocardiogram (ECG) is a type of cardiac stress test that should no longer be
used to screen for coronary heart disease (CHD).

This guidance applies to adults aged 19 years and over.

Policy:

Exercise ECG has no role in the screening of asymptomatic and low risk patients for
coronary heart disease because it has a very low pre-test probability of identifying pathology.
Risk calculators, such as Systematic Coronary Risk Evaluation (SCORE), are instead
recommended to identify patients who are at greater risk of CHD.

Under the guidance of cardiologists, the test has a limited role for diagnosis in selected
patients with symptoms suggestive of CHD, and/or where CHD has been diagnosed to
confirm functional capacity or severity.
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Category:
(IFR / Prior Monitored
Pre-operative Chest X-Ray Approval /
Monitored
Approval)

Local or
National EBI National EBI
(Evidence

Based

Interventions) Policy:

Background:

Chest radiographs in the pre-operative assessment of adult, elective surgical patients prior to
routine surgery is not recommended.

This guidance applies to adults aged 19 years and over.

Policy:

Pre-operative chest radiographs should not be routinely performed in adult elective surgical
patients. However, they may be appropriate in specific cohorts of patients, including when
the following criteria apply:

e Patients undergoing cardiac or thoracic surgery
e Patients undergoing organ transplantation or live organ donation
e At the request of the anaesthetist in:
o Those with suspected or established cardio-respiratory disease, who have not had
a chest radiograph in the previous 12 months, and who are likely to go to critical
care after surgery
o Those with a recent history of chest trauma
o Patients with a significant smoking history who have not had a chest radiograph in
the previous 12 months, or those with malignancy and possible lung metastases
o Those undergoing a major abdominal operation, who are at high risk of respiratory
complications.

Page 27 of 169



Category:
(IFR / Prior Monitored
Pre-operative ECG — Heart tracing Approval /
before an operation Monitored
Approval)

Local or
National EBI National EBI
(Evidence

Based

Interventions) Policy:

Background:

Performance of a resting electrocardiogram (ECG) in asymptomatic adult patients
undergoing low-risk, non-cardiac elective surgery during the preoperative assessment is not
necessary.

This guidance applies to adults aged 19 years and over.

Policy:

Pre-operative electrocardiograms should not be routinely performed in low risk, non-cardiac,
adult elective surgical patients. However, they may be appropriately performed when the
following criteria apply:

e Patients with an American Society of Anaesthesiologists (ASA) physical classification
status of 3 or greater and no ECG results available for review in the last 12 months

e Patients with a history of cardiovascular or renal disease, or diabetes

e Patients with any history of potential cardiac symptoms (e.g. cardiac chest pain,
palpitations, unexplained syncope or breathlessness) or a new murmur, that has not
previously been investigated

e Patients over the age of 65 attending for major surgery.

Where pre-operative tests are completed outside the centre in which surgery will be
completed, avoid unnecessarily repeating these tests on admission and ensure appropriate
transfer of images takes place.
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Category:
(IFR / Prior Monitored
Specialist blood test (troponin) for Approval /
investigations of chest pain Monitored
Approval)

Local or
National EBI National EBI
(Evidence

Based

Interventions) Policy:

Background:

Troponin blood testing should be used to diagnose acute myocardial infarction. It should only
be used in cases where a clinical diagnosis of acute coronary syndrome or myocarditis is
suspected or for prognostic purposes when pulmonary embolism is confirmed.

Policy:

In order to rule out suspected acute coronary syndrome (moderate or high risk of myocardial
infarction) in people presenting with acute chest pain, NICE recommends early rule out using
high-sensitivity troponin tests. High-sensitivity troponin assays were developed to detect
troponin in the blood at lower levels than non-high-sensitivity troponin assays. Using the
high-sensitivity assays as part of an early rule-out protocol can reduce time to discharge.
Guidance on early rule out of NSTEMI using high-sensitivity troponin assays recommends a
2-test strategy, typically on admission and at 3 hours. However, the committee concluded
that there was insufficient evidence to recommend a specific test strategy and agreed that
early rule-out protocols should be chosen according to local preference.

High-sensitivity troponin measurements should not be considered in isolation but interpreted
alongside the clinical presentation, the time from onset of symptoms, the 12-lead resting
ECG, pre-test probability of NSTEMI, the possibility of chronically elevated troponin levels in
some people and that 99th percentile thresholds for troponin | and T may differ between
sexes. If ACS is not suspected, high-sensitivity troponin test should not be used. For people
at low risk of myocardial infarction only perform a second high sensitivity troponin test if the
first troponin test at presentation is positive.

