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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 9TH JANUARY 2018 AT 2.30PM
BOARDROOM, LIVERPOOL CCG
3RD FLOOR THE DEPARTMENT
2 RENSHAW STREET, L1 2SA
AGENDA
Part 1:

Introductions and Apologies

1.1

Declarations of Interest

All

1.2

Minutes and action points from the meeting
on 12th December 2017

Attached
All

1.3

Matters Arising

All

Part 2:
2.1

Updates

Feedback from Committees:

Report no: GB 01-18

 Committees in Common – 17th November 2017 Dr Simon Bowers
2.2

Chief Officer’s Update

Report no: GB 02-18
Jan Ledward

2.3

Feedback from Liverpool Safeguarding
Children’s Board – 13th December 2017
and the Knowsley, Liverpool, Sefton & Wirral
Safeguarding Adults Board - 15th December 2017

Report no: GB 03-18
Jane Lunt

2.4

Public Health Update

Verbal
Dr Sandra Davies
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Part 3:

Performance

3.1

Finance Update October 2017 – Month 8 17/18

Report no: GB 04-18
Mark Bakewell

3.2

CCG Corporate Performance Report

Verbal
Stephen Hendry

Part 4:

4.1

Strategy and Commissioning

Criteria Based Clinical Treatment Policy

Part 5:

Report no: GB 05-18
Dr Monica Khuraijam

Governance

5.1

Corporate Risk Register

Report no: GB 06-18
Ian Davies

5.2

Governing Body Revised Terms of Reference

Report no: GB 07-18
Ian Davies

5.3

Establishing a North Mersey Joint Committee of
Clinical Commissioning Groups

Report no: GB 08-18
Carole Hill

6.

Questions from the public

7.

Date and time of next meeting:
Tuesday 13th March 2018 in the Boardroom, Liverpool CCG, The Department, 2
Renshaw Street, Liverpool L1 2SA

For Noting:
Committees in Common – 15th September 2017
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Report no: GB 01-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 9TH JANUARY 2018
Title of Report

Feedback from Committees

Lead Governor

Dr Simon Bowers, Chair

Senior Management
Team Lead

Cheryl Mould, Primary Care Programme Director,
Jane Lunt, Head of Quality/Chief Nurse
Mark Bakewell – Acting Chief Finance Officer
Derek Rothwell – Head of Contracts, Procurement and
Business Intelligence
Ian Davies – Chief Operating Officer

Report Author(s)

Cheryl Mould, Primary Care Programme Director,
Jane Lunt, Head of Quality/Chief Nurse
Mark Bakewell – Acting Chief Finance Officer
Derek Rothwell – Head of Contracts, Procurement and
Business Intelligence
Ian Davies – Chief Operating Officer

Summary

The purpose of this paper is to present the key issues
discussed, risks identified and mitigating actions
agreed at the following committees:
 Committees in Common – 17th November 2017.
This will ensure that the Governing Body is fully
engaged with the work of committees, and reflects
sound governance and decision making arrangements
for the CCG.

Recommendation

That Liverpool CCG Governing Body:
 Considers the report and recommendations from the
committees

Relevant Standards
or targets
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HEALTHY LIVERPOOL PROGRAMME
RE-ALIGNING HOSPITAL BASED CARE
COMMITTEE(S) IN COMMON (CIC)
KNOWSLEY, LIVERPOOL, SOUTH SEFTON AND SOUTHPORT & FORMBY
CCGS
FRIDAY 17TH NOVEMBER 2017
Meeting Room 1, Liverpool CCG
The Department, Lewis’s Building, 2 Renshaw Street, L1 2SA
Time 12.00pm – 2.00pm
AGENDA
1. Welcome, Introductions and Apologies

Dr Simon Bowers

2. Declarations of interest

ALL

3. Notes and actions from the 15th September
2017 meeting

ALL

4. Establishing a North Mersey Joint Committee –
Draft Terms of Reference

Jan Ledward
Report No: CIC 05-17

5.

Chris Grant/Carole Hill
Presentation
Chris Grant/Carole Hill
Presentation

Orthopaedics Reconfiguration – post
consultation update
6. Review of Liverpool Women’s Services –
update on the path to consultation
7. Any other business

8. Date and time of next meeting: Friday, 8th December 2017,12pm to 2pm,
Boardroom, Liverpool CCG
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Committees in Common

Meeting Date: 17th November 2017

Key issues:

Risks Identified:

1.

•

Establishing a North Mersey
Joint Committee

Ensuring streamlined
governance for effective
decision-making regarding
proposals that impact on the
North Mersey population.

Is the risk
identified linked
to the Corporate
Risk Register &
if so please
provide the Risk
No

CO56

Chair: Dr Simon Bowers

Mitigating Actions:

•
•
•

•

2.
Proposals for a North Mersey
single service for orthopaedics

•

3.

Update on the process
to review women’s and
neonatal services
provided by Liverpool
Women’s Hospital

31

•

•

Ensuring that proposals for a
single service improve
services and patient
experience
Assurance that the
reconfiguration process
meets statutory requirements

CO18

Ensuring that proposals
provide solutions to the
clinical challenges set out in
the case for change
Assurance that the
reconfiguration process
meets statutory requirements

CO54

•

•
•
•
•

•
•
•

Committees in Common providing
oversight regarding the establishment
of the new Joint Committee
Engagement with CCG Governing
Bodies
Consistency with similar committees
being established across C&M
Committees in Common have oversight
of and endorse all key milestones in the
process, including receiving the findings
from consultation
Establishment of a North Mersey Joint
Committee
NHS England Assurance process
Local Authority Scrutiny
Committees in Common have oversight
of and endorse all key milestones in the
process, including receiving the findings
from consultation
Establishment of a North Mersey Joint
Committee
NHS England Assurance process
Local Authority Scrutiny
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Recommendations to NHS Liverpool CCG Governing Body:
1. To note the key issues and risks.
2. Were any conflicts of interests identified or declared? Yes/No
resolved:
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If Yes please state the nature of the conflict and how it was
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Report no: GB 02-18

NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 9TH JANUARY 2018

Title of Report

Chief Officer’s Report

Lead Governor

Jan Ledward, Interim Chief Officer

Senior
Management
Team Lead

Jan Ledward, Interim Chief Officer

Report Author

Jan Ledward, Interim Chief Officer

Summary

The report highlights to the Governing Body
the issues and risks that have reached the
attention of the Chief Officer and require
noting by the Governing Body.

Recommendation

That Liverpool CCG Governing Body:
 Notes the Chief Officer’s Report

Relevant
standards/targets

1. NHS England Directions
2. Financial balance
3. 4 Hour A&E Target
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CHIEF OFFICER’S REPORT

1.

PURPOSE
The report highlights to the Governing Body the issues and risks
that have reached the attention of the Chief Officer and require
noting by the Governing Body.

2.

RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Notes the Chief Officer’s report.

3.

INTRODUCTION

4.

LOCAL ISSUES
4.1 Happy new year. The Christmas holiday was as usual busy,
however we managed to continue to provide excellent care.
Thank you to all staff that worked over the festive and new
year period, the commitment and dedication of staff is what
we have become accustomed to in the NHS despite the media
storeys and service pressures.
4.2 Lay member recruitment
The appointments to the CCG Governing Body have been
made and I am delighted to welcome some of our new lay
members to the meeting:
Helen Dearden - Lay member for Governance/vice Chair,
Ken Perry - Lay member for public and patient engagement
Gerard Grey - Lay member for finance.
During the next few months as part of the Governing Body
development programme we will be reviewing the terms of
reference and constitution to ensure clarity of our scheme of
delegation and decision making processes.
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4.3 Financial Position
The CCG continues to forecast achievement of NHS England
‘business rules’, however delivery remains subject to
mitigation of some financial risks as outlined within the main
report. There has been a welcome level of improvement in
the last reporting period (Month 8 – November 2017) in line
with the required trajectory however focus needs to be
maintained on both controlling expenditure below planned
levels and an over-delivery of the planned cash releasing
efficiency savings for the remainder of the financial year.
Non-delivery of either of these aspects will have a significant
impact on the CCG in a number of ways (future financial
planning assumptions, CCG assurance rating, decision
making powers from NHS England) and as such, I have asked
the senior management team to prepare contingency plans
should they be required to approach this as if we are in
‘turnaround’ and this was discussed at last months governing
body in respect of additional decision making authority to
swiftly implement remedial measures. This may include
mitigations such as the cessation of all non-essential
expenditure with immediate effect and deferral of planned
initiatives until a later date.
I have asked for an update based on the Month 9 reporting
period in early January so that we are clear about the
assumptions within the financial position, including an
assessment of risks and potential mitigations available to the
CCG. Given the relative position within the financial year, the
CCG will need to act swiftly to influence controllable
expenditure in quarter four, but it is imperative that we deliver
the business rules in this year.
4.4 Walk in Centres
There has been a need to consider the opening hours of
Walk-in Centres in Liverpool to manage safety issues and
concerns that have been uncovered by Mersey Care since
taking on the managed contract for services in November
2017 which were historically known by Liverpool Community
Health (LCH), and which were in part raised with Liverpool
CCG. Recruitment and retention issues in the Walk-in-Centres
have been known to both LCH and the Commissioners for at
Page 3 of 7
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least 6 months, in particular risks and concerns associated
with overall staffing levels.
Since taking up the Management Contract for LCH’s Liverpool
Services in November 2017, Mersey Care has introduced a
Weekly Executive Safety Huddle and the issue of the safe
staffing at the Walk-in-Centres was escalated in line with
National Quality Board expectations to the executive team.
The primary concern at the time was the safety of patients and
staff, driven by problems directly relating to insufficient staff
with the right qualifications and skills to provide a safe service
across the commissioned opening hours. This flags as a red
risk on Mersey Care’s quality governance measures that are
currently being embedded within the Liverpool community
services.
Following a review of available staffing and patient attendance
at each of the Walk-in-Centres, a decision was taken by the
LCH Executives to change the opening hours to maintain
safety whilst minimising the impact of the temporary loss of
service.
In the same timeframe, staff – independently and via the RCN
– raised further and significant concerns relating to staffing
levels, competency and capability issues with the overall
management of one or more of the Walk-in-Centres. These
were communicated to the LCH. This was communicated
immediately to the CCG and a meeting with and the Chief
Executive, CCG Accountable Officer, Nurse Directors and
LCH Workforce Director took place. There was collective
agreement that the concerns raised, in the context of an
overall staffing level problem, were sufficiently serious as to
require immediate action. A proposal to standardise the Walkin-Centre’s opening hours was agreed as the most pragmatic
option to mitigate the known risks.
This proposal was shared with the A&E Delivery Board Chair
on 15th December 2017, who supported the proposal.
The LCH Board on the 19th December 2017 formally
supported the decision to make the changes in order to
maintain safety whilst minimising the impact on those who use
the service. This is not a permanent position but is intended to
Page 4 of 7
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manage short term safety concerns that we have identified
and have been discussed with the CQC as a result of
whistleblowing.
This issue will be kept under regular review and both
organisations Directors of Nursing will meet weekly to ensure
progress is made on the concerns raised. I will meet
fortnightly with the Chief Executive of Mersey Care to ensure
we work together on this and longer term options.
5.

NATIONAL ISSUES
5.1 Better Care Fund assurance
The Better Care Fund (BCF) is the only mandatory policy to
facilitate integration of health and social care. It brings
together health and social care funding, with a major injection
of adult social care money announced at the Spring Budget
2017 via the Improved Better Care Fund. For the first time,
this policy framework for the Fund covers two financial years
to align with NHS planning timetables and to give areas the
opportunity to plan more strategically.
We have received confirmation from NHS England that the
Liverpool BCF Plan has been formally approved, following the
regional assurance process. In summary, the assurance team
recognise that the Liverpool plan has been agreed by all
parties (local authority, CCG and Health and Wellbeing Board)
and that the plan meets all requirements and that the focus
should now be on delivery.
BCF funding will now be released subject to its use in
accordance with the approved plan, delivery of agreed
performance objectives and funding being transferred into
pooled funds under a section 75 agreement.
This is great news and reflects the significant amount of work
that went in to producing a robust plan, across our system and
involving partners, designed to improve patient outcomes
through more integrated care delivery. Our full focus is now
on delivery of the plan and achievement of our objectives.
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6.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers) – Not Applicable
6.1 Does this require public engagement or has public
engagement been carried out? / No
i.

If no explain why – no service transformation or
change.

ii.

If yes attach either the engagement plan or the
engagement report as an appendix. Summarise key
engagement issues/learning and how responded to.

6.2 Does the public sector equality duty apply? No.
i.
If no please state why – no service transformation or
change.
ii.
If yes summarise equalities issues, action taken/to be
taken and attach engagement EIA (or separate EIA if
no engagement required). If completed state how EIA
is/has affected final proposal.
6.3 Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following
areas showing how this is constructed to achieve the
most:
a) Economic wellbeing
b) Social wellbeing
c) Environmental wellbeing
6.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
Achieving key performance targets delivers better care for our
patients.

7.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY
Maintaining healthy financial position ensures sustainability for the
future.

8.

CONCLUSION
Page 6 of 7
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The Liverpool CCG Governing Body is asked to note the Chief
Officer’s report.
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Report no: GB 03-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 9TH JANUARY 2018
Title of Report

Feedback from the Liverpool Safeguarding
Children Board – 13th December 2017 and the
Knowsley, Liverpool, Sefton & Wirral
Safeguarding Adults Board - 15th December 2017.

Lead Governor

Jane Lunt, Head of Quality/Chief Nurse

Senior Management Jane Lunt, Head of Quality/Chief Nurse
Team Lead
Report Author
Jane Lunt, Head of Quality/Chief Nurse
Summary

The purpose of this paper is to present the key
issues discussed, risks identified and mitigating
actions agreed at the Liverpool Safeguarding
Children Board 13th December 2017 and the
Knowsley, Liverpool, Sefton & Wirral
Safeguarding Adults Board 15th December 2017.
This will ensure that the Governing Body is fully
engaged with the work of the Safeguarding
Boards and reflects sound governance and
decision making arrangements for the CCG.

Recommendation

Relevant Standards
or targets

That Liverpool CCG Governing Body:
 Considers the reports and
recommendations from the Liverpool
Safeguarding Children Board and the
Knowsley, Liverpool, Sefton & Wirral
Safeguarding Adults Board
The Assurance & Accountability Framework
2015 – NHS England.
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Liverpool Safeguarding Children
Board (‘LSCB’)

Meeting Date: 13th December 2017

Chair: Audrey Williamson

Key issues:
1. Need to implement the changes to the Local
Safeguarding arrangements in light of
Children and Social Care Act by April 2019.

Risks Identified:
• 3 key partners: health, police and
Local Authority may not be able to
determine functioning
arrangements by April 2019.

Mitigating Actions:
• Standing items on LSCB agenda to
oversee progress to new arrangements.

2. No consistent tools for use across all
agencies to support effective risk
assessments for children and families.

3. LSCB performance data highlights an
increase in the number of children who have
become “Looked After” in recent months.

•

•

Citywide implementation of Graded
Care Profile 2 and signs of safety
fails to have intended impact.

Local agencies fail to understand
the reasons behind this and any
interventions are therefore
ineffective.

•

3 key partners to meet and prepare
option.

•

Visits/research to understand and learn
from other areas

•

Launch in December 2017 to highlight
implementation plans.

•

Regular updates to LSCB regarding
progress.

•

Team in place to support implementation
with funding from LSCB

•

Training programme in place with support
and supervision for staff.

•

Children’s social care to look at the
reasons why children became “Looked
After” to ensure learning is used to inform
local service improvements, including the
Early Help offer.

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the issues, risks and mitigation.
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Liverpool , Knowsley, Sefton &
Wirral (‘KLSW’) Safeguarding
Adults Board

Meeting Date: 15th December 2017

Chair: Sue Redmond (Independent Chair)

Key issues:
1. Establishing an effective performance
framework for the KLSW Safeguarding
Adults Board.

Risks Identified:
• Lack of a performance framework
does not enable understanding of
variation and risk across the 4
boroughs.

Mitigating Actions:
• New Performance Analyst in post –
working with Leads in each borough.

2. Need to establish baseline for the KLSW
Board of current picture across the 4
boroughs and organisations.

•

•

3. Safeguarding Audit Review (‘SAR’) from
another borough presented to the Board.

•

Lack of understanding of practice
across the 4 boroughs and
organisations.

•

Performance subgroup of Board
overseeing work to establish framework
for 2018/19.

•

Task & Finish Group in place to accelerate
work.
“Chapter 14” audit to be undertaken in
January 2018.

•
•

Tool developed using Children’s section
11 audit as basis.

•

Workshop to be developed from outcome
of audit.

•

Discussion enabled recommendations to
be made “SMARTER”.

•

Generic and specific learning to be shared
across all Boroughs to enable improved
practice.

•

Policies and processes to be reviewed in
light of findings and recommendations.

Inability to identify and share good
practice and reduce variation.

Poorly worded recommendations
without clear timescales diminish
the impact of the findings and
learning in improving practice,
policies and procedures.

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the issues, risks and mitigation.
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Report no: GB 04-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 9TH JANUARY 2018
Title of Report
Lead Governor

Finance Update November 2017 – Month 8
17/18
Jan Ledward – Chief Officer

Senior
Management
Team Lead
Report Author

Mark Bakewell
Acting Chief Finance Officer

Summary

This paper summarises the CCG’s financial
performance for the month of November
2017 (Month 8) for the Finance,
Procurement and Contracting Committee
and contains details regarding

Mark Bakewell
Acting Chief Finance Officer

a) Financial Performance in respect of
delivery of NHS England Business
Planning Rules particularly regarding inyear surplus position and treatment of
non-recurrent headroom
b) Assessment of risk to the delivery of
forecast surplus position given current /
required mitigating actions as identified
within Financial Recovery Plan as
shared with NHS England
Recommendation

That Liverpool CCG Governing Body:
 Notes the current financial position
and risks associated with delivery of
the forecast outturn position.
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 Notes the stated assumptions
regarding
proposed
recovery
solutions to deliver the required
business rules based on current
forecast outturn assumptions

Relevant
standards/targets

Financial Duties
NHS England Business Rules
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FINANCIAL PERFORMANCE UPDATE
MONTH 8 (NOVEMBER) 2017/18
1. PURPOSE
The purpose of this report is to provide the Governing Body with an
update on the CCG’s financial performance within the 2017-18 financial
year.
2. RECOMMENDATIONS
That the Liverpool CCG Governing Body
 Notes the current financial position and risks associated with
delivery of the forecast outturn position.
 Notes the stated assumptions regarding proposed recovery
solutions to deliver the required business rules based on current
forecast outturn assumptions.
3. REPORTING REQUIREMENTS
NHS England have advised that CCGs should move away from
reporting financial performance on a “cumulative basis”, to “in-year
surplus” reporting.
Table one below summarises the CCG Financial Performance against
planning assumptions on both of these basis with a minor ‘in-year’
surplus (*a) required to maintain a relative 2% cumulative surplus
position (*b) (given an increase in CCG resources compared to 16/17
due to additional allocation growth)
Table One: 2017/18 Financial Year (FY) Planned Surplus Position

In Year Position Surplus / (Deficit)
Prior Year (carry forward) Surplus
2017/18 Planned Surplus position

2017/18 Financial Year
£ 000’s
86 (*a)
16,380
16,466 (*b)

The focus of future ‘external’ reporting in accordance with NHSE
requirements will be the delivery of the £86k surplus (*a) for 2017/18,
with the CCG ensuring that the 0.5% National Headroom reserve (as
described below) remains available for national direction. The CCG will
Page 3 of 35
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continue to report on both values for the 2017/18 financial year given the
change in reporting focus and to ensure awareness of its cumulative
surplus position is maintained.
4.GUIDANCE UPDATES
a) Prescribing price concessions and No Cheaper Stock Obtainable
All drugs listed in ‘Part VIII’ of the Drug Tariff are eligible for price
concessions and ‘No Cheaper Stock Obtainable’ (NCSO) status.
Occasionally there are shortages of these products, for example, if there
are manufacturing problems or a change in demand, resulting in
pharmacy contractors having to dispense an equivalent product that is
only available above the set Drug Tariff price.
Price concessions and ‘NCSO’ are not necessarily new issues and a
level of pressure is always managed by organisations each year in the
course of normal business.
However, due to both an increase in the number of items included on the
concessions list, and the level of price increases associated with some
specific items in 17/18, all CCGs are flagging pressures significantly in
excess of previous levels.
Pending a national review of the cost pressures by NHS England, CCG’s
have been asked to highlight these pressures to their Governing Bodies
The total additional full year cost of Price Concessions and NCSO’s to
Liverpool CCG, as reported to NHS England at Month 08, has been
calculated at £5.7m.
b) Category M Savings
The Pharmaceutical Services Negotiating Committee (PSNC) has
announced that category M prices will be reduced by £15m per month
(anticipated £120m windfall benefit) for a 12-month period from August,
to "correct overpayments of retained margin for both 2015-16 and 201617".
Further guidance has been received with regards to the centrally held
‘reserve’ relating to unplanned drug price reductions in 2017/18 and has
advised that “It is our intention that the benefit of the price reduction
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initially retained centrally should be available for investment by CCGs
either in 2017/18 or in subsequent years”
If the risk reserve does need to be deployed to offset the risk of a system
deficit, then the CCG’s in-year and cumulative surplus position will
increase further, above the figures reported in Table 3.
Current indications suggest the value of these category ‘M’ savings for
Liverpool CCG in 17/18 could be in the region of £1m at the end of the
financial year however due to the time lag in prescribing data this is still
an estimated on Liverpool’s share of national adjustments.
4.

FINANCIAL POSITION SUMMARY AT MONTH 8

a) Financial Performance Indicators
Table two below describes the CCG’s self-assessed performance
against required financial performance and statutory measures
(regarding resource and cash limits) given the information contained
within this report.
Table Two: 2017/18 Full Year monthly financial performance indicators
Financial
Performance
Indicators

2017/18

M01

M02

M03

M04

M05

M06

M07

M08

Plan

(April)

(May)

(June)

(July)

(Aug)

(Sep)

(Oct)

(Nov)

£000

£000

£000

£000

£000

£000

£000

£000

£000

86

86

86

86

86

86

86

86

86

16,463

16,466

16,466

16,466

16,466

16,466

16,466

16,466

16,466

0

(289)

(872)

(715)

(1,075)

(1,220)

(1,552)

(1,190)

10,562

10,047

10,047

10,329

10,064

10,300

10,173

10,060

10,096

4,275

4,275

4,275

4,275

4,275

3912*

3912*

3912*

3912*

4,275

4,275

4,275

4,275

4,275

3912*

3912*

3912*

3912*

a) Business Rules
2017/18 Forecast
Outturn ‘In year’
Surplus / (Deficit) (*1)
2017/18 Forecast
Outturn ‘Cumulative’
Surplus /
(Deficit)Position
2017/18 Year to Date
Surplus / (Deficit)
Position
Running Costs
Forecast Expenditure
(*3)
b) National Planning
Rules
0.5% Local Headroom
NR ‘Reserve’
Earmarked & Available
(*2) (baseline recurrent
programme allocation
excluding primary
care)
0.5% National
Headroom NR
‘Reserve’ Earmarked
(*2) (baseline recurrent
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programme allocation
excluding primary
care)
0.5% Contingency
‘Reserve’ Earmarked &
Available (*2) (based
on overall baseline
recurrent allocation,
plus delegated primary
care plus running costs
allocations)
c) Effectiveness
Indicators
Month –End Cash
Balance (*4)
Better Payment
Practice Code
Performance by
Volume – NHS (*4)
Performance by
Volume - Non-NHS
(*4)
Performance by Value
– NHS (*4)
Performance by Value
- Non-NHS (*4)

4,525

4,525

4,525

4,525

4,525

4,525

4,525

4,525

4,525

405

15

293

264

346

315

183

27

M01
YTD

M02
YTD

M03
YTD

M04
YTD

M05
YTD

M06
YTD

M07
YTD

M08
YTD

95%

100%

100%

99%

99%

99%

99%

99%

99%

95%

100%

95%

96%

97%

97%

98%

98%

98%

95%

100%

100%

100%

100%

100%

100%

100%

100%

95%

100%

99%

99%

99%

99%

99%

99%

99%

Target
< 1.25%

*Notes
1 – Delivery of NHS England Business Rules re minimum of in-year break position for ‘2.0% surplus’
CCG’s
2 – Earmarked Funds to be ‘reserved’ for Headroom and Contingency as per NHS England Planning
Guidance (NB calculation methodology differs for respective 0.5% calculations and have also been
revised in year)
3 - Running costs expenditure must not exceed allocation of £10.562m
4 – Performance against relevant target

Delivery of the forecast outturn surplus position remains subject to risks /
mitigations as outlined within this paper, an element of this is reflected in
the year to date reporting position as at the end of November with
increased expenditure against planned levels of £1.190m (which is an
improvement from Octobers reporting position of £1.552m) due to a
combination of factors as described later in this report.
For the purpose of clarity, the relationship between section b) National
Planning Rules of the above table and delivery of the CCG Financial
Position is stated below.
b) Assumptions regarding delivery of the ‘In year’ Surplus of £86k
The £86k planned ‘in year’ surplus includes the assumption of utilising
an element of the earmarked reserves based on CCG financial plan and
its compliance with national planning rules as approved by NHS
England.
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Both the local 0.5% Non-Recurrent headroom reserves £3.912m (i) and
0.5% Contingency Reserve of £4.525m (iii) are assumed to be part of
the CCG’s financial assumptions in delivery of the £86k in year surplus.
The 0.5% contingency reserve will be released to offset ‘in- year’
operational pressures as described within this report, whilst the majority
of the 0.5% local non-recurrent headroom is required to support the
Liverpool Community Health NHS Trust contract agreement in 2017/18
financial year.
c) National element of Headroom Reserve
Guidance remains (and confirmed by recent correspondence with
regards to the system risk reserve) that the 0.5% National element of the
Headroom Reserve should be held by the CCG, awaiting national
direction as to its application. On a quarterly basis NHS England and
NHS Improvement will review delivery of commissioners’ and providers’
plans, will decide whether the local system needs to continue to hold the
reserved portion of the non-recurrent budget, or whether it can be
released for investment.
The CCG’s 2017/18 Forecast Outturn ‘Cumulative Surplus Position’ of
£16.466m assumes that the reserve will ‘be released for investment’. If
however the national direction is that the ‘local system needs to continue
to hold the reserve position’, the £3.912m ‘reserve’ will be retained by
the CCG thereby increasing the overall CCG surplus position as per the
table below:
Table Three: 2017/18 Cumulative Surplus Position including retained
National Headroom Reserve, but excluding national ‘Category M
Savings’

2017/18 Forecast Outturn Surplus Position
2017/18 National Headroom Non-Recurrent Reserve (ii)
2017/18 Surplus Position incl. retained National Headroom
Reserve

Current
Year

Cumulative

£000
86
3,912

£000
16,466
3,912

3,998

20,378

5. DETAILED FINANCIAL PERFORMANCE INFORMATION
The below sections summarise the key information regarding Month 08
(November) 2017/18 reporting position for NHS Liverpool Clinical
Commissioning Group.
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a) Revenue Resource Limit
The resources available to the CCG within the 2017/18 financial year are
described within tables four to six below and total £873.98m on an inyear allocation basis; these include the CCG’s programme (recurrent
and non-recurrent) and running cost allocations and also the amount
delegated by NHS England for CCG commissioning of Primary Care (GP
practices).
Pass through allocations increased by £1.54m during November in
respect of:
• Global Digital Exemplar (GDE) second funding allocation for Alder
Hey Children's NHS FT £0.72m
• Perinatal Mental Health - Community Services Development Fund
second allocation for Cheshire Wirral Partnership £0.70m
• Walton Neuro Network ACC Q3 & Q4 Local Evaluation funding
£0.05m
• Charge Exempt Overseas Visitor (CEOV) adjustment £0.07m
Table Four: 2017/18 FY Total Resource Allocations

Notified Programme Allocation
Baseline Non-Recurrent Allocations (Table 5)
In-Year Non-Recurrent Allocations (Table 6)
Primary Care Co Commissioning
Total Revenue Resource Limit (Programme)
Running Costs Allocation
Total In-Year Allocation
Prior Year (carried forward) Surplus
Total CCG Allocation

£000
782,388
2,491
5,989
72,547
863,415
10,562
873,977
16,380
890,357

A breakdown of the CCG’s non-recurrent resources within the 2017/18
financial allocations can be found below
Table Five: 2017/18 FY Baseline Non-Recurrent Allocations
Baseline Non-Recurrent Allocations
NPfIT IT funding
Identification Rule Changes (Specialised)

£000
4,000
(2,941)
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HRG4+ changes
Total Baseline Non-Recurrent Allocation

1,432
2,491

Table Six: 2017/18 FY Additional In-Year Resource Allocations
In-Year Non-Recurrent Allocations
Reception and clerical training
NHS WiFi
Market rents adjustment
Paramedic Rebanding Additional Funding 2017-18
TB allocations Qtr 1
HSCN - GP funding
CYPT IAPT Trainee staff support costs
Perinatal Community Services Development Payment 1 & 2
Acute hospital urgent & emergency liaison mental health
services
Vanguard funding - The Neuro Network (Walton Centre) (3
Qtrs)
Walton Neuro Network ACC Q1 to Q4 Local Evaluation
funding
Global Digital Exemplar (GDE) funding Alder Hey
Children's NHS FT
Mental Health New Care Models support funding
CYP Crisis Acceleration Funding
Identification Rule in-year changes (Specialised)
Charge Exempt Overseas Visitor (CEOV) adjustment
Total Non-Recurrent Allocation

£000
87
193
90
127
19
64
138
1,394
749
1,312
100
1,513
100
74
(44)
73
5,989

b) 2017/18 Year to Date and Forecast Outturn Expenditure Position
as at Month 8 (November)
The CCG is reporting a year to date over performance of £1.19m
(0.20%) against budgeted expenditure of £585.72m as at November
2017, as set out in the Table Seven below. This compares to an
overspend of £1.55m (0.30%) as at October 2017 (Month 7).
The CCG is reporting an outturn position compliant with the 2017/18
Plan reflecting delivery of business rules for the year; however this
remains subject to a number of assumptions.
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Table Seven: 2017/18 FY – Month 8 Year to Date (November) and
Forecast Outturn Financial Position
Annual

Expenditure Area
Acute Commissioning

Budget
£000

Year to Date
Budget
£000

Actual
£000

Forecast
Variance
£000

Outturn
£000

Variance
£000

430,033

288,557

292,653

4,096

434,748

4,715

Community

92,177

62,661

62,405

(256)

91,934

(243)

Continuing Care

35,169

24,207

25,214

1,007

36,682

1,513

Mental Health

86,752

58,379

59,428

1,049

88,396

1,645

Other Programme

22,713

14,988

14,684

(304)

22,516

(197)

Earmarked Reserves

10,387

6,925

1,948

(4,977)

1,807

(8,580)

3,912

0

0

0

3,912

0

182,456

123,079

123,771

692

183,799

1,344

10,293

6,923

6,806

(117)

10,096

(196)

873,891

585,719

586,909

1,190

873,891

0

Non-Recurrent Headroom (National)
Primary Care & Prescribing
Corporate
TOTAL

Year to Date Financial Position
The Month 8 year to date reported financial positon is largely due to the
following factors:
Adverse Positions (by overall category position)
• Acute commissioning adverse impact of 2016/17 outturn £2.3m
comprising:
o £0.7m where final performance data has been finalised post
accounts position due to reconciliation timetable.
o £(0.2)m winter resilience expenditure below accrued levels.
o £1.8m in relation to Royal Liverpool and Broadgreen
University Hospitals NHS Trust contract settlement.
• Acute Commissioning adverse in-year performance of £1.8m
comprising:
o Activity based contracts (e.g. non-acting as one) for St
Helens & Knowsley NHS Trust and Spire totalling £1.2m
year to date pressure.
o Acting As One appliances and devices and high cost drugs
variable cost pressures and NCAs totalling £0.6m.
• Increased continuing care expenditure compared to planned levels
of £1.0m year to date regarding to relating to additional clients
receiving Personal Health Budgets, a two month high cost
Children’s placement and increased Adult Fully Funded and Adult
Joint Funded placements.
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• Mental Health (inc Learning Difficulties) £1.0m year to date
pressure; including high cost LD and Section 117 placements.
• Prescribing - £1.5m year to date adverse position based on 6
months actual prescribing information, comprising £3.0m adverse
NCSO (No Cheaper Stock Obtainable) costs; offset by a
favourable variance on other prescribing costs of £1.5m.
• Unidentified CRES pressures reported within Reserves (as per
reporting below) for Primary Care, Income Opportunities and
Miscellaneous Grants of circa £1.7m.
Favourable Positions (by overall category position)
• Community Care digital investment is contributing to the £0.3m
favourable variance.
• Other Programme costs £0.3m favourable to budget and reflects
reduction in Vacant Space property recharges.
• Primary Care – £0.9m net year to date favourable position
comprising; Delegated co-commissioning QOF 2016/17 outturn
cost pressure of £0.4m offset by lower than planned list size
growth in 2017/18 and favourable variance on Local Enhanced
Services, Oxygen and Commissioning staff vacancies.
• Corporate Running Costs year to date underspend of £0.1m
largely due to vacancies.
• Release of seven months of applicable un-committed earmarked
reserves (including Contingency) totalling £6.7m of year to date
savings.
Run Rate Review
Table Eight sets out an analysis of the year to date variances as
previously reported to the Governing Body, together with the impact of
prior year transactions that have finalised in 2017/18 and which are
reflected in both the year to date and forecast outturn variance position
for the year.
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Year to Date Variance
Expenditure
Area
Acute
Commissioning
Community

646

1,201

1,567

2,755

3,262

3,749

4,096

53

90

(46)

40

106

(125)

(256)

(37)

(219)

(256)

(37)

(207)

(243)

Continuing
Care
Mental Health

173

195

370

65

608

766

1,007

(175)

1,182

1,007

(175)

1,688

1,513

139

198

204

335

668

986

1,049

248

801

1,049

248

1,397

1,645

Other
Programme
Primary Care &
Prescribing
Corporate

(20)

276

223

201

189

(427)

(304)

445

(749)

(304)

445

(642)

(197)

47

317

(419)

(347)

(392)

884

692

350

342

692

350

993

1,344

(184)

(220)

(120)

(148)

(185)

(91)

(117)

58

(175)

(117)

58

(254)

(196)

854

2,058

1,779

2,901

4,257

5,741

6,167

3,215

2,951

6,167

3,215

5,364

8,580

(565)

(1,186)

(1,062)

(1,827)

(3,037)

(4,189)

(4,977)

0

(4,977)

(4,977)

0

(8,580)

(8,580)

0

0

0

0

0

0

0

0

0

0

0

0

0

289

872

717

1,075

1,220

1,552

1,190

3,215

(2,026)

1,190

3,215

(3,215)

0

Earmarked
Reserves
Non-Recurrent
Headroom
(National)
TOTAL

M03
£000

M04
£000

M05
£000

M06
£000

M07
£000

M08
£000

Forecast Outturn Variance

Prior
Year
£000
2,326

Sub Total

M02
£000

Year to Date
Current
Year
£000
1,770

YTD
M08
£000
4,096

Prior
Year
£000
2,326

Current
Year
£000
2,389

FOT
M08
£000
4,715

Month on Month Movements
Key movements between month 7 and month 8 reporting are set out
below:
• Acute Commissioning includes £0.35m over performance in month 8
notably in respect of variable costs (Appliances and Devices and High
Cost Drugs) within the Acting as One contracts and NCAs.
• Updated assumptions regarding Community Digital investment, with
reduced year to date costs. Future expenditure continues to be
forecast in line with monthly budgets for the remainder of the year.
• Continuing Care year to date variance and forecast outturn increased
in Month 8 following receipt of the latest ADAM care package data.
Care Packages continue to be reviewed and validated following the
introduction of the new ADAM system in April 2017.
• Mental Health variances continue to reflect extrapolation of new
packages of care net of the impact of discharged patients.
• Other Programme reflects latest NHS Property Services premises
recharges.
• Primary Care & Prescribing reflected significantly increased NCSO
(No Cheaper Stock Obtainable) costs in Month 07, notably
Olanzapine and Quetiapine. The forecast outturn expenditure position
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(based on 6 months’ worth of actual data) is assessed as a £2.1m
overspend but excludes any NCSO cost projections for quarter 4 in
line with NHSE guidelines, this would equate to an additional £1.8m
increase to the projected forecast outturn costs contained in this
report. Primary Care costs have fallen in month as List Size growth
continues to remain below budgeted growth levels.
• Corporate Services included the CCG’s contribution to Cheshire and
Merseyside STP costs in Month 07. A favourable variance continues
to be reported reflecting the current level of vacancies within the
organisation.
• The utilisation of Contingency and slippage against Earmarked
Reserves continue to be forecast to mitigate Operational cost
pressures and under delivery against planned CRES targets.
Forecast Outturn Position as at Month 8 (November)
The CCG is reporting an outturn position compliant with the 2017/18
Plan reflecting delivery of business rules for the year
This is on the basis of a combination of the current operational position
overspend of £8.580m, being offset by the earmarked reserves
(£7.466m) but contains an element of financial risk at £1.114m as
described below.
The key forecast outturn variances from planned levels of expenditure
(based on the month 8 reporting information) results in the below
material variances as summarised in the table below:
Table Nine: 2017/18 FY – Month 8 Forecast Outturn Variances by
Expenditure Area
MONTH 08
YTD Variance FOT Variance
£ 000’s
£ 000’s

Expenditure Area

Expenditure Line

Acute
Commissioning
Acute
Commissioning
Acute
Commissioning

St Helens & Knowsley NHS Trust
Contract

733

1,063

Spire Contracts

341

478

2,326

2,326

696

846

Acute
Commissioning

Prior Year Impact (including RLBUHT &
Winter Resilience)
NCA's & Other Acute (incl. Medical
appliances & devices and high cost
drugs)
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Community
Services
Continuing Care
Continuing Care
Mental Health
Mental Health
Primary Care &
Prescribing
Primary Care &
Prescribing
Primary Care &
Prescribing
Other Programme
Running Costs
Sub Total
Reserves
Reserves
Reserves

Community Trusts, Hospices & Long
Term Conditions
Children’s Continuing Care
Continuing Health Care & Funded
Nursing Care
Learning Disabilities Packages
Other Mental Health Services

(256)

(243)

216

234

790

1,279

863
186

1,088
557

Delegated Commissioning / Other

(590)

(477)

Prescribing

1,543

2,154

Other (Out of Hours, Oxygen, LES etc)

(261)

(333)

Social Grants / Other
Running Costs

(304)
(117)

(197)
(196)

6,166
1,683
(3,016)
(3,643)

8,579
2,524
(4,525)
(5,464)

1,190

1,114

Operational Forecast Outturn
Unidentified CRES
Contingency
Other Earmarked Reserves

Gap to deliver "in-year" breakeven position

Table Ten below summarises the reported earmarked reserves available
to the CCG to offset this operational position.
Table Ten: 2017/18 FY – Earmarked Reserves position as at Month 8
Annual

M08 RESERVES

Budget
£000

Year to Date
Budget
£000

Actual
£000

Forecast
Variance
£000

Outturn
£000

Variance
£000

CONTINGENCY

4,525

3,017

0

(3,017)

0

(4,525)

OTHER EARMARKED

7,283

4,855

1,891

(2,964)

1,723

(5,560)

UNIDENTIFIED CRES

(2,524)

(1,683)

0

1,683

0

2,524

85

56

56

0

85

0

1,018

679

0

(679)

0

(1,018)

NON-RECURRENT ALLOCATIONS
NON-RECURRENT HEADROOM
NATIONAL RISK RESERVE
TOTAL RESERVES

3,912

0

0

0

3,912

0

14,299

6,925

1,948

(4,977)

5,719

(8,580)

Variances within earmarked reserves reflect current assumptions
regarding
a) the availability of 0.5% contingency reserves (£4.525m) which are
currently fully required to offset operational pressures as described in
table above
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b) the relative impact of unidentified CRES delivery (£2.524m). The
current forecast outturn assumptions remains contingent on delivery of
Cash Releasing Efficiency Savings (CRES) as described within this
report and can be summarised as £21.939m (at month 8) of the
£26.180m planned savings currently being achieved.
This is reflected as unidentified CRES of £2.524m presented in
‘earmarked’ reserves together with the additional shortfall / non-delivery
in other ‘cost-centre’ budgets of £1.717m resulting in a total forecast
CRES shortfall of £4.241m for the year.
c) Current information suggests genuine slippage of circa £5.464m
against ‘other Earmarked Reserves’ and ‘Non-Recurrent Headroom’ as
described in original financial planning assumptions, with the resulting
gap of £1.114m as per table below (totalling £6.578m as per table ten
above) also assumed to be achieved in the form of additional mitigations
(cost containment, improved CRES delivery or further slippage against
earmarked reserves),
Table Eleven – Summary of earmarked reserves and additional
mitigations required.

Total
Operational Forecast Outturn
Reserves
Unidentified CRES
Reserves
Contingency
Reserves
Other Earmarked Reserves
Gap to deliver "in-year" breakeven position

YTD Variance
£ 000’s

FOT Variance
£ 000’s

6,166
1,683
(3,016)
(3,643)
1,190

8,579
2,524
(4,525)
(5,464)
1,114

Closure of this gap is assumed on the basis that a further £1.114m of
mitigation is achievable from a combination of one / all of the three
following options during the remainder of the financial year:
• Reduction in the value of CRES ‘non-delivery’ from current £4.2m
(£2.5m reflected in Reserves and £1.7m within Operational
Forecast Outturn).
• Reduction in the operational FOT pressures of £8.6m (of which
£3.2m is a fixed prior year cost as per run rate analysis)
• An increase the amount of slippage against ‘Other Earmarked’
reserves above the current £5.5m.
Should all other forecasts be consistent with current outturn assumptions
(which exclude Quarter 4 NCSO prescribing costs in line with current
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NHSE guidance) and additional mitigations be successful, the CCG
would achieve the required forecast outturn position of an £86k in-year
surplus (excluding the national risk reserve element 0.5%).
The CCG governing body approved in December’s meeting that should
further urgent actions be required during quarter 4 (subject to additional
information on potential measures) that due to the potential time
constraints, the Chief Officer and Chief Finance Officer would be
authorised to take proportionate actions in order to support delivery of
business rules.
c) Cash Releasing Efficiency Savings
Background
CCG Financial Planning Assumptions assumed a required level of
savings in order to deliver NHS England Business Planning Rules for the
2017-18 financial year.
Based on planning assumptions used for the financial plan that was
approved by the governing body in April 2017, circa £25.2m of cash
releasing savings were required with identified plans of £23.6m leaving
an unidentified gap of £1.55m.
Further amendments made to planning assumptions resulted in a
revised CRES plan of £26.18m for the 2017/18 financial year supported
by the development of a CRES Tracking tool in order to monitor both
financial and non-financial aspects of implementation
Year to date
Table twelve below provides an assessment of savings within the year to
date position, an element of these are assumed to be delivered based
on budget setting methodology and agreement with SMT Leads on
expenditure plans for the financial year.
Planned Savings Assumed at this point in the financial year equates to
£18.4m, with an adverse variance of £3.0m (£2.9m at Month 7)
predominantly due to the unidentified schemes / shortfall as described
within the separate Finance, Procurement & Contracting Committee
“Cash Releasing Efficiency Savings” paper.
The profiled savings assumptions are as per the latest information
received from respective Senior Management and Programme Leads.
Table Twelve – 2017/18 FY – Month 8 (November) Year to Date CRES
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Year to Date
Target
Savings 17/18

Year to Date
Assumed
Savings

(by
Programme)

(as at End of
November
2017)

£ 000’s

£ 000’s

£ 000’s

1. Non Acting as One Contracts

1,133

651

(482)

A

2. Prescribing

3,978

3,923

(55)

A

3. Packages of Care

1,159

1,227

68

F

4. Primary Care

2,100

661

(1,439)

A

5. End of Life Care

394

216

(178)

A

6. CAMHS

512

512

0

7. Healthy Liverpool

64

64

0

1,751

1,751

0

9. Intermediate Care

424

537

114

10. Care Home Schemes

600

600

0

11. Healthy Lung

161

134

(27)

12. Living Well

44

44

0

13. Winter Resilience

128

128

0

14. Better Care Fund

4,000

4,000

0

15. Running Cost Review

460

577

117

F

16. Non Contracted Activity

125

25

(100)

A

17. External Funding Opportunities

667

0

(667)

A

18. Grants - Adult Mental Health

153

152

(0)

A

19. Grants - Children's

78

53

(25)

A

20. Grants - Dementia

98

98

0

21. Grants - Social

326

11

(316)

22. Grants - LD

16

16

0

23. Grants - Other

29

17

(13)

A

18,398

15,397

(3,001)

A

Programme Name

8. Digital IT

TOTAL

Year to Date
Surplus (F) /
(Shortfall) (A)

F

A

A

Forecast Savings
Month 8 reporting provides the current view of performance against
planning assumptions, although a time lag in information flows exists for
a number of areas which are activity based (e.g. activity contracts /
prescribing / continuing health care etc)
The Summary of the Forecast CRES Savings Plans at the end of
November 2017 (Month 8) is as per table thirteen below, resulting in
£4.241m variance (adverse (A)) away from planned savings (was
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£4.441m at month 7); off which £1.717m is reflected against devolved
budgets and £2.524m in Commissioning Reserves.
The main variances being an adverse movement in the Primary Care
and ‘non-acting as one’ CRES schemes and favourable movement on
running cost savings
Table Thirteen– 2017/18 FY – Month 8 (November) Forecast CRES
position
Target Savings
17/18

Savings
Delivery
Forecast

(by
Programme)

(as at End of
November
2017)

£ 000’s

£ 000’s

£ 000’s

1. Non Acting as One Contracts

2,000

978

(1,022)

A

2. Prescribing

7,185

7,084

(101)

A

3. Packages of Care

2,067

2,215

148

F

4. Primary Care

2,200

814

(1,386)

A

5. End of Life Care

857

324

(533)

A

6. CAMHS

922

922

0

7. Healthy Liverpool

100

100

0

2,148

2,148

0

9. Intermediate Care

709

764

55

10. Care Home Schemes

600

600

0

11. Healthy Lung

161

134

(27)

12. Living Well

44

44

0

13. Winter Resilience

128

128

0

14. Better Care Fund

4,000

4,000

0

15. Running Cost Review

500

696

196

F

16. Non Contracted Activity

250

50

(200)

A

1,000

0

(1,000)

A

18. Grants - Adult Mental Health

394

394

(1)

A

19. Grants - Children's

137

112

(25)

A

20. Grants - Dementia

185

185

0

21. Grants - Social

489

174

(316)

22. Grants - LD

16

16

0

23. Grants - Other

88

59

(29)

A

26,180

21,939

(4,241)

A

Programme Name

8. Digital IT

17. External Funding Opportunities

TOTAL

Forecast
Surplus (F) /
(Shortfall) (A)

F

A

A

d) FINANCIAL RISKS
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Delivery of the CCG’s planned outturn position and achievement of
Business Rules is subject to the appropriate proactive management of
risks, including:
i. Out of Hospital Demand Led
Demand Led expenditure through the Better Care Fund, being subject to
fluctuation including CCG responsibilities regarding Section 117,
Complex Needs and Mental Health Rehabilitation costs.
Risk – Month 8 Position reflects latest recharge information received
from Liverpool City Council. Other Packages of Care continue to be
subject to ongoing validation.
Mitigation – Reconciliation of year to date performance is being
undertaken with further development of an agreed approach to risk
sharing for joint packages of care being required as part of the revised
Section 75 agreement with Liverpool City Council.
ii. Cash Releasing Efficiency Savings (CRES) Delivery
A number of CRES Schemes remain subject to validation due to time lag
of performance information to inform in-year monitoring position (e.g.
prescribing / continuing healthcare)
Risk – CRES delivery not in line with required planning assumptions.
Mitigation – Reconciliation of CRES delivery on a monthly basis, regular
meetings with SMT / Budget Holders, Programme Leads, Oversight from
Finance Resilience Oversight Group (FROG)
iii. Non-Acting as One Contract Performance
Contract Performance exceeds current forecast outturn assumptions
Risk – Month 8 Position exceeds planning assumptions
Mitigation – Monthly monitoring, contract performance review with coordinating commissioner, planned care and demand management
workstreams.
iv. HMRC Inquiry
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Potential outstanding payments due to HMRC as previously reported to
the Remuneration Committee.
Risk – additional costs to the CCG in respect of prior year transactions.
Mitigation – work with HMRC and others to ensure correct tax and
national insurance have been paid by Liverpool CCG and other affected
parties.
Overall Risk Assessment as per NHS England Reporting
NHS England requires CCGs as part of the monthly reporting cycle to
assess and separately report financial risks that are not reflected in the
forecast outturn position and which could put at risk the delivery of the
planned forecast outturn position.
The Month 8 return comprised:
• £1.114m Gap to deliver in-year break-even position (Table Eleven)
• £0.500m of assessed potential risk against delivery of £2.0m CHC
Packages of Care efficiency programme pending full assessment
of care packages on the recently implemented ADAM system.
• £0.035m HMRC inquiry assessed risk with potential exposure
assessed at c. £200k.
• the total costs of £5.699m Prescribing NCSO (No Cheaper Stock
Obtainable). Further NCSO guidance is awaited from NHS
England.
The CCG will continue to review these risks through the actions
described above.
6.