Diagnosis of myocardial infarction is the detection of a rise and/or fall of cardiac troponin with
at least one value above the 99th percentile of the upper reference limit and at least one of
the following:

e symptoms suggesting myocardial ischaemia

e new / presumed new significant ST-segment-T wave (ST-T) changes or new left bundle
branch block (LBBB)

e development of pathological Q waves on the ECG

e imaging evidence of new loss of viable myocardium or new regional wall motion
abnormality

¢ identification of an intracoronary thrombus by angiography.
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The appropriate use of high-sensitivity troponin testing should reduce the need for further
investigation, result in shorter stays in hospital and overall result in cost-savings (if used in an
early rule out clinical protocol).

According to this recommendation, if acute coronary syndrome is suspected in a primary
care setting, a referral should be made for prompt investigation and treatment.

This guidance applies to adults and children.
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Dermatology

Category:
Congenital pigmented lesions (IFR / Prior Prior Approval
Approval /
Monitored
Approval)

Local or
National EBI Local
(Evidence

Based

Interventions) Policy:

Background:

Congenital pigmented naevi initially appear as flat, pigmented lesions of various sizes. They
are usually solitary lesions but can be multiple. They may be very large (giant congenital
naevi). Less often they may appear after birth in the first two years of life (congenital naevus
tardive). As the lesion ages, it tends to become raised and may become hairy. The main
clinical concern is the development of malignant melanoma.

Policy:

Treatment commissioned only if ALL of the following criteria are met:
e The patient is aged less than 18 years at the time of referral

e The child (not just the parent/carer) expresses concern

e The lesion is located on the face

e The lesion is at least 1cm in size
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Laser treatment - Skin

Category:
(IFR / Prior
Approval /
Monitored
Approval)

Prior Approval

Local or
National EBI
(Evidence

Based
Interventions) Policy:

Local

Background:

Laser skin resurfacing removes skin very precisely, layer-by-layer by vaporizing it. Lasers
remove the outer layer of your skin — the epidermis — and heats the underlying layer, called
the dermis. The lasers stimulate the growth of new collagen fibers resulting in new skin that

is smoother and firmer.

Policy:

Only commissioned if at least one of following:

e Port wine stains - on the face only (not scalp or neck) unless single lesion can be

treated in a single session

e Rare genodermatosis e.g. Tuberose Sclerosis causing functional disability
e Translocation of hair bearing skin during surgery but NOT for excessive hair growth

(hirsutism)

e Intractable and recurrent pilonidal sinus.
e Tattoo removal if one of the following two criteria are met:

o latrogenic

o Result of trauma inflicted against the will of the patient where referral for removal has
been sought within one year of the tattoo being performed
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Category:
Lipoma (IFR / Prior Prior Approval
Approval /
Monitored
Approval)

Local or
National EBI Local
(Evidence

Based

Interventions) Policy:

Background:

Benign tumours are usually slow-growing and non-invasive (for example lipoma, fiboroma,
chondroma, neuromas, and vascular tumours)

The most common benign soft tissue tumour in the neck is a lipoma, which usually presents
in mid-adulthood onwards as a painless, soft, mobile, discrete subcutaneous mass, which
may occur anywhere on the body.

Policy:

Surgical treatment commissioned if ONE of the criteria apply and the patient has had a
documented shared decision making episode:

e Lipoma diameter over 5cms

e Causes significant functional disability resulting in severe restriction of Activities of
Daily Living (ADL) or is a function critical to sustaining life

e Causes recurrent trauma due to size and/or position. Lipomas that are under 5cms
should be observed only, using Soft Tissue Sarcoma Guidelines (SIGN 2003).

Lipomas located on the body that are over 5cms in diameter, or in a sub-facial position,
which have also shown rapid growth and/or are painful should be referred to an
appropriate Sarcoma clinic).
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Category:
Removal of Benign skin (IFR / Prior Prior Approval
lesions Approval /
Monitored
Approval)

Local or
National EBI National EBI
(Evidence

Based

Interventions) Policy:

Background:
This policy refers to benign lesions including but not limited to:

benign moles (excluding large congenital naevi)
solar comedones

corn/callous

dermatofibroma

milia

molluscum contagiosum (non-genital)

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

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

non-genital viral warts in immunocompetent patients
xanthelasmata

neurofibromata

Disfiguring scars and keloid or hypertrophic scars (including acne scarring), whether
arising from prior injury or surgery, are also included in the scope of this policy.

Policy:

Surgical removal, or cryotherapy of benign skin lesions are ONLY commissioned if there is at
least one of:
e Significant functional disability resulting in severe restriction of Activities of Daily Living
(ADL) or arisk to a critical life sustaining function.
e Recurrent infection (at least 2 courses of antibiotics)
e Recurrent bleeding/trauma (at least 3 documented episodes)
e There is a risk on future malignancy (especially with respect to lesions in children)

Benign skin lesions are only commissioned for removal in a secondary care setting where
the site, nature of the lesion (e.g. suspicion of malignancy) o