STATEMENT OF FINANCIAL POSITION

Table Fourteen below shows the statement of financial position for the
CCG as at November 2017 including relevant assets and liabilities.
Table Fourteen- Statement of Financial Position as at November 2017
Nov-17

Mar-17

£000’s
0

£000’s
0

-2

1

Accounts Receivable

10,734

6,418

Current Assets

10,732

6,419

TOTAL ASSETS

10,732

6,419

Total Non-Current Assets
Cash
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Accounts Payable
Total Current Liabilities

47,295
47,295

44,836
44,836

Retained Earnings incl. In Year

-36,563

-38,417

Total Taxpayers Equity

-36,563

-38,417

10,732

6,419

TOTAL EQUITY + LIABILITIES

a) Cash Target
The target for the month of November 2017 was achieved with a
cashbook balance of £27,230 at the end of the month. It should be
noted that the general ledger cash balance reflected in the Statement of
Financial Position above, does not include two receipts received on the
last day of November.
The target for the CCG is a maximum cash holding of less than 1.25% of
the monthly drawdown which for November equates to £856,250.
b) Better Payment Practice Code
Under the Better Payments Practice Code (BPPC), CCG’s are expected
to pay 95% of all creditors within 30 days of the receipt of valid invoices.
Table Fifteen – Better Payment Practice Code as at November 2017
BPPC - April 2017 to November 2017
Total
Number of
Invoices Paid

Total Paid
within
Target

% age

Total Value
of Invoices
Paid £000

Value Paid
within
Target £000

% age

NHS

2,194

2,178

99%

399,680

399,567

100%

NON NHS

9,183

8,982

98%

166,425

164,917

99%

The November 2017 year to date figure shows that this target was
achieved for NHS and NON NHS for both Value and Number of
invoices.
The target for November 2017 for NHS invoices, both number and value,
was achieved at 98.77% and 99.98% respectively. For Non-NHS both
targets for the number and value of invoices paid was achieved at
97.87% and 99.22% respectively. The target for the year of 95% is
expected to be achieved.
7. STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
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7.1 Does this require public engagement or has public engagement
been carried out?
Not Applicable
7.2 Does the public sector equality duty apply?
Not Applicable
7.3 Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following areas
showing how this is constructed to achieve the most:
Economic /Social / Environmental wellbeing
Not Applicable
7.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
Not Applicable
8. DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY
Supports the achievement of Statutory Financial Duties.
9. CONCLUSION
The purpose of this report is to provide the Governing Body with an
update on the CCG’s financial performance against its planned
surplus and elements of business planning rules for 2017/18.
Mark Bakewell
Acting Chief Finance Officer
14th December 2017
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Appendix One - Month 8 (November) Financial Performance by Expenditure Area

i.

Acute Expenditure

The overall Acute commissioning expenditure position is currently £4.10m over plan as at November 2017, as per table
sixteen below.
Table Sixteen – 2017/18 FY – Month 8 (November) Acute Expenditure
Annual

Expenditure Area
ACUTE COMMISSIONING

Year to Date

Budget
£000

Budget
£000

Forecast

Actual
£000

Variance
£000

Outturn
£000

Variance
£000

426,571

286,249

290,506

4,256

431,056

4,484

3,155

2,104

2,231

128

3,786

630

HIGH COST DRUGS

264

176

96

(80)

168

(96)

WINTER RESILIENCE

43

28

(180)

(209)

(261)

(304)

430,033

288,557

292,653

4,096

434,748

4,715

NCAS/OATS

TOTAL ACUTE

The year to date position is based on a combination of the following elements:
Annual

ACUTE SUMMARY

Year to Date

Budget
£000

Budget
£000

Actual
£000

Forecast
Variance
£000

Outturn
£000

Variance
£000

ST HELENS & KNOWSLEY NHS TRUST

20,722

13,646

14,379

733

21,785

1,063

SPIRE

11,418

7,612

7,952

341

11,896

478

397,893

267,299

267,995

696

398,741

847

0

0

2,326

2,326

2,326

2,326

430,033

288,557

292,653

4,096

434,748

4,715

NCA's & OTHER PROVIDERS (net position)
PRIOR YEAR IMPACT ON VARIANCE

TOTAL ACUTE

Key Reporting Variances
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• Month 7 (October) Cut 1 Data Contract over performance for St Helen’s & Knowsley NHS Trust and Spire Hospitals
£1,074k year to date and £1,541k forecast outturn. This represents an increase of £112k to the forecast outturn of
£1,429k reported at Month 07.
• The adverse impact of the 2016/17 forecast outturn position compared to actual costs incurred totalling £2,326k;
including negotiated settlement of 2016/17 contractual issues.
• NCA’s non-delivery of anticipated CRES Savings £200k and over performance £647k on other Acute contracts,
including Acting As One variable High Cost Drugs and Appliances and Devices costs.
ii.

Community Expenditure

The community expenditure position is currently £0.26m favourable to plan as at November 2017, as per table seventeen
below.
Table Seventeen – 2017/18 FY – Month 8 (November) Community Expenditure.
Annual

Expenditure Area

Year to Date

Budget
£000

Budget
£000

Forecast

Actual
£000

Variance
£000

Outturn
£000

Variance
£000

COMMUNITY SERVICES

74,750

50,879

51,008

129

74,887

137

INTERMEDIATE CARE

11,022

7,497

7,447

(50)

10,972

(50)

PALLIATIVE CARE

90

76

77

1

119

29

302

201

201

0

302

0

HOSPICES

3,012

2,008

2,046

38

3,085

72

LONG TERM CONDITIONS

3,001

2,000

1,627

(373)

2,570

(431)

92,177

62,661

62,405

(256)

91,934

(243)

CARERS

TOTAL COMMUNITY

Key Reporting Variances
• Community Services includes prior year expenditure impact for Community Equipment Store £45k, and increase in
2017/18 activity against planned levels for Wirral Podiatry £43k (FOT £93k).
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• Intermediate Care underspend against demand led 28 day spot purchases of £50k in first eight months of the financial
year, with expenditure forecast in line with budget for the remainder of the year.
• Palliative care forecast includes £29k Healthy Lung evaluation costs.
• Hospices include £100k forecast outturn cost pressure from non-delivery of CRES (Woodland), offset in part by a
refund of £27k on lymphoedema garments.
• Long Term Conditions (Digital) includes staffing underspends, reduced estates and technology transformation
expenditure, platform hosting contract costs and additional ATLAS income.
iii.

Continuing Care

The continuing care expenditure position is currently £1.01m over plan as at November 2017, as per table eighteen below.
Table Eighteen – 2017/18 FY – Month 8 (November) Continuing Care Expenditure.
Annual

Expenditure Area
FUNDED NURSING CARE

Year to Date

Budget
£000

Budget
£000

Forecast

Actual
£000

Variance
£000

Outturn
£000

Variance
£000

6,310

4,559

4,625

67

6,377

67

CHC ADULT FULLY FUNDED

20,469

13,599

13,981

382

20,906

437

Children's Continuing Care

3,496

2,649

2,865

216

3,730

234

CHC AD FULL FUND PERS HLTH BUD

988

659

834

175

1,513

525

CONTINUING HEALTHCARE ASSESSMENT & SUPPORT

366

244

239

(5)

358

(8)

3,540

2,498

2,670

172

3,798

258

35,169

24,207

25,214

1,007

36,682

1,513

ADULT JOINT FUNDED CONTINUING CARE
TOTAL CONTINUING CARE

Key Reporting Variances
• Funded Nursing Care recharges from Liverpool City Council are £67k higher than planned at Month 8, projected to
£127k for the full year; offset by 2016/17 expenditure accruals exceeding actual recharges by £60k.
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• Continuing Health Care is overspending by £382k at Month 8 based on the latest CSU ADAM report, which continues
to be subject to data validation checks. A number of clients have recently transferred to Personal Health Budgets and
the impact of this is reflected in the forecast outturn.
• A high cost ‘Childrens’ package for a two month placement totalling £167k is reflected in both the year to date and
forecast outturn position.
• Higher than planned Personal Health Budgets Expenditure £172k due to increased client numbers in the first eight
months of the year. A number of clients have recently transferred from CHC Adult Fully Funded and this is reflected in
the higher forecast outturn overspend to £525k.
It is recognised that demand led packages of care continue to present a financial risk to the CCG and a more in depth
analysis of continuing care costs and associated risks is being developed in light of further ADAM information that has been
received which is subject to on-going validation.
iv.

Mental Health

The mental health expenditure position is currently £1.05m over plan as at November 2017, as per table nineteen below.
Table Nineteen – 2017/18 FY – Month 8 (November) Mental Health Expenditure.
Annual

Expenditure Area

Year to Date

Budget
£000

Budget
£000

Forecast

Actual
£000

Variance
£000

Outturn
£000

Variance
£000

CHILD AND ADOLESCENT MENTAL HEALTH

1,670

1,233

1,227

(6)

1,667

(2)

LEARNING DIFFICULTIES

4,111

2,740

3,604

863

5,199

1,088

Learning Difficulties - S117

939

738

1,126

387

1,652

713

MENTAL HEALTH SERVICES - OTHER

947

670

649

(21)

919

(28)

68,204

45,582

45,615

33

68,354

150

75

75

76

0

76

0

MENTAL HEALTH CONTRACTS
DEMENTIA
MENTAL HEALTH SERVICES - ADVOCACY
MENTAL CAPACITY ACT

91

91

91

(0)

91

0

237

198

198

0

237

0
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MENTAL HEALTH SERVICES - COLLABORATIVE COMMISSIONING

21

21

21

0

21

0

343

229

83

(145)

158

(185)

MENTAL HEALTH SERVICES - ADULTS

4,192

2,834

2,922

89

4,325

132

Mental Health Services - S117 Mental Health

1,752

1,187

1,128

(59)

1,664

(88)

MENTAL HEALTH SERVICES - OLDER PEOPLE

4,171

2,780

2,688

(93)

4,035

(136)

86,752

58,379

59,428

1,049

88,396

1,645

MENTAL HEALTH SERVICES - NOT CONTRACTED ACTIVITY

TOTAL MENTAL HEALTH

Key Reporting Variances
• Learning Difficulties
o Additional high cost Learning Difficulties packages costing £437k within year to date position (FOT £656k).
o Liverpool CCG high cost Learning Difficulties package £82k (FOT £123k) following NHSE decision not to fund
package.
o £126k over performance on CWP contract (FOT £187k)
o Clarification of responsible commissioner confirmed for former Sefton MBC client, resulting in recognition of prior
year costs of £196k and additional costs for current year of £42k. (FOT £210k).
• Learning Difficulties S117
o Joint funded recharge from Liverpool CC higher than planned (FOT £347k)
o Investment in Queens Drive £350k.
• Mental Health Contracts over performance on Cheshire Wirral Partnership contract FOT £40k plus ADHD Drugs £90k
and increased Mersey Care CQUIN costs £20k.
• Mental Health Services Non Contracted Activity - £87k favourable to year to date plan following Lancashire Care NHS FT
move from Block to Non-Contract and reflective of reduced activity levels (FOT -£130k) and reduced Military Veteran and
Pennine HC costs £61k favourable FOT.
• Mental Health Services – Adults and S117 reflect latest activity based recharges from Liverpool CC.
• Mental Health Services – Older People forecast to underspend by £136k as a result of delayed tele-triage implementation
and Community Geriatrician recruitment.
v.

Other Programme (excluding Reserves)
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Other programme expenditure position is currently £0.30m favourable to plan as at November 2017, as per table twenty
below.
Table Twenty – 2017/18 FY – Month 8 (November) Other Programme Expenditure.
Annual

Expenditure Area
EXCEPTIONS & PRIOR APPROVALS

Year to Date

Budget
£000

Budget
£000

Forecast

Actual
£000

Variance
£000

Outturn
£000

Variance
£000

791

481

424

(58)

731

(60)

10,883

7,256

7,385

130

11,075

191

0

0

0

0

0

0

1,384

870

857

(13)

1,385

0

10

7

9

2

12

2

6,169

4,113

3,646

(467)

5,680

(489)

0

0

0

0

0

0

SAFEGUARDING

697

409

423

14

713

16

CLINICAL LEADS

1,211

808

816

8

1,239

27

PROGRAMME PROJECTS

1,069

713

593

(120)

931

(138)

GRANTS PROGRAMME

200

133

345

211

453

253

NON RECURRENT PROGRAMMES

298

199

187

(12)

297

(0)

22,713

14,988

14,684

(304)

22,516

(197)

COMMISSIONING - NON ACUTE
REABLEMENT
NHS 111
PATIENT TRANSPORT
RECHARGES NHS PROPERTY SERVICES LTD
QUALITY PREMIUM PROGRAMME

TOTAL OTHER PROGRAMME (excluding Reserves)

Key Reporting Variances
• Healthy Liverpool staffing underspend of £58k year to date (FOT £60k underspend).
• Commissioning Non-Acute includes Merseycare acquired brain injury spot purchase £87k year to date (FOT £131k)
and the impact of two new placements at Redford Court £36k (FOT £55k).
• Property Recharges reflect reduction in sessional charges and impact of introduction of vacant space policy.
• Programme Projects reflects reduction to Advancing Quality payments for the year (FOT -£138k)
• Update to Grants Expenditure based on reconciliation of payments required for 2017-18 financial year, increased
expenditure compared to plan values of £253k full year.
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vi.

Earmarked Reserves and Non-Recurrent Headroom

CCG reserves expenditure position is currently £4.98m below budgeted levels as at November 2017, as per table twenty
one below.
Table Twenty One – 2017/18 FY – Month 8 (November) Earmarked Reserves Expenditure.
Annual

M08 RESERVES

Year to Date

Budget
£000

Budget
£000

Forecast

Actual
£000

Variance
£000

Outturn
£000

Variance
£000

CONTINGENCY

4,525

3,017

0

(3,017)

0

(4,525)

OTHER EARMARKED

7,283

4,855

1,891

(2,964)

1,723

(5,560)

UNIDENTIFIED CRES

(2,524)

(1,683)

0

1,683

0

2,524

NON-RECURRENT ALLOCATIONS

85

56

56

0

85

0

NON-RECURRENT HEADROOM

1,018

679

0

(679)

0

(1,018)

NATIONAL RISK RESERVE

3,912

0

0

0

3,912

0

14,299

6,925

1,948

(4,977)

5,719

(8,580)

TOTAL RESERVES

Key Reporting Variances
•
•
•
•

vii.

Release of Contingency – year to date benefit £3.02m
Other Earmarked Reserves & Non-Recurrent Headroom – year to date benefit £3.64m
Unidentified Cash Releasing Savings – year to date pressure of £1.68m
Forecast outturn favourable variance includes £1,114k of required mitigating actions to deliver 2017/18 Business
Rules (see Table Eleven above)
Primary Care
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Primary Care and Prescribing expenditure position is currently £0.69m adverse to plan as at November 2017, as per table
Twenty Two below.
Table Twenty Two – 2017/18 FY – Month 8 (November) Primary Care Expenditure.
Annual

Expenditure Area

Year to Date

Budget
£000

Budget
£000

Forecast

Actual
£000

Variance
£000

Outturn
£000

Variance
£000

PRC DELEGATED CO-COMMISSIONING

72,547

48,133

47,543

(590)

72,070

(477)

PRESCRIBING

86,382

58,973

60,517

1,543

88,536

2,154

5,069

3,379

3,328

(52)

5,001

(68)

87

58

58

0

87

0

870

580

505

(75)

777

(93)

OUT OF HOURS
GP FORWARD VIEW
OXYGEN
CENTRAL DRUGS

65

43

43

0

65

0

PRIMARY CARE IT

2,305

1,536

1,634

97

2,305

0

COMMISSIONING SCHEMES

1,139

766

695

(71)

1,063

(76)

LOCAL ENHANCED SERVICES

13,993

9,609

9,449

(161)

13,896

(96)

182,456

123,079

123,771

692

183,799

1,344

TOTAL PRIMARY CARE

Key Reporting Variances
•

Co-commissioning includes adverse impact of Prior Year outturn £453k (including QOF), offset by list size growth and
other fees and payments being forecast at less than plan -£930k.

•

Prescribing includes actual cost data to September plus accrued expenditure for October and November. Cost
pressures on No Cheaper Stock Obtainable (NCSO) prescribing totals £3.06m year to date, offset by cost savings on
other prescribing of £1.51m. Forecast outturn expenditure excludes any NCSO cost projections for the final quarter as
per NHS England guidance.
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•

Oxygen expenditure remains lower than budget each month and this trend is forecast to the year-end.

•

Commissioning Schemes is underspending on staff and associated staff related budgets, together with increased
income above planned levels, resulting in a favourable forecast outturn of £76k.

•

Local Enhanced Services favourable to budget due to lower list size growth than planned -£161k. Minor surgery and
asylum seekers payments are forecast to increase in the second half of the year.

viii. Running Costs
Running costs expenditure position is currently £0.12m under planned levels as at November 2017, as per table twenty
three below.
Table Twenty three – 2017/18 FY – Month 8 (November) Running Costs Expenditure.
Annual

Expenditure Area

Year to Date

Budget
£000

Budget
£000

Forecast

Actual
£000

Variance
£000

Outturn
£000

Variance
£000

ESTATES AND FACILITIES

603

471

566

95

694

91

OPERATIONS MANAGEMENT

375

257

273

16

373

(2)

COMMISSIONING

659

445

388

(57)

644

(15)

COMMUNICATIONS & PR

243

152

141

(10)

231

(13)

STRATEGY & DEVELOPMENT

712

473

435

(38)

686

(26)

FINANCE

991

658

586

(72)

885

(105)

ADMINISTRATION & BUSINESS SUPPORT

1,059

715

682

(33)

1,035

(24)

CEO/ BOARD OFFICE

2,197

1,464

1,451

(14)

2,008

(189)

CONTRACT MANAGEMENT

1,643

1,083

1,026

(57)

1,635

(7)

BUSINESS INFORMATICS

1,016

674

656

(19)

989

(27)

796

531

602

71

916

120

0

(0)

0

0

0

0

10,293

6,923

6,806

(117)

10,096

(196)

CORPORATE COSTS & SERVICES
GENERAL RESERVE - ADMIN
TOTAL RUNNING COSTS
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The running costs annual budget was reduced by £500k cash releasing efficiency saving target during July (£333k year to
date). Staff vacancies to November are contributing to the £117k favourable variance to this revised plan. A number of
vacancies are planned to be filled in the remaining months of the year, whilst Board costs are forecast to reduce as a result
of implementation of the remuneration review.
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Appendix Two – Year to Date Budget Performance as at November 2017
Annual

Expenditure Area
PROGRAMME

ACUTE

553571

ACUTE COMMISSIONING

PROGRAMME

ACUTE

553616

PROGRAMME

ACUTE

PROGRAMME
PROGRAMME
PROGRAMME

Year to Date

Budget
£000

Budget
£000

Actual
£000

Forecast
Variance
£000

Outturn
£000

Variance
£000

426,571

286,249

290,506

4,256

431,056

4,484

NCAS/OATS

3,155

2,104

2,231

128

3,786

630

553601

END OF LIFE

0

0

0

0

0

0

ACUTE

553596

COLLABORATIVE COMMISSIONING

0

0

0

0

0

0

ACUTE

553606

HIGH COST DRUGS

264

176

96

(80)

168

(96)

ACUTE

553631

WINTER RESILIENCE

43

28

(180)

(209)

(261)

(304)

430,033

288,557

292,653

4,096

434,748

4,715

TOTAL ACUTE
PROGRAMME

COMMUNITY HEALTH SERVICES

553711

COMMUNITY SERVICES

74,750

50,879

51,008

129

74,887

137

PROGRAMME

COMMUNITY HEALTH SERVICES

553726

INTERMEDIATE CARE

11,022

7,497

7,447

(50)

10,972

(50)

PROGRAMME

COMMUNITY HEALTH SERVICES

553736

PALLIATIVE CARE

90

76

77

1

119

29

PROGRAMME

COMMUNITY HEALTH SERVICES

553716

CARERS

302

201

201

0

302

0

PROGRAMME

COMMUNITY HEALTH SERVICES

553721

HOSPICES

3,012

2,008

2,046

38

3,085

72

PROGRAMME

COMMUNITY HEALTH SERVICES

553731

LONG TERM CONDITIONS

3,001

2,000

1,627

(373)

2,570

(431)

92,177

62,661

62,405

(256)

91,934

(243)

6,310

4,559

4,625

67

6,377

67

20,469

13,599

13,981

382

20,906

437

0

0

0

0

0

0

3,496

2,649

2,865

216

3,730

234

TOTAL COMMUNITY
PROGRAMME

CONTINUING CARE

553691

FUNDED NURSING CARE

PROGRAMME

CONTINUING CARE

553682

CHC ADULT FULLY FUNDED

PROGRAMME

CONTINUING CARE

PROGRAMME

CONTINUING CARE

553687

Children's Continuing Care

PROGRAMME

CONTINUING CARE

553683

CHC AD FULL FUND PERS HLTH BUD

988

659

834

175

1,513

525

PROGRAMME

CONTINUING CARE

553686

CONTINUING HEALTHCARE ASSESSMENT & SUPPORT

366

244

239

(5)

358

(8)

PROGRAMME

CONTINUING CARE

553684

ADULT JOINT FUNDED CONTINUING CARE

3,540

2,498

2,670

172

3,798

258

PROGRAMME

CONTINUING CARE

553682

CHC ADULT JOINT FUNDED

0

0

0

0

0

0

TOTAL CONTINUING CARE

35,169

24,207

25,214

1,007

36,682

1,513

CHC CHILDREN

PROGRAMME

MENTAL HEALTH

553506

CHILD AND ADOLESCENT MENTAL HEALTH

1,670

1,233

1,227

(6)

1,667

(2)

PROGRAMME

MENTAL HEALTH

553521

LEARNING DIFFICULTIES

4,111

2,740

3,604

863

5,199

1,088

PROGRAMME

MENTAL HEALTH

553522

Learning Difficulties - S117

939

738

1,126

387

1,652

713
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PROGRAMME

MENTAL HEALTH

553556

MENTAL HEALTH SERVICES - OTHER

947

670

649

(21)

919

(28)

PROGRAMME

MENTAL HEALTH

553501

MENTAL HEALTH CONTRACTS

PROGRAMME

MENTAL HEALTH

553511

DEMENTIA

68,204

45,582

45,615

33

68,354

150

75

75

76

0

76

0

PROGRAMME

MENTAL HEALTH

553536

MENTAL HEALTH SERVICES - ADVOCACY

91

91

91

(0)

91

0

PROGRAMME

MENTAL HEALTH

553526

MENTAL CAPACITY ACT

237

198

198

0

237

0

PROGRAMME

MENTAL HEALTH

553541

MENTAL HEALTH SERVICES - COLLABORATIVE
COMMISSIONING

21

21

21

0

21

0

PROGRAMME

MENTAL HEALTH

553546

MENTAL HEALTH SERVICES - NOT CONTRACTED ACTIVITY

343

229

83

(145)

158

(185)

PROGRAMME

MENTAL HEALTH

553531

MENTAL HEALTH SERVICES - ADULTS

4,192

2,834

2,922

89

4,325

132

PROGRAMME

MENTAL HEALTH

PROGRAMME

MENTAL HEALTH

553557

Mental Health Services - S117 Mental Health

1,752

1,187

1,128

(59)

1,664

(88)

553551

MENTAL HEALTH SERVICES - OLDER PEOPLE

4,171

2,780

2,688

(93)

4,035

(136)

86,752

58,379

59,428

1,049

88,396

1,645

791

481

424

(58)

731

(60)

10,883

7,256

7,385

130

11,075

191

TOTAL MENTAL HEALTH
PROGRAMME

OTHER

553807

EXCEPTIONS & PRIOR APPROVALS

PROGRAMME

OTHER

553756

COMMISSIONING - NON ACUTE

PROGRAMME

OTHER

553796

REABLEMENT

PROGRAMME

OTHER

553809

NHS 111

PROGRAMME

OTHER

553786

PATIENT TRANSPORT

PROGRAMME

OTHER

553801

RECHARGES NHS PROPERTY SERVICES LTD

PROGRAMME

OTHER

553811

QUALITY PREMIUM PROGRAMME

PROGRAMME

OTHER

553808

PROGRAMME

OTHER

PROGRAMME

0

0

0

0

0

0

1,384

870

857

(13)

1,385

0

10

7

9

2

12

2

6,169

4,113

3,646

(467)

5,680

(489)

0

0

0

0

0

0

SAFEGUARDING

697

409

423

14

713

16

553812

CLINICAL LEADS

1,211

808

816

8

1,239

27

OTHER

553791

PROGRAMME PROJECTS

1,069

713

593

(120)

931

(138)

PROGRAMME

OTHER

553766

GRANTS PROGRAMME

200

133

345

211

453

253

PROGRAMME

OTHER

553776

NON RECURRENT PROGRAMMES

298

199

187

(12)

297

(0)

22,713

14,988

14,684

(304)

22,516

(197)

TOTAL OTHER PROGRAMME (excluding Reserves)
PROGRAMME

OTHER

553781

NON RECURRENT RESERVE

3,912

0

0

0

3,912

0

PROGRAMME

OTHER

553761

COMMISSIONING RESERVE

10,387

6,925

1,948

(4,977)

1,807

(8,580)

TOTAL OTHER PROGRAMME

37,012

21,913

16,632

(5,281)

28,235

(8,777)

PROGRAMME

PRIMARY CARE

553678

PRC DELEGATED CO-COMMISSIONING

72,547

48,133

47,543

(590)

72,070

(477)

PROGRAMME

PRIMARY CARE

553671

PRESCRIBING

86,382

58,973

60,517

1,543

88,536

2,154

PROGRAMME

PRIMARY CARE

553661

OUT OF HOURS

5,069

3,379

3,328

(52)

5,001

(68)
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PROGRAMME

PRIMARY CARE

553662

GP FORWARD VIEW

87

58

58

0

87

0

PROGRAMME

PRIMARY CARE

553666

OXYGEN

PROGRAMME

PRIMARY CARE

553641

CENTRAL DRUGS

870

580

505

(75)

777

(93)

65

43

43

0

65

0

PROGRAMME

PRIMARY CARE

553676

PRIMARY CARE IT

2,305

1,536

1,634

97

2,305

0

PROGRAMME

PRIMARY CARE

553677

PRIMARY CARE INVESTMENTS

0

0

0

0

0

0

PROGRAMME

PRIMARY CARE

553646

COMMISSIONING SCHEMES

1,139

766

695

(71)

1,063

(76)

PROGRAMME

PRIMARY CARE

553651

LOCAL ENHANCED SERVICES

13,993

9,609

9,449

(161)

13,896

(96)

182,456

123,079

123,771

692

183,799

1,344

603

471

566

95

694

91

0

0

0

0

0

0

TOTAL PRIMARY CARE
ADMIN

CORPORATE

555346

ESTATES AND FACILITIES

ADMIN

CORPORATE

555381

INNOVATION FUND

ADMIN

CORPORATE

555401

OPERATIONS MANAGEMENT

375

257

273

16

373

(2)

ADMIN

CORPORATE

555296

COMMISSIONING

659

445

388

(57)

644

(15)

ADMIN

CORPORATE

555301

COMMUNICATIONS & PR

243

152

141

(10)

231

(13)

ADMIN

CORPORATE

555441

STRATEGY & DEVELOPMENT

712

473

435

(38)

686

(26)

ADMIN

CORPORATE

555351

FINANCE

991

658

586

(72)

885

(105)

ADMIN

CORPORATE

555251

ADMINISTRATION & BUSINESS SUPPORT

1,059

715

682

(33)

1,035

(24)

ADMIN

CORPORATE

555271

CEO/ BOARD OFFICE

2,197

1,464

1,451

(14)

2,008

(189)

ADMIN

CORPORATE

555311

CONTRACT MANAGEMENT

1,643

1,083

1,026

(57)

1,635

(7)

ADMIN

CORPORATE

555266

BUSINESS INFORMATICS

1,016

674

656

(19)

989

(27)

ADMIN

CORPORATE

555316

CORPORATE COSTS & SERVICES

796

531

602

71

916

120

ADMIN

CORPORATE

555356

GENERAL RESERVE - ADMIN

0

(0)

0

0

0

0

10,293

6,923

6,806

(117)

10,096

(196)

873,891

585,719

586,909

1,190

873,891

0

TOTAL RUNNING COSTS

TOTAL I+E POSITION
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Report no: GB 05-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
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Title of Report

Criteria Based Clinical Treatment Policy
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Senior Management
Team Lead
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Report Author

Midlands and Lancashire CSU Clinical Directorate
Harinder Kaur, Senior IFR Development Lead
Michael O’Brien, Policy Development Project
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Jo Navin, Communications and Engagement Senior
Manager
Jenny Mulloy, Equality and Inclusion Business Partner

Summary

The purpose of this paper is to request approval by
the Governing Body for the revised Cheshire and
Merseyside Procedures of Lower Clinical Priority
(PLCP) and Fertility Policy 2014/15, which have been
through a process to review and update the
procedures and treatments within the policy.
The review has been undertaken on behalf of 7 CCGs
within Cheshire and Merseyside by the Midlands and
Lancashire Commissioning Support Unit (MLCSU),
resulting in 42 reviewed and updated policies.

Recommendation

That Liverpool CCG Governing Body:
 Notes the contents of the Collaborative Policy
Development Project Report
 Agrees to the ratification of reviewed policies
 Notes that all reviewed policies will be formally
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Relevant
standards/targets

notified to provider organisations in February
2018
NHS Outcomes Framework 2017/18
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CRITERIA BASED CLINICAL TREATMENT POLICY
1. PURPOSE
The purpose of this paper is to request approval by the Governing Body for the
revised Cheshire and Merseyside Procedures of Lower Clinical Priority (PLCP)
and Fertility Policy 2014/15, which have been through a process to review and
update the procedures and treatments within the policy.
The review has been undertaken on behalf of seven CCGs within Cheshire
and Merseyside by the Midlands and Lancashire Commissioning Support Unit
(MLCSU), resulting in 42 reviewed and updated policies.

2. RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Notes the contents of the Collaborative Policy Development Project
 Agrees to the ratification of reviewed policies
 Notes that all reviewed policies will be formally notified to provider
organisations in February 2018
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3. BACKGROUND
Since September 2016 MLCSU and seven Merseyside and Cheshire Clinical
Commissioning Groups have been working collaboratively to review the
procedures and treatments listed in the current Cheshire and Merseyside
Procedures of Lower Clinical Priority (PLCP) and Fertility policy 2014/15 and
develop new policies as directed by the CCGs. The review has been
undertaken as part of policy harmonisation for the CCGs involved.
For clarity, the current suite of policies available requires updating. This project
is part of a regular review of policies that was due to take place in 2015;
however this was delayed due to organisational change within Commissioning
Support Units. There are over 100 policies that require review and possible
update.
MLCSU has implemented a Policy Development team to review and update
clinical policies with the aim of minimising postcode variations to
commissioning across CCGs involved by having a single local clinical policy.
This service specification is more cost effective because it is delivered at scale
for all 7 CCGs.
CCGs engaged in the Policy Development Project are:
•
•
•
•
•
•
•

Halton CCG
Knowsley CCG
Liverpool CCG
St Helens CCG
South Sefton CCG
Southport and Formby CCG
Warrington CCG
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4. COLLABORATIVE POLICY DEVELOPMENT PROJECT REPORT
The report (see appendix A), produced by the Midlands and Lancashire
Commissioning Support Unit, on behalf of seven Cheshire and
Merseyside CCGs, details the process undertaken for the review and
details the 42 reviewed policies that require ratification by the CCG
Governing Body.
Policies detailed within the report are broken into two suites. Suite 1
describes those policies reviewed between September 2016 and
January 2017, with Suite 2 policies reviewed between January and April
2017. Details of the policies requiring approval can be found on pages
7-10 of the report.
Detailed appendices are attached to the report that describes the
decisions taken against each policy and rationale for decision.
The approach to Equality Impact and Risk Assessments (EIRA) is
described on page 19 of the report. Equality Impact Assessments for
each policy have been undertaken. Although referred to within the
report as appendix 9, these have not been included within the paper due
to the volume of papers, but are summarised in appendix 8. Full copies
are available on request and via a link on the Liverpool CCG’s website
section on the January 2018 Governing Body papers.
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5.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
5.1 Does this require public engagement or has public
engagement been carried out?
Yes. Full details in appendix 5, 6 and 7 and summary on
pages 14-18 of report
i.

If no explain why

ii.

If yes attach either the engagement plan or the
engagement report as an appendix. Summarise key
engagement issues/learning and how responded to.

5.2 Does the public sector equality duty apply?
Yes summary details of EIRA on page 19 of report and in
appendix 8 attached. Full copies are available.
iii.
iv.

If no please state why
If yes summarise equalities issues, action taken/to be
taken and attach engagement EIA (or separate EIA if
no engagement required). If completed state how EIA
is/has affected final proposal.

5.3 Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following
areas showing how this is constructed to achieve the
most:
a) Economic wellbeing
b) Social wellbeing
c) Environmental wellbeing
5.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities.
This is described in detail throughout the paper.
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6.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY

The current Cheshire and Merseyside Commissioning policy was
developed in 2011 and underwent review in 2014. It is detailed within the
policy that Liverpool CCG has ‘a duty to secure continuous improvement
in the quality of services and patient outcomes, but are also under a duty
to exercise their functions effectively, efficiently and economically.
Therefore, health benefits must be maximised from the resources
available’.
The policy sets out the eligibility criteria under which the CCG will
commission the service, having taken due regard of relevant law and
guidance and is considered contractually as a Prior Approval Scheme.
The NHS Standard Contract requires that the provider must manage
referrals in accordance with the terms of any Prior Approval Scheme. If
the provider does not comply with the terms of any Prior Approval
Scheme in providing a service, the commissioners will not be liable to
pay for that service. CCGs will not pay for activity unless it meets the
criteria set out in the document or individual approval has been given
and the Referral and Approval Process as set out has been followed.
This prior approval scheme will be incorporated into all NHS standard
NHS contracts agreed by CCGs and compliance monitored.
7. CONCLUSION
The Governing Body is requested to ratify the suite one / two policies
following their review and update.
It is proposed that once notification from all CCGs has been received
that they have ratified the proposed policies, a contract variation will be
issues in accordance with Contract Service Condition 29.24 to include
the revised policy within the contract. All CCG’s will implement the
revised policy on the same date to ensure minimum disruption to
patients, public and providers. Providers have been fully engaged during
this process and have received prior notification that the reviewed
policies will be issues in due course.
Review and update of the remaining policies continues and the
Governing Body will be updated at key milestones through the
remainder of the project.
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Appendix A
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Manager
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Date:
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Executive Summary
The purpose of this paper is to support Clinical Commissioning Group (CCG) Governing Bodies with
their processes to agree and sign off the policies in the current Cheshire and Merseyside
Procedures of Lower Clinical Priority (PLCP) and Fertility policy 2014/15 that have been through a
process to review and update the procedures and treatments listed within the policy, which is being
project managed by Midlands and Lancashire Commissioning Support Unit (MLCSU).
The project is being managed on behalf of 7 CCGs and following just over a year of work, CCGs are
now in a position to implement 42 reviewed and updated policies with providers. This paper outlines
the background to the project and the process that has been followed in order to review and engage
on the proposed changes with both clinicians and the public. The paper also demonstrates the
decisions that have been taken by the Project Working Group throughout the journey for each policy
and the key decisions that were taken in November 2017 following extensive work from an equality
and engagement perspective to understand how certain changes may impact on clinicians, patients
and the public.
CCG Governing Bodies are asked to agree and sign off the policies that have been developed so
that formal notification can be sent to providers, allowing all reviewed policies to be issued in
February 2018.
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Background to the Project
Since September 2016 MLCSU and seven Merseyside and Warrington Clinical Commissioning
Groups have been working collaboratively to review the procedures and treatments listed in the
current Cheshire and Merseyside Procedures of Lower Clinical Priority (PLCP) and Fertility policy
2014/15 and develop new policies as directed by the CCGs. The review has been undertaken as
part of policy harmonisation for the CCGs involved.
For clarity, the current suite of policies available requires updating. This project is part of a regular
review of policies that was due to take place in 2015; however this was delayed due to
organisational change within Commissioning Support Units. There are over 100 policies that require
review and possible update.
MLCSU has implemented a Policy Development team to review and update clinical policies with the
aim of minimising postcode variations to commissioning across CCGs involved by having a single
local clinical policy. This service specification is more cost effective because it is delivered at scale
for all 7 CCGs.

CCGs engaged in the Project
CCGs engaged in the Policy Development Project are:
•
•
•
•
•
•
•

Halton CCG
Knowsley CCG
Liverpool CCG
St Helens CCG
South Sefton CCG
Southport and Formby CCG
Warrington CCG
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The process
The process for reviewing each policy has been as follows:
1. At the start of each phase in the project the views of the Working Group were sought, to
determine which policies they wish to see progressed within that stage. Decision making
here has been supported by analysis of activity and costs via SUS and Aristotle to determine
high cost and activity procedures to focus on in the early stages of the project.
2. Policies for review have been shared with the MLCSU IFR Panel for their initial clinical input
and this has included input from Public Health and Medicines Management experts.
3. Any suggested amendments made by the IFR panel are then circulated to the Virtual Clinical
Forum (VCF) which is made up of representative GPs from the participating CCGs. The
Forum has provided comments and suggestions in light of the feedback received from the
IFR panel. At this stage an initial draft for each policy has been created by the Project Team.
4. Initial drafts have been taken to the PDP Working Group for review. The Working Group has
also identified where specialist input may be required and if this is the case it is sourced by
the Project Team, for example, the cataracts policy and the suite of back pain policies.
5. Once the Working Group were content with the revised draft proposals they were then
shared by CCG Commissioning Leads with their CCG GP leads and Secondary Care
Providers. This was not a form of public communications and engagement, as it was carried
out separately. Following GP and secondary care feedback, was discussed with the Working
Group and any necessary further amendments were made.
6. Once the Working Group was content with the revised draft proposals they were then shared
with the public for communications and engagement work to take place. This engagement
was determined by the level of change to the criteria between the original and proposed new
draft of each policy, where three levels of engagement were identified and the appropriate
level applied to each policy. Each policy was RAG rated, with Red rated policies containing
elements of change that will affect patient access to that treatment. Green rated policies
have not required any form of engagement.
7. The Governing Bodies for each CCG have previously been sighted on all policies and the
proposed change and RAG rating.
8. Equality Impact and Risk Assessments (EIRA) have been completed on every policy and
these have been progressed alongside the policies as they were being developed by the
Project Team.
9. Legal advice has not been required against any of the policies in suites 1 and 2 and this has
been determined via discussion with the PDP Working Group and input from the CCGs
Communications Leads who have also been involved in the project.
10. Please be aware, a slightly different process was followed for the back pain policies as
described at points 2 and 3 above. These policies were developed by working jointly with
colleagues at the Walton Centre to align our proposed policies with the National Back Pain
pathway that is being implemented in the region. Once the proposals were drafted, they
were shared with the IFR Panel, the VCF and the Working Group for feedback before reentering the process described at point 5 above.
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How has each policy in suites 1 and 2 been developed?
Each policy has developed via the process described at page 2 above. Appendix 1
demonstrates the decisions taken against each policy and where, by whom and on what
date the decision was taken to propose the change. This also includes the rationale for the
decision. Given the extensive discussions held for each policy and the robust nature of the
process we have followed, we have summarised all outcomes in the appendices. The
minutes of each meeting and agreements made have been recorded and can be made
available.
Suites 1 and 2 followed two distinct timescales. All policies in suite 1 were developed
between September 2016 and January 2017. Given the low number of red rated policies in
this suite, and the anticipated period of purdah that was due to take place from 27th March,
the Working Group took the decision to move forward with the review of the policies in suite
2. It was anticipated that there would be a larger number of red rated policies in this suite
because the focus for this suite was on cosmetic procedures. What was not anticipated was
the snap general election that was called and extended the purdah period. We worked on
the suite 2 policies between late January and mid-April.
At this point, to maintain momentum whilst we awaited the end of the purdah period, the
project team also began a rapid review of 16 further back pain policies (not originally
included in suites 1 or 2) working collaboratively with the Walton Centre due to their
involvement with the National Back Pain Pathway. This work was completed during May
2017, in time for the beginning of the engagement period on the suites 1 and 2 red policies
which started on 26th June and closed on the 18th September 2017.
The report of findings was then produced throughout October 2017 and issues coming out of
the Communications and Engagement work and EIRA work were brought to the Working
Group in November for discussion and decision. This is explained in more detail on pages
11 to 13.
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Which Policies require CCG GB sign off?
All policies from suites 1 and 2 of the project now require final CCG Governing Body sign off. The following table summarises which policies
went to engagement (Red) and those where this was not required (green) and provides a brief summary of changes for each red policy. Further
detail can be found in Appendix 2:
Policy name
Policy Introduction

Suite
n/a

1. Policy for Surgical Treatments for Minor
Skin Lesions

1

2. Rhinoplasty

1

3. Surgical removal of Lipoma

1

4. Haemorrhoidectomy - Rectal Surgery &
Removal of Haemorrhoidal Skin Tags

1

5. Policy for Hair Removal Treatments
including Depilation, Laser Treatment or
Electrolysis – for Hirsutism

1

6. Surgical Revision of Scars

1

7. Cataracts Policy

1

8. Removal or Replacement of Silicone
Implants

2

What has changed?
The introduction to the policy has been shortened to make it more succinct and more straightforward. The key issue to note here is the
removal of the line saying the children under 16 can be eligible for certain cosmetic treatments for psychological reasons. This is
explored in detail at page 11.
Statement stating the exemption of children from these policies, meaning children under 16 has been removed and therefore, will no
longer be able to have surgery for Minor Skin Lesions due to cosmetic or psychological reasons. Specific criteria for this procedure
have been clarified.
Sentence stating the exemption of children from these policies has been removed; meaning children under 16 will no longer be able to
have surgery for Rhinoplasty due to cosmetic or psychological reasons. Specific criteria for this procedure have been clarified.
Not routinely commissioned. Lipoma’s will be removed in cases where function of patient is inhibited but not for cosmetic or
psychological reasons
Policy will now also apply to children under 16 - specifically, psychological distress being removed. Statement referring to policies not
applying to children under 16 has been removed in line with other policies.
Removal of Grade 1 and 2 from surgery. This is clinically justified due to simple non-surgical treatments being available for these
grades.
Treatment criteria has been limited to only include;
•
Has undergone reconstructive surgery leading to abnormally located hair-bearing skin
OR
•
Is undergoing treatment for pilonidal sinuses to reduce recurrence
•
All other criteria have been removed for clarity.
The following more specific criteria has been outlined:
•
For severe post burn cases or severe traumatic scarring
OR
•
Revision surgery for scars following complications of surgery, keloid formation or other hypertrophic scar formation will only be
commissioned where they are significantly functionally disabling or to restore normal function
•
The statement at the start of each policy, referencing cosmetic or Psychological problems, will not be included as a reason for
surgery to take place. This is inclusive of both adults and children.
The referral criteria has been reviewed and made less ambiguous for clinicians to refer. Additionally, more specific examples of what
constitutes as 'quality of life' has been included in the policy to support appropriate referrals.
The criteria for this operation now reflects the public health guidance, which outlines that for implants which have been inserted outside
of the NHS, but have defected, the patient must seek advice from the original provider and only in the case of the implants failing and
the original provider not being available or refusing to help, will breast implants be removed by the NHS.
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Policy name

Suite

9. Male Breast Reduction Surgery for
Gynaecomastia

2

10.Laser Tattoo Removal

2

11.Apronectomy or Abdominoplasty

2

12.Other Skin Excisions, Body Contouring
Surgery

2

13.Surgical Treatments for Hair Loss

2

14.Rhytidectomy - Face or Brow Lift

2

What has changed?
The position of this policy has not changed and remains 'not routinely commissioned' however, it was previously written in a way which
implied that the procedure was available under certain criteria.
The position of this policy has not changed and remains 'not routinely commissioned' however, it was previously written in a way which
implied that the procedure was available under certain criteria.
The position of this policy has not changed and remains 'not routinely commissioned' however, it was previously written in a way which
implied that the procedure was available under certain criteria.
The position of this policy has not changed and remains 'not routinely commissioned' however, it was previously written in a way which
implied that the procedure was available under certain criteria.
The differences in this policy are as follows:
•
the title of the policy has been clarified as ‘Surgical Treatments for hair loss’
•
the proposed position for treatments to correct alopecia is that these are no longer commissioned
•
the proposed position for hair transplantation is that these are no longer commissioned
•
under the current commissioning policy, there are separate entries for Treatments to Correct Hair Loss for Alopecia, Hair
Transplantation and Treatments to Correct Male Pattern Baldness so these have all been merged into one policy statement
•
clarity around access to wigs via the NHS has been included
The criteria has been laid out more clearly and the following criteria have been removed:
•
To correct the consequences of trauma
OR
•
For significant deformity following corrective surgery. However funding will not be approved to improve previous cosmetic
surgery.
In addition, reference to Non-core procedure Interim Gender Dysphoria Protocol & Service Guidelines 2013/14 have been removed for
additional clarity.
For Liverpool CCG, this procedure will no longer be available cultural and religious reasons.

15.Circumcision

2

16.Pinnaplasty

2

17.Surgery for Treatment of Asymptomatic
Incisional and Ventral Hernias and
Surgical correction of Diastasis of the Recti

1

No change

18.Surgery for Asymptomatic Gallstones

1

No change

19.Dilatation and Curettage

1

No change

There is also a change to the criteria regarding pain on arousal as being a clinical reason to require the surgery. The addition of these
criteria improves access to this procedure.
Changing from set criteria to not routinely commissioned. Patients may apply for this procedure via an IFR.
Removal of statement making children exempt from policy which means children under 16 will no longer be able to have a Pinnaplasty
procedure for cosmetic or psychological reasons.
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Policy name
20.Policy for Private Mental Health CareNon-NHS Commissioned Services:
including Psychotherapy, adult eating
disorders, general in-patient care, posttraumatic stress, adolescent mental health
21.Policy for Hyaluronic Acid and Derivatives
Injections for Peripheral joint pain
22.Hip Replacement Surgery

Suite

What has changed?

1

No change

1

No change

1

No change

23.Knee Replacement Surgery

1

No change

24.Surgical Removal of Ganglions

1

No change

25.Adenoidectomy
26.Policy for Tonsillectomy for recurrent
Tonsillitis (excluding peri-tonsillar abscess)
Adults and Children
27.Hysterectomy for Heavy Menstrual
Bleeding
28.Varicose Veins Treatments

1

No change

1

No change

1

No change

1

29.Reduction Mammoplasty

2

30.Breast Enlargement

2

No change
This procedure went out to engagement as a red rated policy because it was proposed that the age criteria for this treatment increased
from 18 to 21. However, following feedback from the EIRA and communication and engagement work as well as a lack of clinical
evidence that could be cited to justify this change, the proposed change in the age criteria has been withdrawn and will remain at 18.
This procedure went out to engagement as a red rated policy because it was proposed that the age criteria for this treatment increased
from 18 to 21. However, following feedback from the EIRA and communication and engagement work as well as a lack of clinical
evidence that could be cited to justify this change, the proposed change in the age criteria has been withdrawn and will remain at 18.

31.Mastopexy - Breast Lift

2

There has also been a clarification around congenital absence (the obvious lack of breast tissue that is evident from birth) criteria which
states there must be congenital absence with a difference of three cup sizes.
No change

32.Surgical Correction of Nipple Inversion

2

No change

33.Surgical Treatment for Pigeon Chest
34.Labiaplasty, Vaginoplasty and
Hymenorrhaphy
35.Liposuction
36.Policy for non-invasive interventions for
low Back pain and sciatica
37.Imaging for patients presenting with back
pain.

2

No change

2

No change

2

No change

2

Aligned with the National Back Pain Pathway and NG 59.

2

Aligned with the National Back Pain Pathway and NG 59.
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Policy name

Suite

What has changed?
Aligned with the National Back Pain Pathway and NG 59.
(Incorporating the previous policies for Facet Joint - Non Specific Back Pain Over 12 Months including radio frequency ablation,
Epidural Injection, Radiofrequency Facet Joint Denervation Intra Discal Electro Thermal Annuloplasty (IDET) Percutaneous intradiscal
radiofrequency thermocoagulation (PIRFT) Technology Assisted Micromobilisation and Reflex Stimulation (TAMARS))
Aligned with the National Back Pain Pathway and NG 59.

38.Injections for back pain

2

39.Spinal Fusion

2

40.Disc and Decompression procedures

2

(Incorporating the previous policies for Endoscopic Laser Foraminoplasty, Endoscopic Lumbar Decompression, Percutaneous Disc
Decompression using Coblation for Lower Back Pain, Percutaneous Intradiscal Laser Ablation in the Lumbar Spine, Automated
Percutaneous Mechanical Lumbar Discectomy and Prosthetic Intervertebral Disc Replacement in the Lumbar Spine)

2

Aligned with the National Back Pain Pathway and NG 59.

2

Aligned with the National Back Pain Pathway and NG 59.

41.Peripheral Nerve-field Stimulation (PNFS)
for Chronic Low Back Pain
42.Therapeutic Endoscopic Division of
Epidural Adhesions

(Incorporating the previous policies for fusion,Non-Rigid Stabilisation Techniques,Lateral (including extreme, extra and direct lateral)
Interbody Fusion in the Lumbar Spine and Transaxial Interbody Lumbosacral Fusion)
Aligned with the National Back Pain Pathway and NG 59.
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Decisions taken by the Policy Development Working Group following
communications and engagement and Equality Impact and Risk Assessment (EIRA)
work
Following the production of the report of findings from the communications and engagement
work, the Project team analysed all issues raised through both these elements of the project
and called a meeting of the Working Group on 16th November 2017. There were two issues
that required Commissioning Lead discussion and decision:
1. Increasing the age criteria on the Breast related policies from 18 to 21.
As noted previously, a proposed amendment to the policies for Breast Augmentation and
Reduction was to change the age criteria from 18 to 21. The project team and Public Health
and GP colleagues were unable to find any evidence to support the suggestion that a
womans physiological and hormonal development is more advanced at 21 so the following
options were outlined for CCGs:
Option 1
Keep the age criteria as they are (18+)
No clinical evidence can be sourced that
supports this criteria:

Option 2
Implement the age change in criteria without
evidence (21+)
No clinical evidence can be sourced that
supports this line:

Option 3
Implement the age change in criteria without
evidence but cite that this is the case,
therefore suggesting the policies are
reviewed for impact after 12 months, taking
into account activity, complaints, FOIs,
PALs, SARs requests etc. No clinical
evidence can be sourced that supports this
line

IMPACT OF IMPLEMENTING OPTION 1:
No impact will be seen here

IMPACT OF IMPLEMENTING OPTION 2:
Activity and costs are likely to reduce
however, CCGs may be open to legal
challenge given that there is no clinical
evidence cited to support this change in
criteria

IMPACT OF IMPLEMENTING OPTION 3:
Activity and costs are likely to reduce
however; CCGs may be open to legal
challenge given that there is no clinical
evidence cited to support this change in
criteria. If the impact seen is detrimental to
patients and CCGs reputation, these policies
can be reviewed at an earlier stage and
rectified if required

RISK AVOIDED

RISK ACCEPTED

RISK EXPLOITED

An in depth discussion was held by Working Group members, and an informed decision was
taken by representatives from Halton, Knowsely, South Sefton, Southport and Formby and
Warrington CCG colleagues to proceed with option 1 – keep the age criteria for the
Breast procedures at 18.
2. Removal of the children and psychological impact line from the introduction
The second issue requiring a decision by Working Group members was around the
suggestion to remove the following line from the introduction to the policy : Children under 16
years are eligible for surgery to alter appearance, improve scars, excise facial or other body
lesions, where such conditions cause obvious psychological distress. The policies affected
by this line are:
• Rhinoplasty
• Surgical removal of lipoma
• Policy for hair removal
• Surgical removal of scars
• Pinnaplasty
• Removal of Skin lesions
11

99

• Surgical treatments for Hair loss
The following options were outlined to the Working Group members:
Option 1
Keep the original line in the policy
IMPACT OF IMPLEMENTING OPTION 1:
No impact will be seen here

Option 2
Remove the line regardless of the potential
impact
IMPACT OF IMPLEMENTING OPTION 2:
Activity and costs are likely to reduce
however; CCGs may be open to legal
challenge given that there is no clinical
evidence cited to support this change in
criteria. Given that these changes affect
children this is a particularly emotive issue
and is likely to gain significant scrutiny.
Mitigation here is around other options that
would be available to support children from a
psychological point of view.

RISK AVOIDED

RISK ACCEPTED

Option 3
There is a subsequent line in the policy
that states:
Psychological distress alone will not be
accepted as a reason to fund surgery except
where this policy explicitly provides
otherwise. Psychological assessment and
intervention may be appropriate for patients
with severe psychological distress in respect
of their body image but it should not be
regarded as a route into aesthetic surgery.
Combining the lines will allow the overall
policy to remain clear that psychological
distress alone will not be accepted as a
route to surgery, however it could also be
made clear that children need to meet all the
criteria, as well as being able to cite
psychological distress as a factor in their
application for treatments
IMPACT OF IMPLEMENTING OPTION 3:
No impact will be seen here, and this will
bring treatments for children more closely in
line with the spirit of the review – to tighten
up and strengthen the current criteria, whilst
supporting CCGs duty of care towards
patients, especially those more vulnerable in
society.
RISK TRANSFERED

This was a more difficult issue to address, with a range of arguments put forward for both
retaining and removing the line. The argument for keeping this line in the policy focused on
the fact that by removing this line there may be a risk of challenge because children are not
the same as adults; they are less resilient to deal with physical and associated psychological
issues so this could be a risk from an equality perspective. The main counter point for
removing this line from the introduction was that NHS resources should not be used to
address wider societal issues such as bullying, especially in relation to cosmetic procedures
such as those affected by this change.
The Working Group felt that none of the options outlined would effectively address this issue,
so it was suggested that the correct approach would be for all patients regardless of age to
have had psychological assessment and support, i.e. input from IAPT for adults and CAMHS
for children before surgery is offered as an option. The decision was taken by
representatives from Halton, Knowsley, South Sefton, Southport and Formby and
Warrington CCG colleagues to proceed with an option similar to option 3 – a line has been
developed based on an existing line in the introduction which now states:

Psychological distress alone will not be accepted as a reason to fund surgery. Only
very rarely is surgical intervention likely to be the most appropriate and effective
means of alleviating disproportionate psychological distress. In these cases ideally an
NHS psychologist with expertise in body image or an NHS Mental Health Professional
(depending on locally available services) should detail all treatment(s) previously used
to alleviate/improve the patient’s psychological wellbeing, their duration and
12
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impact. The clinician should also provide evidence to assure the IFR Panel that a
patient who has focused their psychological distress on some particular aspect of their
appearance is at minimal risk of having their coping mechanism removed by
inappropriate surgical intervention.
Psychological assessment and intervention may be appropriate for patients with
severe psychological distress in respect of their body image but it should not be
regarded as a route into aesthetic surgery. Any application citing psychological
distress will need to be considered as an IFR .
Representatives from Liverpool and St Helens CCGs were unable to attend the meeting;
however they have since confirmed via email on 15th November and 21st November
respectively, that they are in agreement with the decisions taken by their colleagues on the
wider Working Group. The minutes of the Working Group meeting where these issues were
discussed can be found in appendix 3.
The final version of the revised Policy Introduction can be found at Appendix 4.
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Communications and Engagement Suite 1 and 2 Governing Body Summary

Executive Summary
This summary outlines the methodology, summary of results and external factors in relation
to suite 1 and suite 2 policies as part of the Procedures of Lower Clinical Priority review
work, publically known as ‘Reviewing local health policies’. Detailed results analysis and
comments from the survey, meetings and focus group can be found amongst appendices 5,
6 and 7.
Introduction
The Health and Social Care Act 2012 says NHS organisations have a duty to promote
involvement of each patient and have, in S.14Z2 a duty to involve the public and consult
where commissioning arrangements will change and this means that the implementation of
changes will have an impact on the manner in which these services are delivered or the
range of health services delivered to them.
The following section outlines the methodology used to determine appropriate engagement
levels per policy and a summary of the results from the survey, meetings and events in
accordance with the Health and Social Care Act 2012.
Methodology
Equality Impact Assessments and their role in the engagement plan
An Equality Impact Assessment was carried out for each of the policies reviewed in suite 1
and 2, which set out the approach for the engagement plans, providing a clear
understanding of the change to each policy and what would be proportionate and fit for
purpose engagement, considering the level of change. The Gunning principles were applied
as follows; Public groups, OSCs and other clinic stakeholders were consulted as part of
policy development work. There was then an open public engagement period of 12 weeks
where surveys, meetings and focus groups were held. This length of time was chosen to
reflect the volume of policies out for engagement. After this engagement period, all
responses have been analysed and fed back to each CCG to consider in their final decision
making.
NHS England were consulted upon during the development of engagement plans, in relation
to the approach to engagement, ensuring the activity carried out would be meaningful and
patients and public would be considered proportionately and fairly. Feedback from NHS
England confirmed the approach was fit for purpose.
A communications and engagement working group was established with representation from
all seven CCGs involved, as well as a project lead, a media lead, 2 senior engagement team
members and Cheshire and Merseyside Area Lead from MLCSU. This group met on a
monthly basis to discuss and make decisions about engagement plans for each of the
policies. Additionally, a working plan was set out on a weekly basis outlining key activity for
the upcoming week and any tasks which need to be completed. This allowed for an open,
comprehensive and agile approach to the project.
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It was clear from both the levels of proposed change and the EIAs that varying levels of
engagement would be required for the policies and so a 'levelling' structure was developed.
This structure ensured that each policy was given the due regard required and specifically
identified and targeted the associated members of the public for their views. Levels were
assigned to policies by the communications and engagement working group and approved
by commissioners and third sector stakeholders.
Please see below a description of these engagement levels.
Table 1 – Engagement level explanation
Engagement Level
Description
1

Survey posted online and offline with no specific target

2

Survey posted online and offline, targeted as specific cohorts of
people through social media and support groups/charities. Additional
specific FAQs.

3

Survey posted online and offline, targeted as specific cohorts of
people through social media and support groups/charities with,
additional specific FAQs and 1 event OR face to face meeting with
relevant groups

Once an engagement level has been assigned to the policy, an individual plan was
developed for each of the policies outlining the specific cohorts of the public who will be
targeted for engagement, and how this will be carried out.
For members of the public, clinicians, staff and third sector, 12 week engagement was
carried out from 26th June until 18th September 2017 in the following forms.
Survey
The survey was designed in accordance with the Office of National Statistics where
protected characteristics were included and measured as part of the survey.
The survey was designed with a mixture of both quantitative and qualitative questions,
allowing respondents to provide free text to support the reason why they may have chosen
to agree or disagree with the proposed change. For each policy, a plain English document
was provided which summarised the policy and provided the rationale for the proposed
change to allow participants to make an informed decision.
The following survey was provided in three ways;
1. Online – via elesurvey, a system that is compliant with UK Information Governance
laws.
2. Hard copy –provided with a freepost envelope for return
3. Telephone - The phone line was available for members of the public to find out more
information or ask questions about the survey and engagement process as well as
carrying out the survey over the phone.
15
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Providing the survey in these formats ensured that it was made as accessible as possible for
all. In addition, all information about the project was provided in an easy read format and
options for those who required the information in an alternative language was also promoted
on all CCG websites, on the survey and on promotional materials such as the leaflet.
Meetings and events
Meetings and events attended followed a consistent approach and structure to allow for
meaningful analysis and responses to coincide with survey results.
The following structure was used at each of the events and meetings attended;
• Introduction to project
• Approach to engagement outlined
• Discussion with group around aims and objectives
• Overview of policies included in suite 1 and 2
• Any specific policies highlighted by the group for further discussion and evaluation
• Feedback collected
• close
At each event or meeting the following materials were provided;
• Hard copies of the survey, including freepost envelope
• Leaflet explaining the rationale for the project
• All attendees were encouraged to complete the surveys
Throughout the engagement process and analysis of survey and meeting results, it became
clear that further clarity and information regarding the removal of the ‘children’s statement’
was required and so a focus group was conducted with the support of Young Peoples
Advisory Service to gain better insight to the concerns raised in the survey results about the
statement being removed.
For full details of outcomes of meetings and events and list of meetings and events
attended, please see appendix 5.
External factors to consider
Media misrepresentation of facts
Although most media coverage for this work was balanced (see Appendix 5 for full media
outcome details), for some of the policies, media misrepresentation of proposed changes to
the policy caused some respondents to disagree with the change when asked if they agree
or disagree, however within their comments supporting their agreement choice, respondents
fundamentally disagree with the ‘cut’ of a service, as opposed to the update of criteria. In
these instances, it was found that the negative comments supported the proposed change,
resulting in quantitative analysis suggesting a larger proportion of people disagree with
proposed change than the real number of people.
The following policies were mostly affected by this coverage;
•
•

Hemorrhoidectomy
Cataract surgery
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Demographic responses
The volume of protected characteristics responding to the survey was recorded throughout,
particularly those which were identified in the phase 1 EIA as could be more affected by a
proposed policy change. It has been evidenced throughout the process that these identified
groups have been targeted through support from the third and voluntary sector, as well as
targeted online campaigns where appropriate. In some areas, responses from particular
groups have been low, due to low interest in the topic and/or low volumes in communities.
Local area response rates
This work was carried out across the footprint of the seven CCGs involved. This meant that
the CCGs could benefit from a larger cross section of responses, rather than being limited to
their own area for views, particularly where some demographics may be lacking in some
areas.
For the areas where response rates for some policies were low, it was identified that in
addition to being able to learn from the other areas results, more extensive face to face
engagement was required. The low response rates were generally due to one of the
following factors;
•
•
•
•
•

A more elderly population
A low literacy rate
Low internet access
Low volume of people from various characteristics living in the area
Where there is no change to criteria, but there is updated wording – feedback
indicated they did not feel compelled to respond as they did not see the change as
concerning or a risk.

Where there was little or no response to some policies which have a higher impact on
patients and public, such as the age change for breast surgery and the removal of the
statement allowing children to have access to surgical treatments based on psychological
distress alone, the group worked to target the survey online to these audiences and also
increase engagement, with offer of face to face groups and meetings to these target
audiences. This additional work is documented in the documents below (see appendices 5,
6 and 7.).
All feedback from meetings and events was then coded in the same way as survey
responses to provide consistency of analysis.
Results Summary
In total 187 people responded to the survey and over 120 people were reached via meetings
and events across the 7 areas. The total number of responses and detailed responses per
policy can be found in appendix 6.
Survey results were monitored on a weekly basis and any areas for concern, such as low
response rate, was addressed either by increasing face to face activity or using social media
targeting.
There was additional focus in areas where patient’s impact was higher, for example, age
changes or psychological distress restriction.
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On review of results analysis as a project as well as local results, there were two key areas
for concern raised by respondents for commissioners to consider;
1. Disagreement with changing the age of breast surgery from 18 to 21 years.
2. Some disagreement with the removal of the statement, currently allowing children
under the age of 16 to have access to treatments purely based on cosmetic of
psychological distress.
Based on these results and some additional face to face engagement with YPAS, MLCSU
provided the CCGs with three options for addressing these issues, each relating the risk
each option presents. These were then discussed as a working group and an option chosen,
which takes into consideration the engagement work. This has been explored in detail at
pages 11 to 13.
Once all Governing Bodies have reviewed and agreed on proposed updates to policies, a
public facing summary document will be produced to share with the third and voluntary
sector and to those who took part in the survey in order to demonstrate how their views
made an impact on decision making.
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Approach to Equality Impact and Risk Assessments (EIRA)

The Equality and Inclusion Team have equality impact and risk assessed all policies in
suites 1 and 2 of the Policy Development project. Appendix 8 summarises the potential
impact of changes proposed against all red rated policies and includes recommendations
and actions that were considered by the policy group to ensure the CCGs meet their equality
duty of “due regard” in relation to the Equality Acts Public Sector Equality Duty and to
minimise any potential risk of challenge.
Back pain policies were noted as green policies and did not undergo engagement work
under the Policy Review Group but instead went through a period of ‘communication’ during
summer 2017. These policies were reviewed in alignment with the Walton Centre Vanguard
work and the recently published NICE Guidance Low back pain and sciatica in over 16s:
assessment and management (NG59), November 2016.
Draft Stage 1 EIAs from suite 2 that have previously been discussed at the policy group
have been shared with the Merseyside Equality Lead – Andy Woods.
Considerations from meetings with the Working Group:
•
•

•

•
•

•

•

All draft policies ragged as red have had a draft pre-engagement EIA completed –
this is the stage 1 reports.
The policies to undergo engagement were then updated with engagement feedback.
All the EIAs have been revised to account for the proposed introduction change
regarding children and young people under the age of 16 not receiving treatment
based on psychological distress. Suite 2 Stage 2 EIAs have now noted the decision
made at the Policy Development Group meeting on 14th November 2017 to retain the
introduction line with a caveat that a medical intervention can be considered for
children on the grounds of psychological distress on the grounds of possible
challenge under the protected group of ‘Disability’.
The Suite 2 Stage 2 EIAs in relation to Breast treatment policies have been updated
to reflect the decision made at the Policy Development Group meeting on 14th
November 2017 to retain the minimum age eligibility criteria at 18 to avoid any
possible challenge on indirect discrimination under the protected group of age.
All updated EIA’s have been converted into PDF and are included at appendix 9.
These completed documents contain the stage 1 and stage 2 reports in one PDF.
Discussion regarding future monitoring of IFR requests to include protected
characteristics in order to identify areas of potential discrimination. Current
monitoring of requests is limited and it is difficult to demonstrate that all groups are
being treated fairly as data is not collected at protected group level. This issue sits
within the IFR Process
Consideration of wider governance and ensuring that decision makers / Governance
Boards / committees within the CCG’s know their legal duties – Public Sector
Equality Duty.– CCG’s to be aware of this. Previous paper was distributed to policy
group members.
It is recommended that EIAs are reviewed at least every 3 years.
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Summary of CCG GB Dates and actions required from CCG Governing Bodies
ACTION: All CCG Governing Bodies are asked to confirm their acceptance of the proposals within this paper so that policies can go live with
providers from week commencing Monday 15th January 2018
South Sefton CCG
th

Southport & Formby CCG
th

Liverpool CCG
th

St Helens CCG
th

Halton CCG
th

Knowsley CCG

Warrington CCG
th

19 December 2017

19 December 2017

9 January 2018

10 January 2018

4 January 2018

tbc

10 January 2018

Tuesday

Tuesday

Tuesday

Wednesday

Thursday

tbc

Wednesday

Policy Go Live
All CCGs should go live with their revised commissioning policies on the same date to ensure minimum disruption to providers, patients and the
general public.
Policy go-live was originally identified as Wednesday 17th January 2018, however following discussion with the Working Group it has been
agreed that once notification from all CCGs has been received that they have ratified the proposed policies, a formal letter will be issued to all
providers, including a copy of the final revised policy, giving them the required 4 weeks’ notice of the impending policy changes.

20

108

NHS Halton Clinical Commissioning Group
NHS Knowsley Clinical Commissioning Group
NHS Liverpool Clinical Commissioning Group
NHS St Helens Clinical Commissioning Group
NHS South Sefton Clinical Commissioning Group
NHS Southport and Formby Clinical Commissioning Group
NHS Warrington Clinical Commissioning Group

Collaborative Policy Development Project: Governing Body paper seeking sign
off of all policies reviewed to date, ahead of implementation with Providers

Appendix 1

Rationale for decisions tracker – suites 1 and 2 policies
December 2017
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Suite 1 Red rated Policies
Policy Name

Policy for Surgical
Treatments for Minor Skin
Lesions

Where are the changes
captured?

Amendments Requested

By Who?

Changes
requested
date

Changes Requested
Actioned?

Working Group Meeting 1 minutes

Ensure 5 different pathways identified:
• Suspected or proven malignancy (cancerous)
• Symptomatic e.g. ongoing pain or functional impairment.
• Risk of infection.
• Significant facial disfigurement.
• All vascular lesions on the face except benign, acquired vascular lesions such as
thread veins
Because if there is a suspicion of cancer this needs to go to 2ndary care, the rest
to community providers

Working Group

19/10/2016

Yes

Working Group Meeting 1 minutes

Remove reference to Laser treatment as this isn’t relevant to this policy

Working Group

19/10/2016

Yes

Working Group Meeting 3 minutes

Remove proven malignancy criteria as this would go to secondary care anyway HK
felt we should keep this line in because it gives assurance and avoids doubt.
JN noted that DOBs concerns were around the policy not clearly referring patients
under 2ww . WG agreed therefore to add the following to clarify: If suspected or
proven malignancy refer via appropriate pathway

Denis O'Brien
(Liverpool CCG GP)

13/12/2016

Yes

GPs and Providers are largely content with the proposed policy; however we may
need to consider providing more guidance on correct community provider referral
pathways.

GP and Provider
feedback

07/02/2017

n/a - Policy ready for
engagement
The Working Group
agreed therefore that this
policy is now ready for
engagement.

GP and Provider feedback - Working Group
meeting Minutes 4
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During the summer period (2017) a review of the introduction to the policy was
carried out and it was proposed that the following line from the introduction to
the policy was removed because it is not clinically appropriate: Children under 16
years are eligible for surgery to alter appearance, improve scars, excise facial or
other body lesions, where such conditions cause obvious psychological distress.
This proposed amendment was discussed at length by members following findings
of the engagement and EIRA process at WG11 on 14th November as this change
affects a small number of cosmetic procedures

Working Group meeting 11 Minutes

Options were put to the WG and it was suggested that the correct approach
would be for all patients regardless of age to have had psychological assessment
and support, i.e. input from IAPT for adults and CAMHS for children before
surgery is offered as an option. A line has been developed based on an existing
line in the introduction which now states:
Psychological distress alone will not be accepted as a reason to fund surgery. Only
very rarely is surgical intervention likely to be the most appropriate and effective
means of alleviating disproportionate psychological distress. In these cases
ideally an NHS psychologist with expertise in body image or an NHS Mental Health
Professional (depending on locally available services) should detail all
treatment(s) previously used to alleviate/improve the patient’s psychological
wellbeing, their duration and impact. The clinician should also provide evidence
to assure the IFR Panel that a patient who has focused their psychological distress
on some particular aspect of their appearance is at minimal risk of having their
coping mechanism removed by inappropriate surgical intervention.
Psychological assessment and intervention may be appropriate for patients with
severe psychological distress in respect of their body image but it should not be
regarded as a route into aesthetic surgery. Any application citing psychological
distress will need to be considered as an IFR.

Working Group

n/a

Yes – revised line to be
implemented in the policy
introduction.
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Policy Name

Where are the changes
captured?

Working Group Meeting 2 minutes

GP and Provider feedback - Working Group
meeting Minutes 4

Rhinoplasty

GP and Provider feedback - Working Group
meeting Minutes 4

Working Group Meeting 4 Minutes

Amendments Requested
implement the Midlands Rhinoplasty policy because MS noted that the main
difference between the C&M and Midlands policy on Rhinoplasty is the inclusion
of Trauma in the C&M policy criteria, otherwise it is very similar. JW informed the
Working Group that deformity caused by trauma is the main way that applications
for this treatment are approved at the IFR Panel. The Working Group therefore
felt is was necessary to remove the trauma criteria from the C&M policy because
if the patient experienced trauma that caused nasal deformity but this was not
addressed at the time, the patient should be referred back to the provider for
further treatment. The Working Group agreed that functionality is the key issue
on this policy.
GPs and Providers are largely content with proposed policy. Feedback from
Working Group required on the comments from Knowsley CCG in relation to
trauma: Inequity if we don’t offer rhinoplasty following trauma – as we are
suggesting we do treat scarring post burns which could be classed as ‘trauma’.
Suggested inclusion - Rhinoplasty offered for severe deformity caused by trauma.
Notes from the Working Group held on Tuesday 16th November state:
‘…Deformity caused by trauma is the main way that applications for this
treatment are approved at the IFR Panel. The Working Group therefore felt it was
necessary to remove the trauma criteria from the C&M policy because if the
patient experienced trauma that caused nasal deformity but this was not
addressed at the time, the patient should be referred back to the provider for
further treatment. The Working Group agreed that functionality is the key issue
on this policy.’
Policy ready for engagement once we address questions around:
• Clarifying what ‘problems’ might mean
The Working Group agreed that ‘breathing’ should be included here.
• And seek WG advice on the comments from Knowsley CCG
The Working Group referred back to the minutes of the Working Group held in
November 2016: ‘Deformity caused by trauma is the main way that applications
for this treatment are approved at the IFR Panel. The Working Group therefore
felt it was necessary to remove the trauma criteria from the C&M policy because
if the patient experienced trauma that caused nasal deformity but this was not
addressed at the time, the patient should be referred back to the provider for
further treatment. The Working Group agreed that functionality is the key issue
on this policy’

Amend wording around breathing problems in the rhinoplasty policy.

By Who?

Changes
requested
date

Changes Requested
Actioned?

Working Group

16/11/2016

yes

GP and Provider
feedback

07/02/2017

no

GP and Provider
feedback

07/02/2017

Yes

07/02/2017

Yes - The Working Group
agreed therefore that
once these actions have
been completed this
policy is now ready for
engagement.

Working Group

7
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During the summer period (2017) a review of the introduction to the policy was
carried out and it was proposed that the following line from the introduction to
the policy was removed because it is not clinically appropriate: Children under 16
years are eligible for surgery to alter appearance, improve scars, excise facial or
other body lesions, where such conditions cause obvious psychological distress.
This proposed amendment was discussed at length by members following findings
of the engagement and EIRA process at WG11 on 14th November as this change
affects a small number of cosmetic procedures

Working Group meeting 11 Minutes

Options were put to the WG and it was suggested that the correct approach
would be for all patients regardless of age to have had psychological assessment
and support, i.e. input from IAPT for adults and CAMHS for children before
surgery is offered as an option. A line has been developed based on an existing
line in the introduction which now states:
Psychological distress alone will not be accepted as a reason to fund surgery. Only
very rarely is surgical intervention likely to be the most appropriate and effective
means of alleviating disproportionate psychological distress. In these cases
ideally an NHS psychologist with expertise in body image or an NHS Mental Health
Professional (depending on locally available services) should detail all
treatment(s) previously used to alleviate/improve the patient’s psychological
wellbeing, their duration and impact. The clinician should also provide evidence
to assure the IFR Panel that a patient who has focused their psychological distress
on some particular aspect of their appearance is at minimal risk of having their
coping mechanism removed by inappropriate surgical intervention.
Psychological assessment and intervention may be appropriate for patients with
severe psychological distress in respect of their body image but it should not be
regarded as a route into aesthetic surgery. Any application citing psychological
distress will need to be considered as an IFR .

Working Group

n/a

Yes – revised line to be
implemented in the policy
introduction.

8
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Policy Name

Policy for Surgical removal
of Lipoma

Where are the changes
captured?

Amendments Requested

By Who?

Changes
requested
date

Changes Requested
Actioned?

Working Group Meeting 2 minutes

Project Team to remove the reference to secondary care in the title of the C&M
Lipoma policy as this is not relevant wording to use

Working Group

16/11/2016

Yes

Working Group Meeting 2 minutes

Project Team to review the Midlands Lipoma policy to ensure we have included all
the relevant criteria.

Working Group

16/11/2016

yes

Working Group Meeting 2 minutes

Project Team to implement the Midlands Lipoma policy for removal of Lipoma
(removal of lipomata policy) because JW informed the Working Group that this
procedure is probably carried out for cosmetic and functional reasons and that if
the criteria is tightened so that it is only carried out for Lipomas on the face,
volumes of activity may reduce.
HK noted that we will need to include criteria in this policy around suspected
malignancy and to provide histological evidence where there are multiple
subcutaneous lesions.

Working Group

16/11/2016

yes

Working Group Meeting 2 minutes

Project Team to ensure the wording in the revised Lipoma Policy is similar to the
revised skin lesions policy

Working Group

16/11/2016

yes

07/02/2017

n/a - Policy ready for
engagement
The Working Group
agreed therefore that this
policy is now ready for
engagement.

GP and Provider feedback - Working Group
meeting Minutes 4

GPs and Providers are largely content with proposed policy. Size of lipoma does
not require clarification because if there is significant functional impairment a
referral can be made.

GP and Provider
feedback

9
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During the summer period (2017) a review of the introduction to the policy was
carried out and it was proposed that the following line from the introduction to
the policy was removed because it is not clinically appropriate: Children under 16
years are eligible for surgery to alter appearance, improve scars, excise facial or
other body lesions, where such conditions cause obvious psychological distress.
This proposed amendment was discussed at length by members following findings
of the engagement and EIRA process at WG11 on 14th November as this change
affects a small number of cosmetic procedures

Working Group meeting 11 Minutes

Options were put to the WG and it was suggested that the correct approach
would be for all patients regardless of age to have had psychological assessment
and support, i.e. input from IAPT for adults and CAMHS for children before
surgery is offered as an option. A line has been developed based on an existing
line in the introduction which now states:
Psychological distress alone will not be accepted as a reason to fund surgery. Only
very rarely is surgical intervention likely to be the most appropriate and effective
means of alleviating disproportionate psychological distress. In these cases
ideally an NHS psychologist with expertise in body image or an NHS Mental Health
Professional (depending on locally available services) should detail all
treatment(s) previously used to alleviate/improve the patient’s psychological
wellbeing, their duration and impact. The clinician should also provide evidence
to assure the IFR Panel that a patient who has focused their psychological distress
on some particular aspect of their appearance is at minimal risk of having their
coping mechanism removed by inappropriate surgical intervention.
Psychological assessment and intervention may be appropriate for patients with
severe psychological distress in respect of their body image but it should not be
regarded as a route into aesthetic surgery. Any application citing psychological
distress will need to be considered as an IFR .

Working Group

n/a

Yes – revised line to be
implemented in the policy
introduction.

10
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Policy Name

Haemorrhoidectomy –
rectal surgery & removal of
haemorrhoidal skin tags

Where are the changes
captured?

Amendments Requested

By Who?

Changes
requested
date

Changes Requested
Actioned?

Working Group Meeting 2 minutes

Implement the criteria from the Midlands Haemorroidectomy policy because the
Midlands policy is based on more recent evidence from the Royal College of
Surgeons (2013).

Working Group

16/11/2016

Yes

Working Group Meeting 2 minutes

Maintain the current C&M criteria for removal of skin tags because JN noted that
the Midlands policy is more robust around Haemorrhoidectomy but that there is
no reference to removal of skin tags. HK conformed that the removal of skin tags
is not routinely commissioned and that this will be maintained in the C&M
Haemorrhoidectomy policy.
The Group agreed that we will implement the Midlands criteria for
Haemorrhoidectomy - Rectal Surgery & Removal of Haemorrhoidal Skin Tags and
maintain the policy around the removal of skin tags being not routinely
commissioned.

Working Group

16/11/2016

Yes

Email from MM Colleagues on 30/11/2016

Addition of sentence to the rationale section: 'or using standard topical measures'
for clarity

MM Team

30/11/2016

Yes

11
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Policy Name

Policy for Hair Removal
Treatments including
depilation, laser treatment
or electrolysis – for
hirsutism

Where are the changes
captured?

Amendments Requested

By Who?

Changes
requested
date

Changes Requested
Actioned?

Working Group Meeting 2 minutes

keep the C&M title but use Midlands criteria because JW suggested that for the
policy around hair Removal Treatments we should use the C&M policy title but
implement the Midlands criteria because this is a cosmetic procedure. The
Working Group agreed with these suggestions.

Working Group

16/11/2016

Yes

Email from MM team - 09.12.2016

Second sentence in first paragraph is misleading and implies laser and electrolysis
are the usual lines of treatment. It should read ‘Permanent depilation may be
achieved by electrolysis or laser therapy.

MM Team

09/12/2016

Yes

Email from MM team - 09.12.2016

Medical treatments bullet point should read ‘Eflornithine or co-cyprindiol tablets
(anti-androgen)’. There is not a range of anti-androgens licensed for hair removal.

MM Team

09/12/2016

Yes

Email from MM team - 09.12.2016

Everything in the box on page 2 from Hair depilation……. to the end of the medical
treatments bullet point should come out of the box and go under the heading as
an introduction as with the lipoma and adenoidectomy policy.

MM Team

09/12/2016

Yes

Email from MM team - 09.12.2016

The statement box should begin with ‘Hair depilation is restricted.’ And then the
rest that follows is fine.

MM Team

09/12/2016

Yes

Working Group

n/a

Yes – revised line to be
implemented in the policy
introduction.

During the summer period (2017) a review of the introduction to the policy was
carried out and it was proposed that the following line from the introduction to
the policy was removed because it is not clinically appropriate: Children under 16
years are eligible for surgery to alter appearance, improve scars, excise facial or
other body lesions, where such conditions cause obvious psychological distress.
This proposed amendment was discussed at length by members following findings
of the engagement and EIRA process at WG11 on 14th November as this change
affects a small number of cosmetic procedures

GP and Provider feedback - Working Group
meeting Minutes 4

Options were put to the WG and it was suggested that the correct approach
would be for all patients regardless of age to have had psychological assessment
and support, i.e. input from IAPT for adults and CAMHS for children before
surgery is offered as an option. A line has been developed based on an existing
line in the introduction which now states:
Psychological distress alone will not be accepted as a reason to fund surgery. Only
very rarely is surgical intervention likely to be the most appropriate and effective
means of alleviating disproportionate psychological distress. In these cases
ideally an NHS psychologist with expertise in body image or an NHS Mental Health
Professional (depending on locally available services) should detail all
treatment(s) previously used to alleviate/improve the patient’s psychological
wellbeing, their duration and impact. The clinician should also provide evidence
to assure the IFR Panel that a patient who has focused their psychological distress
on some particular aspect of their appearance is at minimal risk of having their

12
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coping mechanism removed by inappropriate surgical intervention.
Psychological assessment and intervention may be appropriate for patients with
severe psychological distress in respect of their body image but it should not be
regarded as a route into aesthetic surgery. Any application citing psychological
distress will need to be considered as an IFR .
During the summer period (2017) a review of the introduction to the policy was
carried out and it was proposed that the following line from the introduction to
the policy was removed because it is not clinically appropriate: Children under 16
years are eligible for surgery to alter appearance, improve scars, excise facial or
other body lesions, where such conditions cause obvious psychological distress.
This proposed amendment was discussed at length by members following findings
of the engagement and EIRA process at WG11 on 14th November as this change
affects a small number of cosmetic procedures

Working Group meeting 11 Minutes

Options were put to the WG and it was suggested that the correct approach
would be for all patients regardless of age to have had psychological assessment
and support, i.e. input from IAPT for adults and CAMHS for children before
surgery is offered as an option. A line has been developed based on an existing
line in the introduction which now states:
Psychological distress alone will not be accepted as a reason to fund surgery. Only
very rarely is surgical intervention likely to be the most appropriate and effective
means of alleviating disproportionate psychological distress. In these cases
ideally an NHS psychologist with expertise in body image or an NHS Mental Health
Professional (depending on locally available services) should detail all
treatment(s) previously used to alleviate/improve the patient’s psychological
wellbeing, their duration and impact. The clinician should also provide evidence
to assure the IFR Panel that a patient who has focused their psychological distress
on some particular aspect of their appearance is at minimal risk of having their
coping mechanism removed by inappropriate surgical intervention.
Psychological assessment and intervention may be appropriate for patients with
severe psychological distress in respect of their body image but it should not be
regarded as a route into aesthetic surgery. Any application citing psychological
distress will need to be considered as an IFR .

Working Group

n/a

Yes – revised line to be
implemented in the policy
introduction.

13
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Policy Name

Where are the changes
captured?

Amendments Requested

By Who?

Changes
requested
date

Changes Requested
Actioned?

Working Group Meeting 2 minutes

implement the Midlands Scars policy because the Working Group agreed that the
Midlands policy for the Surgical revision of scars is similar to the C&M policy,
although slightly more defined. The Working Group agreed to implement the
Midlands policy for Surgical revision of scars and the Project Team will complete
an evidence review for this policy.

Working Group

16/11/2016

yes

Working Group Meeting 2 minutes

complete evidence review

Working Group

16/11/2016

no

Emails from JW and KC IFR Panel members

I think removing severe post-surgical scarring, and including significantly
functionally disabling will help. Agree, it’s currently reading in bullet 2
“deformity”. I would keep bullet 1 to post burn and traumatic only and include
significantly functionally disabling in 2.

IFR Panel members

20/12/2016

yes

GP and Provider feedback - Working Group
meeting Minutes 4

GPs and Providers are largely content with proposed policy. IFR Panel members
discussed use of the word ‘severe’ at length and agreed that this can be a
subjective descriptor, therefore decision was taken to remove this word and
replace with ‘significantly functionally disabling’.

GP and Provider
feedback

07/02/2017

n/a - Policy ready for
engagement
The Working Group
agreed therefore that this
policy is now ready for
engagement.

Working Group

n/a

Yes – revised line to be
implemented in the policy
introduction.

During the summer period (2017) a review of the introduction to the policy was
carried out and it was proposed that the following line from the introduction to
the policy was removed because it is not clinically appropriate: Children under 16
years are eligible for surgery to alter appearance, improve scars, excise facial or
other body lesions, where such conditions cause obvious psychological distress.
This proposed amendment was discussed at length by members following findings
of the engagement and EIRA process at WG11 on 14th November as this change
affects a small number of cosmetic procedures

Surgical Revision of Scars

Working Group meeting 11 Minutes

Options were put to the WG and it was suggested that the correct approach
would be for all patients regardless of age to have had psychological assessment
and support, i.e. input from IAPT for adults and CAMHS for children before
surgery is offered as an option. A line has been developed based on an existing
line in the introduction which now states:
Psychological distress alone will not be accepted as a reason to fund surgery. Only
very rarely is surgical intervention likely to be the most appropriate and effective
means of alleviating disproportionate psychological distress. In these cases
ideally an NHS psychologist with expertise in body image or an NHS Mental Health
Professional (depending on locally available services) should detail all
treatment(s) previously used to alleviate/improve the patient’s psychological
wellbeing, their duration and impact. The clinician should also provide evidence
to assure the IFR Panel that a patient who has focused their psychological distress
on some particular aspect of their appearance is at minimal risk of having their

14

122

coping mechanism removed by inappropriate surgical intervention.
Psychological assessment and intervention may be appropriate for patients with
severe psychological distress in respect of their body image but it should not be
regarded as a route into aesthetic surgery. Any application citing psychological
distress will need to be considered as an IFR .
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Policy Name

Where are the changes
captured?

Amendments Requested

By Who?

Changes
requested
date

Changes Requested
Actioned?

Working Group Meeting 1 minutes

Project team to compare the current policy to the revised criteria recently
implemented in South Sefton and Southport and Formby CCGs, then come back to
the working Group

Working Group

19/10/2016 n/a

Working Group Meeting 2 minutes

Amendments to policy background, criteria re Glare and 2nd eye referral because the
background requires updating, the criteria for glare following extensive discussion
was felt necessary and the WG felt it needed to be clear in the policy that a separate Working Group
referral for the second eye is not necessary but is carried out as part of the patient’s
regular follow up appointments following surgery on the first eye.

16/11/2016 yes

Working Group Meeting 4 minutes

MOB explained to the Working Group that the Cataracts policy has been reviewed
by three ophthalmic surgeons, including Mike Briggs the Clinical Director at St Pauls
Eye Unit who has provided comments on the draft we are reviewing. Both JH and
JW felt that we should be guided by Mike Briggs’ comments/draft. JW noted that we
should soften the wording around the list of factors affecting quality of life to
ensure it is clear this list is to provide guidance and is not prescriptive, or one where
multiple factors need to be present. It should however state that a description of
the impact of the cataract on the patients quality of life should be documented. The
focus should be on the symptoms rather than visual acuity, but VA should still form
Working Group
part of the policy. The final point to note here is that we should remove the second
bullet point for the second eye criteria otherwise, this criteria set is too harsh.
JW noted that visual acuity is a clinical guideline but this is difficult to administer
from a Prior Approvals point of view. You would have to be led by the
ophthalmologist and the responsibility lies with them. The referral is for the
optometrist so it is really just screening and when a referral gets to the
ophthalmologist that is when the decision is made to proceed. The glare has to
outweigh the fact that a patient may be able to see reasonably well. Maybe list the
criteria in the PA form and then it can be taken to IFR panel.

07/02/2017 yes

Working Group Meeting 6 minutes

These criteria are no different from those we already work with except they don't
seem to stipulate a level of vision for second eye surgery which they had previously
Working Group
advised as 6/12 or worse. The Working Group agreed this policy is now ready for
consultation

25/04/2017 yes

Cataracts Policy
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Suite 2 Red rated Policies
Policy Name

Where are the changes
captured?

Amendments Requested

By Who?

Changes
requested
date

Changes
Requested
Actioned?

IFR Panel:
03/03/2017
VCF: n/a
PDP WG Mtg 5:
28/03/2017

IFR Panel: Yes
VCF: n/a
PDP WG Mtg 5: Policy
and suggested
amendments discussed at
length by the WG. he
agreed criteria here would
indicate that the patient
would need to be referred
back to the original
provider for help and if
this is not possible the
NHS will remove (but not
replace) the implants
following rupture or
implant failure.

Removal/replacement implants. - Fri 03/02/2017 10:57 IFR panel feedback
We get frequent requests for revision and replacement. Most have had the
original surgery in the private sector. The patients mostly present with pain and
capsular contracture, there are very few ruptures. Despite what the policy states
we tend to approve removal/capsulotomy/capsulectomy due to the patients
clinical situation, to relieve the pain. Rarely do we approve replacement.
The panels feel uncomfortable declining removal if the patient is in pain.
So should we keep the policy as it is and enforce it more strictly, but clinically this
is a difficult position to justify, or accept that we should remove if causing
functional difficulties and change the policy to reflect this. Another position would
be to remove only if rupture??

Removal or Replacement of
Silicone Implants

Draft policy document and Working Group
meeting 5 meeting minutes (28/03/2017)

Working Group meeting 5 Tues 28/03/2017 13:00 agreed position:
The WG had a detailed discussion around this policy. It was felt that the line
referring to the implants being commissioned originally by the NHS was no longer
appropriate given the wide range of private suppliers now in the market. JW
noted that if a patient presents with pain caused by the implants or rupture the
NHS should assist the patient regardless of where the implants came from as it
has a duty of care towards patients. GMW noted that she was uncomfortable with
this as the NHS potentially ends up stepping in to fix problems created in the
private sector. It was then suggested that the patient should be referred back to
the original provider for help and if this is not possible, then the implants could be
removed by the NHS on rupture. JW noted this is appropriate to tackle possible
infection and JN noted that this would stop such cases being shunted around the
system. AH pointed out that the DH guidance around PIP implants was that they
should be removed if necessary. Therefore the agreed criteria here would indicate
that the patient would need to be referred back to the original provider for help
and if this is not possible the NHS will remove (but not replace) the implants
following rupture or implant failure. We will need to ensure the DH guidance is
cited as evidence.

IFR membership and
further discussion
with the PDP Working
Group (VCF feedback
indicated agreement
with proposals made
by IFR Panel)
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Policy Name

Where are the changes
captured?

Amendments Requested
Gynaecomastia Tue 14/02/2017 11:34 – IFR panel feedback
I would favour a tightening of the policy to exceptional only.

Male Breast Reduction
Surgery for Gynaecomastia

Draft policy document and Working Group
meeting 5 meeting minutes (28/03/2017)

Tue 21/02/2017 15:50 IFR Panel
midlands better- exceptional only.
Working Group meeting 5 Tues 28/03/2017 13:00 agreed position:
The WG agreed to maintain the position that this procedure is not routinely
commissioned as this is still appropriate

By Who?

Changes
requested
date

Changes
Requested
Actioned?

IFR membership and
further discussion
with the PDP Working
Group (VCF feedback
indicated agreement
with proposals made
by IFR Panel)

IFR Panel:
14/03/2017 and
21/02/2017
VCF: n/a
PDP WG Mtg 5:
28/03/2017

IFR Panel: yes
VCF: n/a
PDP WG Mtg 5: Yes. The
WG agreed to maintain
the position that this
procedure is not routinely
commissioned as this is
still appropriate
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Policy Name

Laser Tattoo Removal

Where are the changes
captured?

Draft policy document and Working Group
meeting 5 meeting minutes (28/03/2017)

Amendments Requested
Tattoo removal
IFR panel Tue 07/03/2017 15:41
Tattoo removal. I think the tighter Midlands policy makes more sense. The C&M
policy is very subjective
VCF Feedback Thu 16/03/2017 08:46
Laser tattoo removal - GP’s prefer the midlands one as it is more straight forward
and less subjective
Working Group meeting 5 Tues 28/03/2017 13:00 agreed position:
The WG agreed to implement the position that this procedure is not routinely
commissioned as this is still appropriate

By Who?

Changes
requested
date

Changes
Requested
Actioned?

IFR and VCF
membership and
further discussion
with the PDP Working
Group

IFR Panel:
07/03/2017
VCF:
16/03/2017
PDP WG Mtg 5:
28/03/2017

IFR Panel: Yes
VCF: Yes
PDP WG Mtg 5: Yes. The
WG agreed to implement
the position that this
procedure is not routinely
commissioned as this is
still appropriate
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Policy Name

Apronectomy or
Abdominoplasty

Where are the changes
captured?

Draft policy document and Working Group
meeting 5 meeting minutes (28/03/2017)

Amendments Requested
Apronectomy or abdominoplasty - Wed 08/03/2017 18:36 IFR Panel
KC felt that there will be patients with abscesses and infections who will be
unable to demonstrate exceptionality so the policy needs to contain criteria that
will support these patients.
KC suggested we should include ‘significantly functionally disabling’ within the
criteria for example ‘causes very serve functional problems’. She also felt that a
criterion around the patient having had ‘2 months of antibiotics’ was required.
JW noted that there are a group of patients with Stoma bags who will suffer
infections no matter what they do to keep the areas clean.
The panel felt the BMI should be kept as it is.
The panel felt that we should tighten up the current criteria to support the
relatively small cohort of patients who experience functional issues and infections
but that will prevent cosmetic requests
VCF Feedback Wed 15/03/2017 08:44
-Apronectomy - the issue is to differentiate the functional appronectomies from
the cosmetic appronectomies. I think the Merseyside guidance is better than the
midlands as it gives indications of how to differentiate between the two, whereas
in the midlands guidance everything goes to the panel to determine if
exceptionality is met. In the Mersey guidance I think the 6 m of skin conditions is
satisfactory and don’t think quantifying the amount of antibiotics is necessary. I’m
not sure of the need to change ‘significant problems with daily living’ to
‘significantly functionally disabling ‘.
VCF Feedback Wed 15/03/2017 08:44
Only comment I would add is around apronectomy. I feel very sorry for these
individuals who have lost vast amounts of weight and have an awful redundant
appendage hanging from the abdomens. Getting to a BMI < 25 in these
circumstances is heroic indeed, and I feel that allowance should be made for the
weight of the apron itself – often a few Kg – which could be the difference
between being allowed surgery and not. It wouldn’t be difficult to get an estimate
of the weight of the apron – or more simply allow a BMI of 26 or 27 for eligibility

By Who?

IFR and VCF
membership and
further discussion
with the PDP Working
Group

Changes
requested
date

Changes
Requested
Actioned?

IFR Panel:
08/03/2017
VCF:
15/03/2017
PDP WG Mtg 5:
28/03/2017

IFR Panel: Yes - suggested
amendments worked into
a revised version that was
presented to the WG on
28/03/17
VCF: Yes - suggested
amendments worked into
a revised version that was
presented to the WG on
28/03/17
PDP WG Mtg 5: The WG
agreed to implement the
position that this
procedure is not routinely
commissioned. This is
because the WG agreed
that this is a cosmetic
procedure.

Working Group meeting 5 Tues 28/03/2017 13:00 agreed position:
The WG agreed to implement the position that this procedure is not routinely
commissioned. This is because the WG agreed that this is a cosmetic procedure.
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Policy Name

Other Skin Excisions, Body
Contouring Surgery

Where are the changes
captured?

Draft policy document and Working Group
meeting 5 meeting minutes (28/03/2017)

Amendments Requested

Other Skin Excisions, Body Contouring Surgery - Wed 08/03/2017 18:36 IFR Panel
The panel noted that they are content with the Midlands criteria and would be
comfortable using this going forward
VCF Feedback Wed 15/03/2017 08:44
Body contouring – I feel that appronectomy is a form of body contouring so the
same criteria should apply, ie significant functional problems or skin conditions
for 6 months
Working Group meeting 5 Tues 28/03/2017 13:00 agreed position:
The WG agreed to maintain the position that this procedure is not routinely
commissioned. This is because the WG agreed that this is a cosmetic procedure.

By Who?

IFR and VCF
membership and
further discussion
with the PDP Working
Group

Changes
requested
date

Changes
Requested
Actioned?

IFR Panel:
08/03/2017
VCF:
15/03/2017
PDP WG Mtg 5:
28/03/2017

IFR Panel: Yes - suggested
amendments worked into
a revised version that was
presented to the WG on
28/03/17
VCF: Yes - suggested
amendments worked into
a revised version that was
presented to the WG on
28/03/17
PDP WG Mtg 5: The WG
agreed to implement the
position that this
procedure is not routinely
commissioned. This is
because the WG agreed
that this is a cosmetic
procedure.
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Policy Name

Where are the changes captured?

Amendments Requested

Changes
requested date

Changes Requested
Actioned?

IFR and VCF
membership and
further discussion
with the PDP Working
Group

IFR Panel:
07/03/2017
VCF:
13/03/2017 and
16/03/2016
PDP WG Mtg 5:
28/03/2017

IFR Panel: Yes, draft
policies written and
shared with WG on
28/03/2017
VCF: Yes, draft policies
written and shared with
WG on 28/03/2017
PDP WG Mtg 5: The WG
confirmed that this
procedure needs to be
titled ‘Surgical treatments
for hair loss’ and that the
overall position is that
these procedures are not
routinely commissioned
as they are cosmetic.
The WG said that the
policy needs to list the
following treatments:
• Treatment for Alopecia
• Hair transplantation
• Hair intralace system
• Treatments for Male
Pattern Baldness
Are all not routinely
commissioned but that
this excludes access to
wigs.

Working Group

n/a

Yes – revised line to be
implemented in the policy
introduction.

By Who?

Alopecia
IFR panel Tue 07/03/2017 15:41Alopecia. Think both policies say the same thing.
C&M policy contained the comments about Intralace as this is an occasional
request through IFR. I would favour going with the Midlands policy as it’s neater.
VCF Feedback Mon 13/03/2017 13:53
Thanks Michael
Agree with the comments made already. With regards to wigs, we have added
the following info which may be worth including (maybe in part?) – it took us ages
to find it!
Please see NHS wig policy
http://www.nhs.uk/NHSEngland/Healthcosts/Pages/Wigsandfabricsupports.aspx
To prescribe a wig, complete an appliance request form and send to orthotics
who will arrange an appointment.
Current cost is £67.75 for an acrylic wig - allowed 2 per year.
There is no charge for chemotherapy patients
Draft policy document and Working Group
meeting 5 meeting minutes (28/03/2017)
Surgical Treatments for Hair
Loss

VCF Feedback Thu 16/03/2017 08:46
Appreciate the Midlands alopecia is predominantly about alopecia areata – could
we not amend this to cover the other 2 also, and have a single policy for all
alopecia. Overall I think the Midlands policy is better, but would include the
reference to NHS wigs.
VCF Feedback Thu 16/03/2017 08:46
Alopecia - don’t like the midlands suggestion that pts can go to gp for prescription
only medication as it appears that we are encouraging the use of finasteride or
steroids, whereas in reality most gps are probably against prescribing them.

Working Group meeting 11 Minutes

Working Group meeting 5 Tues 28/03/2017 13:00 agreed position:
The WG confirmed that this procedure needs to be titled ‘Surgical treatments for
hair loss’ and that the overall position is that these procedures are not routinely
commissioned as they are cosmetic.
The WG said that the policy needs to list the following treatments:
• Treatment for Alopecia
• Hair transplantation
• Hair intralace system
• Treatments for Male Pattern Baldness
Are all not routinely commissioned but that this excludes access to wigs.
During the summer period (2017) a review of the introduction to the policy was
carried out and it was proposed that the following line from the introduction to
the policy was removed becuase it is not clinically appropriate : Children under 16
years are eligible for surgery to alter appearance, improve scars, excise facial or
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other body lesions, where such conditions cause obvious psychological distress.
This proposed amemdment was discussed at length by members following
findings of the engagement and EIRA process at WG11 on 14th November as this
change affects a small number of cosmetic procedures
Options were put to the WG and it was suggested that the correct approach
would be for all patients regardless of age to have had psychological assessment
and support, i.e. input from IAPT for adults and CAMHS for children before
surgery is offered as an option. A line has been developed based on an existing
line in the introduction which now states:
Psychological distress alone will not be accepted as a reason to fund surgery. Only
very rarely is surgical intervention likely to be the most appropriate and effective
means of alleviating disproportionate psychological distress. In these cases
ideally an NHS psychologist with expertise in body image or an NHS Mental Health
Professional (depending on locally available services) should detail all
treatment(s) previously used to alleviate/improve the patient’s psychological
wellbeing, their duration and impact. The clinician should also provide evidence
to assure the IFR Panel that a patient who has focused their psychological distress
on some particular aspect of their appearance is at minimal risk of having their
coping mechanism removed by inappropriate surgical intervention.
Psychological assessment and intervention may be appropriate for patients with
severe psychological distress in respect of their body image but it should not be
regarded as a route into aesthetic surgery. Any application citing psychological
distress will need to be considered as an IFR .
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Policy Name

Where are the changes
captured?

Amendments Requested

By Who?

Changes
requested
date

Changes
Requested
Actioned?

IFR Panel:
08/03/2017
VCF:
15/03/2017
PDP WG Mtg 5:
28/03/2017

IFR Panel: Yes
VCF: n/a
PDP WG Mtg 5: TThe WG
agreed to implement the
midlands criteria but with
some changes. It was felt
that each criteria would
require an ‘OR’ i.e.:
• Recognised diagnosis of
Congenital (present from
birth) facial abnormalities
OR
• Facial palsy (congenital
or acquired paralysis) OR
OR
• As part of the treatment
of specific conditions
affecting the facial skin
e.g. cutis laxa,
pseudoxanthoma
elasticum,
neurofibromatosis
The WG agreed that the
final two criteria need to
be removed because
these would be carried
out as non-elective
surgery.

Rhytidectomy - Face or Brow Lift - Wed 08/03/2017 18:36 IFR Panel
The panel noted that they are content with the Midlands criteria and would be
comfortable using this going forward
VCF Feedback Wed 15/03/2017 08:44 - Rhytidectomy
no issues

Rhytidectomy - Face or
Brow Lift

Draft policy document and Working Group
meeting 5 meeting minutes (28/03/2017)

Working Group meeting 5 Tues 28/03/2017 13:00 agreed position:
The WG agreed to implement the midlands criteria but with some changes. It was
felt that each criteria would require an ‘OR’ i.e.:
• Recognised diagnosis of Congenital (present from birth) facial abnormalities
OR
• Facial palsy (congenital or acquired paralysis) OR
OR
• As part of the treatment of specific conditions affecting the facial skin e.g. cutis
laxa, pseudoxanthoma elasticum, neurofibromatosis
The WG agreed that the final two criteria need to be removed because these
would be carried out as non-elective surgery.

IFR and VCF
membership and
further discussion
with the PDP Working
Group
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Policy Name

Where are the changes
captured?

Amendments Requested

By Who?

Changes
requested
date

Changes
Requested
Actioned?

IFR Panel:
14/02/2017
VCF:
01/03/2017
PDP WG Mtg 5:
28/03/2017

IFR Panel: n/a
VCF: n/a
PDP WG Mtg 5: The WG
agreed that the title of
this policy should read
‘Policy for male
circumcision for medical
reasons only’ to provide
clarity and that the criteria
need to contain the
following line: ‘this is not
offered for social, cultural
or religious reasons’.

PDP WG Mtg 6:
25/04/2017

PDP WG Mtg 6: WG
agreed to implement the
current circumcision
criteria with the additional
criteria around pain on
arousal based on the
S&OHT feedback

Circumcision Tue 14/02/2017 11:34 – IFR panel feedback
The two policies say very much the same thing, so I wouldn’t recommend
changing particularly.

Draft policy document and Working Group
meeting 5 meeting minutes (28/03/2017)

Circumcision

Draft policy document and Working Group
meeting 6 meeting minutes (25/04/2017)

VCF Feedback Wed 01/03/2017 09:47
can the csu please tell me if St Helens agree to this for cultural and religious
reasons?
Working Group meeting 5 Tues 28/03/2017 13:00 agreed position:
The WG agreed that the title of this policy should read ‘Policy for male
circumcision for medical reasons only’ to provide clarity and that the criteria need
to contain the following line: ‘this is not offered for social, cultural or religious
reasons’.
Working Group discussed points raised by S&O Trust colleagues:
1. Should paraphimosis be removed as a criteria?
2. Do we need to reword criteria around irreducible phimosis?
3. Discussion required in relation to circumcision for recurrent UTIs.
4. Should we clarify that congenital abnormalities excludes hypospadias and
congenital megaprepuce?
The Working Group noted all the points raised and felt that we should go back to
using the current criteria set in the original policy, but that we will add in the
criteria relating to tight foreskin causing pain on arousal because this is a clearer
set of criteria.
The working Group also noted that the Project Team will need to run this
suggestion past Public Health colleagues.
ACTION: MOB to implement the current circumcision criteria with the additional
criteria around pain on arousal.
ACTION: MOB to run circumcision policy by Public Health colleagues for their
review

IFR and VCF
membership and
further discussion
with the PDP Working
Group

S&OHT
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Policy Name

Where are the changes
captured?

Amendments Requested

By Who?

Changes
requested
date

Changes
Requested
Actioned?

Emails from VCF and IFRP members in
March 2017

VCF and IFR Panel members agree this policy should be NRC

IFR Panel and VCF
members

31/03/2017

Yes- proposed policy
shared with WG on
25/04/2017

Draft policy document and Working Group
meeting 6 meeting minutes (25/04/2017)

Working Group members agreed that this treatment should become a not
routinely commissioned procedure. They also felt that this policy does need to be
shared for comment with GP and Lead providers for comment. JN noted that it
will need to be reviewed by the childrens lead at Alder Hey and that therefore all
other CCG GP and Provider leads should also see the proposed policy.

PDP WG Mtg 6:
25/04/2017

yes

n/a

Yes – revised line to be
implemented in the policy
introduction.

During the summer period (2017) a review of the introduction to the policy was
carried out and it was proposed that the following line from the introduction to
the policy was removed because it is not clinically appropriate: Children under 16
years are eligible for surgery to alter appearance, improve scars, excise facial or
other body lesions, where such conditions cause obvious psychological distress.
This proposed amendment was discussed at length by members following
findings of the engagement and EIRA process at WG11 on 14th November as this
change affects a small number of cosmetic procedures
Pinnaplasty

Working Group meeting 11 Minutes

Options were put to the WG and it was suggested that the correct approach
would be for all patients regardless of age to have had psychological assessment
and support, i.e. input from IAPT for adults and CAMHS for children before
surgery is offered as an option. A line has been developed based on an existing
line in the introduction which now states:
Psychological distress alone will not be accepted as a reason to fund surgery.
Only very rarely is surgical intervention likely to be the most appropriate and
effective means of alleviating disproportionate psychological distress. In these
cases ideally an NHS psychologist with expertise in body image or an NHS Mental
Health Professional (depending on locally available services) should detail all
treatment(s) previously used to alleviate/improve the patient’s psychological
wellbeing, their duration and impact. The clinician should also provide evidence
to assure the IFR Panel that a patient who has focused their psychological
distress on some particular aspect of their appearance is at minimal risk of having
their coping mechanism removed by inappropriate surgical intervention.
Psychological assessment and intervention may be appropriate for patients with
severe psychological distress in respect of their body image but it should not be
regarded as a route into aesthetic surgery. Any application citing psychological
distress will need to be considered as an IFR .

Working Group
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Suite 1 Green rated Policies
Policy Name

Surgery for Asymptomatic
Hernias & Diastasis of the
Recti

Where are the changes
captured?

Amendments Requested

By Who?

Working Group Meeting 2 minutes

complete evidence review

Working Group

GP and Provider feedback - Working Group
meeting Minutes 4

GPs and Providers are largely content with proposed policy, however point raised
by Aintree needs to be raised with the Working Group
Most incisional hernias will enlarge and become symptomatic. Trust clinicians are
concerned that the application of this guidance will mean that this will turn a
relatively simple repair into a major complex reconstruction over time.
MOB noted that the key concern is that by not having any criteria against this
treatment, the majority of hernias will get worse therefore requiring a more
significant procedure. It must be noted however that the current policy does not
contain criteria either.
The Working Group advised that the project team will need to look at the level of
data for this without complicating causes and compare their activity rates against
other providers as well as triangulate the data with symptomatic hernias.
ACTION: investigate further data on treatment for asymptomatic hernias, review
data without complicating issues, compare activity against other providers and
triangulate the data with symptomatic hernias.

GP and Provider
feedback

Changes
requested
date

Changes Requested
Actioned?

16/11/2016

Yes

07/02/2017

n/a - The Working Group
agreed therefore that this
policy is now ready for
engagement.

27

135

Policy Name

Where are the changes
captured?

Working Group Meeting 2 minutes
Surgery for Asymptomatic
Gallstones

GP and Provider feedback - Working Group
meeting Minutes 4

Amendments Requested

By Who?

None - WG agreed to maintain current policy position. It was noted that the IFR
panel had never seen an application for this treatment

Working Group

GPs and Providers are largely content with proposed policy.

GP and Provider
feedback

Changes
requested
date

Changes Requested
Actioned?

16/11/2016

n/a

07/02/2017

n/a - The Working Group
agreed therefore that this
policy is now ready for
engagement.
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Policy Name

Where are the changes
captured?

Working Group Meeting 2 minutes

Amendments Requested

By Who?

Maintain the current C&M Criteria as this requires no change

Working Group

No feedback received against this policy.

GP and Provider
feedback

Changes
requested
date
16/11/2016

n/a

07/02/2017

n/a - The Working Group
agreed therefore that this
policy is now ready for
engagement.

Dilatation and Curettage
GP and Provider feedback - Working Group
meeting Minutes 4

Changes Requested
Actioned?
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Policy Name

Policy for Private Mental
Health Care – Non-NHS
Commissioned Services:
including Psychotherapy,
adult eating disorders,
general in-patient care,
post-traumatic stress,
adolescent mental health

Where are the changes
captured?

Amendments Requested

By Who?

Changes
requested
date

Changes Requested
Actioned?

Working Group Meeting 2 minutes

Amend policy to make clear its not commissioned because JW advised the
Working Group that the inclusion of this policy was under the direction of the
Cheshire CCGs when the policy was originally created in 2013. This was because
those CCGs worked with a large number of private Mental Health Service
providers. The working Group agreed that this is more of a contractual agreement
issue rather than a required policy.
HP suggested that this policy needs to be reworded to make it clear that Private
Mental Health Care is not routinely commissioned.

Working Group

16/11/2016

yes

Email from Jha - 16/12/2016

remove evidence section as not relevant

JHA

16/12/2016

Yes

07/02/2017

Policy ready for
engagement, although
there is a question around
removal of this policy
altogether or developing
pathways instead which
needs to be addressed by
the Working Group.
The Working Group
agreed that because the
NHS does not provide
private care this policy
should be removed
altogether.
The Working Group
agreed therefore that this
policy is now ready for
engagement.

GP and Provider feedback - Working Group
meeting Minutes 4

GP and Provider feedback here suggests that we either need to remove the policy
altogether or refer to community provider and inpatient services, across the
Merseyside footprint. Alternatively we would need to develop pathways between
the IFR teams and CCCGs to manage these cases where they are complex and high
cost. It is not clear how we might do this however.

GP and Provider
feedback

30

138

Policy Name

Where are the changes
captured?

Working Group Meeting 2 minutes
Policy for Hyaluronic acid &
Derivatives injections for
peripheral joint pain

GP and Provider feedback - Working Group
meeting Minutes 4

Amendments Requested

complete evidence review

GPs and Providers are largely content with proposed policy.

By Who?

Working Group

GP and Provider
feedback

Changes
requested
date

Changes Requested
Actioned?

16/11/2016

Yes

07/02/2017

n/a Policy ready for
engagement
The Working Group
agreed therefore that this
policy is now ready for
engagement.
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Policy Name

Where are the changes
captured?

Amendments Requested

By Who?

Changes
requested
date

Changes Requested
Actioned?

Working Group Meeting 1 minutes

Separate policies for Hip and Knee Surgery - WG felt this was required for clarity

Working Group

19/10/2016

Yes

Working Group Meeting 1 minutes

Revise the presentation of these procedures - WG felt this was required for clarity

Working Group

19/10/2016

Yes

Working Group Meeting 1 minutes

Include references to MCAS service where these are in place as a number of CCGs
have triage processes in place and this needs to be reflected

Working Group

19/10/2016

Yes

Working Group Meeting 1 minutes

Review Patient Outcomes Data to inform the review of this policy. We will may be
able to source this data from the National Joint Registry website.

Working Group

19/10/2016

No

Working Group Meeting 1 minutes

HK advised we will also look at NICE guidance around these procedures.

Working Group

19/10/2016

Yes

Working Group Meeting 3 minutes

As for knee document, the first page reads mostly as a PIl, although the last
paragraph appears to be aimed at clinicians which is confusing. - The Project
Team will take this point away and will rethink the presentation of the document.

Denis O'Brien
(Liverpool CCG GP)

13/12/2016

yes

Working Group Meeting 3 minutes

This document should really be more or less an exact replica of the knee
document, as the same criteria and considerations apply. - Working Group noted
this feedback.

Denis O'Brien
(Liverpool CCG GP)

13/12/2016

yes

GP and Provider
feedback

07/02/2017

N/A

Ruth Hunter (St
Helens CCG)

13/12/2016

no

Hip Replacement Surgery

GP and Provider feedback - Working Group
meeting Minutes 4

Working Group Meeting 3 minutes

GPs and Providers are largely content with proposed policy. Question around
returning to MCAS needs to be addressed by CCGs. We need to consider adding a
like that says a shared decision making engagement/conversation must be
evidenced.
In addition, Ruth Hunter has asked if we can debate reducing the BMI for Hips as
being set at 40 as she feels this is high. - The Working Group discussed this point
and it was noted there is no guidance available currently to suggest what the BMI
score should be, therefore the Working Group decided to keep the BMI score as it
is at the moment.
JM noted that a high BMI wouldn’t come under a protected characteristic in
terms of EIA.
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GP and Provider feedback - Working Group
meeting Minutes 4

Policy ready for engagement, however need to address questions around
returning to MCAS and whether we need to add a line around shared decision
making/engagement with the patient
The only change in THR & TKR policy seems to be that MCAS now needs to be
involved initially in both cases. The only difference to this we felt would be in a
case where a patient has been referred into the system to see an orthopaedic
colleague with another sub-speciality diagnosis e.g. back pain. If it was found
that the clinical problem was actually hip or knee should the patient then be
referred onto for a Consultant orthopaedic hip or knee opinion within the
department without returning to MCAS?
In addition to the feedback above, Ruth Hunter for St Helens CCG has also shared
a paper on BMI evidence for discussion by the Working Group.
The Working Group acknowledged the Provider feedback and Ruth Hunter’s
paper and asked whether this was a pathway issue. AG noted that NICE Guidance
states that obesity should not be a barrier for referral for joint surgery. She also
noted that some policies refer to 6 months of conservative treatments
ACTION: MOB to share the hips and knees policies with AG for her input and
feedback.

GP and Provider
feedback

07/02/2017

N/A - Policy ready for
engagement
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Policy Name

Where are the changes
captured?

Amendments Requested

By Who?

Changes
requested
date

Changes Requested
Actioned?

Working Group Meeting 1 minutes

Separate policies for Hip and Knee Surgery - WG felt this was required for clarity

Working Group

19/10/2016

yes

Working Group Meeting 1 minutes

Revise the presentation of these procedures - WG felt this was required for clarity

Working Group

19/10/2016

Yes

Working Group Meeting 1 minutes

Include references to MCAS service where these are in place as a number of CCGs
have triage processes in place and this needs to be reflected

Working Group

19/10/2016

Yes

Working Group Meeting 1 minutes

Review Patient Outcomes Data to inform the review of this policy. We will may be
able to source this data from the National Joint Registry website.

Working Group

19/10/2016

No

Working Group Meeting 1 minutes

HK advised we will also look at NICE guidance around these procedures.

Working Group

19/10/2016

yes

Denis O'Brien
(Liverpool CCG GP)

13/12/2016

no

Denis O'Brien
(Liverpool CCG GP)

13/12/2016

no

Denis O'Brien
(Liverpool CCG GP)

13/12/2016

no

Knee Replacement Surgery
Working Group Meeting 3 minutes

Working Group Meeting 3 minutes

Working Group Meeting 3 minutes

Happy to use a pain rating scale to determine severity JW felt that the only way to
address this was with a simple visual scale (1-10 analogue scale).
JHA noted that functionality would also need to be considered. The Working
Group then noted that using a scale can be subjective so an alternative might be
to develop a referral template letter that ensures referrers go through each
criterion which might help.
The Working Group therefore agreed to maintain the draft criteria as it stands as
it is difficult to amend this any further
Should joint injections be explicitly mentioned in proposed eligibility criteria 2? JN
asked whether this is in the NG and if so, do we need to add it?
JW suggested that it was not clear what effect this would change have and the
Working Group decided that this does not need to be included here.
Criterion 3: is anxious regarding the word “severe” (in relation to x-ray)– as the
whole clinical picture needs to be assessed. Would be uncomfortable turning
someone down with severe uncontrolled symptoms just because their knee x-ray
was not severe enough – treat the patient, not the x-ray! Perhaps use
“significant” or “moderate to severe” instead. Believes point 4 is the get out
anyway, but would be happier with a change of wording. Patients do less well if
we wait too long and the joint has a significantly compromised range of
movement - The Working Group noted this point and the discussion focused on
the terminology radiologists would use. It was agreed that they are not know to
use terms such as ‘significant’ therefore the Working Group decided to maintain
the current draft policy including terminology currently being drafted.
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Working Group Meeting 3 minutes

Working Group Meeting 3 minutes

GP and Provider feedback - Working Group
meeting Minutes 4

GP and Provider feedback - Working Group
meeting Minutes 4

In addition, Ruth Hunter has asked if we can debate reducing the BMI for knees to
35? - The Working Group discussed this point and it was noted there is no
guidance available currently to suggest what the BMI score should be, therefore
the Working Group decided to keep the BMI score as it is at the moment.
JM noted that a high BMI wouldn’t come under a protected characteristic in
terms of EIA.
Question from Ruth Hunter: Did the group decide against a pain scale for Hip and
Knee replacement surgery? - The Working Group acknowledged RH’s point. It was
felt that again any type of scaling would be subjective so as an alternative we
could develop a referral template letter that ensures referrers go through each
criterion which might help.
The Working Group therefore agreed to maintain the draft criteria as it stands as
it is difficult to amend this any further
GPs and Providers are largely content with proposed policy. Question around
returning to MCAS needs to be addressed by CCGs. We need to consider adding a
like that says a shared decision making engagement/conversation must be
evidenced.
Policy ready for engagement, however need to address questions around
returning to MCAS and whether we need to add a line around shared decision
making/engagement with the patient
The only change in THR & TKR policy seems to be that MCAS now needs to be
involved initially in both cases. The only difference to this we felt would be in a
case where a patient has been referred into the system to see an orthopaedic
colleague with another sub-speciality diagnosis e.g. back pain. If it was found
that the clinical problem was actually hip or knee should the patient then be
referred onto for a Consultant orthopaedic hip or knee opinion within the
department without returning to MCAS?
In addition to the feedback above, Ruth Hunter for St Helens CCG has also shared
a paper on BMI evidence for discussion by the Working Group.
The Working Group acknowledged the Provider feedback and Ruth Hunter’s
paper and asked whether this was a pathway issue. AG noted that NICE Guidance
states that obesity should not be a barrier for referral for joint surgery. She also
noted that some policies refer to 6 months of conservative treatments
ACTION: MOB to share the hips and knees policies with AG for her input and
feedback.

Ruth Hunter (St
Helens CCG)

13/12/2016

no

Ruth Hunter (St
Helens CCG)

13/12/2016

no

GP and Provider
feedback

07/02/2017

Yes - discussed at WG

GP and Provider
feedback

07/02/2017

N/A - Policy ready for
engagement
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Policy Name

Surgical Removal of
Ganglions

Where are the changes
captured?

Amendments Requested

By Who?

Changes
requested
date

Changes Requested
Actioned?

Working Group Meeting 2 minutes

Maintain current C&M policy because The Working Group agreed that the
current C&M policy criteria for this procedure are still applicable.

Working Group

16/11/2016

Yes

Working Group Meeting 2 minutes

complete evidence review

Working Group

16/11/2016

no

Email from Kit Chung: IFR Panel feedback

Inconsistent and suggests use of Midlands Criteria

KC - IFR Panel

13/12/2016

Yes - removed the RCS line
from rationale as a
suggested amendment

GP and Provider feedback - Working Group
meeting Minutes 4

GPs and Providers are largely content with proposed policy. Request from Royal
Liverpool around agreements they will never receive referrals for removal of
ganglions needs to be highlighted to the Working Group. The policy refers to all
ganglions regardless of location on the body, otherwise it would specify
exceptions.

GP and Provider
feedback

07/02/2017

Policy ready for
engagement.
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Policy Name

Where are the changes
captured?

Amendments Requested

By Who?

Changes
requested
date

Changes Requested
Actioned?

Working Group Meeting 2 minutes

Implement Midlands policy for adenoidectomy but remove some irrelevant
material because MS confirmed that Adenoidectomy procedures are only carried
out for children in the C&M footprint alongside other procedures as it should not
be carried out in isolation. The Working Group noted that the Midlands criteria
also applies to adults. HK confirmed that the Midlands policy is in line with RCS
recommendations.The Working Group agreed that the current C&M
Adenoidectomy policy is quite clear but that we will pick up the Midlands policy.
There is some irrelevant material contained in the Midlands policy that will be
removed. The Working Group also agreed that we will need to include the NICE
‘Do Not Do’ recommendation in the evidence section of the policy.

Working Group

16/11/2016

yes

Working Group Meeting 2 minutes

include the NICE DND recommendation in the evidence section for
adenoidectomy

Working Group

16/11/2016

Yes

Working Group Meeting 2 minutes

seek data on how many adenoid procedures are being carried out on adults and
children

Working Group

16/11/2016

no

GP and Provider feedback - Working Group
meeting Minutes 4

GPs and Providers are largely content with proposed policy. Link to the high value
pathway is included in the policy development template for this condition.
However, it is not clear what letter Warrington GPs are referring too or what they
mean: Is this across all trusts? Recent letter from a different trust (I think South
Manchester) - requesting locally.
The Working Group agreed that this is a question that sits outside the remit of
this Project but as a rule of thumb. it is the funding commissioners policy that
applies.
The Working Group agreed therefore that this policy is now ready for
engagement.

GP and Provider
feedback

07/02/2017

n/a - Policy Ready for
engagement

Adenoidectomy
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Policy Name

Policy for Tonsillectomy for
recurrent Tonsillitis
(excluding peri-tonsilar
abscess) adults and children

Where are the changes
captured?

Amendments Requested

By Who?

Changes
requested
date

Changes Requested
Actioned?

Working Group Meeting 2 minutes

Implement the criteria from the Midlands Tonsillectomy policy; minus the criteria
for a positive culture of group A beta haemolytic streptococci. This is because it
was acknowledged that in the C&M footprint the evidence of episodes is often
not provided, whereas the Midlands policy is more defined and requires evidence
of the episodes to be submitted. HK confirmed that the number of episodes of
sore throats (7, 5 and 3) in the Midlands policy are based on Royal College of
Surgeons and SIGN guidance.

Working Group

16/11/2016

Yes

Working Group Meeting 2 minutes

Conduct an evidence review of the guidance for Tonsillectomy and look at the
aural temperature (38.3°C) characteristic to determine where this may originate
from.

Working Group

16/11/2016

yes

Working Group Meeting 2 minutes

Make clear that Tonsillectomy should not be carried out for tonsil stones and
halitosis

Working Group

16/11/2016

Yes

Working Group Meeting 2 minutes

Amend the formatting of the Tonsillectomy policy to make it clearer.

Working Group

16/11/2016

Yes

GP and Provider feedback - Working Group
meeting Minutes 4

OSA – should criteria around this be introduced?
The Working Group agreed that this criteria would apply within a different policy
so it is not appropriate within this criteria set.

GP and Provider
feedback

07/02/2017

n/a

GP and Provider feedback - Working Group
meeting Minutes 4

MOB to add clarity to tonsillectomy policy around referring clinician responsibility
as it is important to clarify responsibility for evidence

GP and Provider
feedback

07/02/2017

Yes

07/02/2017

Yes - The Working Group
agreed therefore that
once these actions have
been completed this
policy is now ready for
engagement.

GP and Provider feedback - Working Group
meeting Minutes 4

MOB to include an appendix of what a prior approvals form may look like within
this policy to support roll out of the policy

GP and Provider
feedback
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Policy Name

Hysterectomy for Heavy
Menstrual bleeding

Where are the changes
captured?

Amendments Requested

By Who?

Changes
requested
date

Changes Requested
Actioned?

Working Group Meeting 1 minutes

Revise wording so it’s clear this procedure isn't offered for patients wishing to
cease menstruation as this is unclear in the present policy

Working Group

19/10/2016

Yes

Working Group Meeting 1 minutes

Change C&M title to reflect the Midlands Policy title because WG felt the
Midlands title is more appropriate

Working Group

19/10/2016

Yes

Email from MM colleagues 17/11/2016

Amendments to criteria and evidence base, based on feedback from MM team
17/11/2016

MM Team

17/11/2016

Yes

Email from MM colleagues 08/12/2016

Amendments to layout of Norethisterone and ulipristal acetate medications
criteria based on feedback from MM team on 08/12/2016

MM Team

08/12/2016

yes

07/02/2017

n/a - Policy ready for
engagement
The Working Group
agreed therefore that this
policy is now ready for
engagement.

GP and Provider feedback - Working Group
meeting Minutes 4

GPs and Providers are largely content with proposed policy.

GP and Provider
feedback
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Policy Name

Where are the changes
captured?

Working Group Meeting 2 minutes

Amendments Requested
Use bullets 2,3 and 4 from Midlands policy to update the C&M policy because RH
noted that although the clinical evidence available suggests that this is an
effective procedure in reality the evidence is lacking. The Working Group agreed
that there was little justification to offer these procedures based on the current
guidance.

By Who?

Changes
requested
date

Changes Requested
Actioned?

Working Group

16/11/2016

Yes

HK suggested therefore that the Project Team would complete an evidence
review for this policy but maintain the current C&M criteria. However we will
need to make it clear that the treatment is only available in certain circumstances
and if these are not met, then an IFR application is required.
Working Group Meeting 2 minutes

reword varicose veins opening statement to produce clarity

Working Group

16/11/2016

Yes

Working Group Meeting 2 minutes

Complete varicose veins evidence review

Working Group

16/11/2016

yes

Email from Kit Chung: IFR Panel feedback

Thrombophlebitis- do we need to define it more? Do we accept a patient
reporting to clinician that they have had it but not consulted, or does it need to be
a documented event by a clinician?

KC - IFR Panel

06/12/2016

No - Policy is due to go
out to consultation with
GPs and Secondary care in
January so we'll gather
more feedback on this.

Email from Kit Chung: IFR Panel feedback

Midlands policy includes varicose veins which have bled and are at risk of
bleeding again - that isn't in the amended policy. Maybe it should be?

KC - IFR Panel

06/12/2016

Yes

Working Group Meeting 4 Minutes

MOB to change the wording in the varicose veins policy to refer to The Working
Group agreed to change the wording here to inappropriate or declined
(compression hosiery) and documented evidence of (thrombophlebitis).

Working Group

07/02/2017

Yes

GP and Provider feedback - Working Group
meeting Minutes 4

GPs and Providers are largely content with proposed policy. However it would be
helpful to pick up the comments around replacing ‘unsuitable’ with ‘inappropriate
or declined’ as well as documenting episodes of thrombophlebitis. Concern
raised around the reference to a C&M document saying all criteria must be met as
well as an actual IFR application.

GP and Provider
feedback

07/02/2017

Varicose Veins Treatments
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GP and Provider feedback - Working Group
meeting Minutes 4

Policy ready for engagement following small amendments if agreed by WG:
• change compression hosiery being unsuitable to being inappropriate or
declined.
The Working Group agreed to change the wording here
• Refer to documented episodes of thrombophlebitis.
The Working Group agreed to change the wording here
• Project Team also needed clarity from the Working Group about letter stating
all criteria must be met as well as an IFR for this treatment
• We were worried in the last few months when a Cheshire & Merseyside
document came out suggesting 1) that all patients that qualify for NHS treatment
on the CCG guidelines still need an application for funding – and the suggestion
that we the surgeons had to apply and 2) the GP could send anyone with varicose
veins for a vascular appointment thus blocking all our clinics and devolving
themselves of any responsibility for their own guidelines.
The Working Group felt that this is a process issue to be picked up by the CCG

GP and Provider
feedback

07/02/2017

Yes - The Working Group
agreed therefore that this
policy is now ready for
engagement.

ACTION: MOB to change the wording in the varicose veins policy to refer to The
Working Group agreed to change the wording here to inappropriate or declined
(compression hosiery) and documented evidence of (thrombophlebitis).
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Suite 2 Green rated Policies
Policy Name

Where are the changes
captured?

Amendments Requested
Reduction mammoplasty. - Fri 03/02/2017 10:57 IFR panel feedback
Current criteria seem to work well, and are stricter than Midlands. Would
advocate keeping to current policy.

Draft policy document and Working Group
meeting 5 meeting minutes (28/03/2017)

Reduction Mammoplasty
Working Group meeting 6 meeting minutes
(28/03/2017)

Working Group meeting 12 meeting
minutes (14/11/2017)

VCF Feedback Wed 01/03/2017 09:47
Reduction mammoplasty, age over 21 years
Working Group meeting 5 Tues 28/03/2017 13:00 agreed position:
WG agreed with the proposed criteria as this is still appropriate.
1. BMI – either amend or remove the criteria or round BMI scores to the nearest
round number?
2. Do we have any evidence to support age criteria of 21 being more clinically
appropriate than 18?
3. Do we wish to continue using cup sizes or should we move to using grams?
Concern is over the stipulation of H cup sized breasts and reduction of 3 cups sizes
as cup sizes are notoriously inaccurate. Many patients are in the wrong sized bra
(even the so called professionally fitted ones). Would it not be best to stipulate a
volume / weight reduction eg 500grams (which would equate to around 3 cup
sizes)
Concern is over the massive volume difference in asymmetry cases. It is not
advisable to insert a 450cc implant as they run into problems due to the weight
and stretching of the skin. Anything over 300cc’s is risky. (300cc’s would be 2 cup
sizes and is still a huge difference for a patient)
Asymmetry cases – 3 cups sizes equates to 450cc volume which is an enormous
difference between breasts. Nearly half a litre. With this statement none of the
patients that are referred would be suitable and therefore all need to go through
special funding. The patients seen are usually all extremely upset when advised
they do not meet the criteria.
The request to amend the age criteria from 18 to 21 was discussed at length by
members following findings of the engagement and EIRA process. No evidence to
support this change can be found and feedback on this criteria indicates
disagreement with this position from survey respondents and from and equality
impact point of view

By Who?

Changes
requested
date

Changes
Requested
Actioned?

IFR and VCF
membership and
further discussion
with the PDP Working
Group

IFR Panel:
03/02/2017
VCF:
01/03/2017
PDP WG Mtg 5:
28/03/2017

IFR Panel: Yes
VCF: Yes
PDP WG Mtg 5: Yes - WG
agreed with the proposed
criteria as this is still
appropriate.

PDP WG Mtg 6:
25/04/2017

PDP WG Mtg 6: BMI and
cup sizes vs grams points
were noted by the Group
but it was felt that the
current criteria is robust
and does not require
amendment. Age criteria
amendment has been
noted and we will look for
evidence to support this
change, with
acknowledgement that if
no evidence is available
we will revisit this criteria

N/A

The decision has been
taken by Working Group
members not to
implement this proposal
for the reasons cited. This
proposed criteria cannot
be evidenced or justified

SHKHT

WG members

42

150

Policy Name

Where are the changes
captured?

Amendments Requested

By Who?

Changes
requested
date

Changes
Requested
Actioned?

IFR Panel:
03/03/2017
VCF:
01/03/2017
PDP WG Mtg 5:
28/03/2017

IFR Panel: Yes
VCF: Yes
PDP WG Mtg 5: Yes. The
WG felt that criteria is
necessary for this
procedure, however
following debate, it was
noted that the cancer
criteria was inappropriate
but the 21 age criteria was
necessary to be consistent
with the reduction
mammoplasty criteria.

N/A

The decision has been
taken by Working Group
members not to
implement this proposal
for the reasons cited. This
proposed criteria cannot
be evidenced or justified

Breast enlargement. - Fri 03/02/2017 10:57 IFR panel feedback
We rarely approve requests under this criteria, although we do see them
frequently and they are emotive. Midlands policy is more restrictive, although I do
not think there should be reference to cancer treatments.
I would be in favour of an exceptionality only policy.

Draft policy document and Working Group
meeting 5 meeting minutes (28/03/2017)
Breast Enlargement

Working Group meeting 12 meeting
minutes (14/11/2017)

VCF Feedback Wed 01/03/2017 09:47
I think this should be exceptionality only for cancer or 3 whole cup sizes
difference (ie obvious asymmetry)and BMI 25
Working Group meeting 5 Tues 28/03/2017 13:00 agreed position:
WG felt that we need to be able to justify raising the age to 21. It was noted that
by 21 an individual’s growth and maturation should be complete therefore it is
clinically appropriate. RH and HK will look for further evidence to support this
position. JN noted that within Liverpool CCG there have been 68 reduction
mammoplasty procedures in the last 12 months and only 3 of these were for
patients under 21.
The WG felt that criteria is necessary for this procedure, however following
debate, it was noted that the cancer criteria was inappropriate but the 21 age
criteria was necessary to be consistent with the reduction mammoplasty criteria.
The request to amend the age criteria from 18 to 21 was discussed at length by
members following findings of the engagement and EIRA process. No evidence to
support this change can be found and feedback on this criteria indicates
disagreement with this position from survey respondents and from and equality
impact point of view

IFR and VCF
membership and
further discussion
with the PDP Working
Group

WG members
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Policy Name

Where are the changes
captured?

Draft policy document and Working Group
meeting 5 meeting minutes (28/03/2017)
Mastopexy – Breast lift

Amendments Requested
Mastopexy - Fri 03/02/2017 10:57 IFR panel feedback
I would suggest remove the section which states: “May be considered as part of
other breast surgery to achieve an appropriate cosmetic result subject to prior
approval.”
Think that wording has allowed this operation to be done more often than it was
intended.
Working Group meeting 5 Tues 28/03/2017 13:00 agreed position:
The WG agreed to maintain the position that this procedure is not routinely
commissioned as this is still appropriate.

Working Group meeting 6 meeting minutes
(28/03/2017)

Mastopexy/Breast lift - Will it be funded as part of symmetrisation to
reconstruction?

By Who?

IFR membership and
further discussion
with the PDP Working
Group (VCF feedback
indicated agreement
with proposals made
by IFR Panel)

SHKHT

Changes
requested
date

Changes
Requested
Actioned?

IFR Panel:
03/03/2017
VCF: n/a
PDP WG Mtg 5:
28/03/2017

IFR Panel: Yes
VCF: n/a
PDP WG Mtg 5: Yes. The
WG agreed to maintain
the position that this
procedure is not routinely
commissioned as this is
still appropriate.

PDP WG Mtg 6:
25/04/2017

PDP WG Mtg 6: WG noted
that there will be an
option to consider this
under IFR as this is the
most appropriate
approach.
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Policy Name

Surgical Correction of Nipple
Inversion

Where are the changes
captured?

Draft policy document and Working Group
meeting 5 meeting minutes (28/03/2017)

Amendments Requested
Nipple inversion - Fri 03/02/2017 10:57 IFR panel feedback
Would keep to current policy
Working Group meeting 5 Tues 28/03/2017 13:00 agreed position:
The WG agreed to maintain the position that this procedure is not routinely
commissioned as this is still appropriate.

By Who?

Changes
requested
date

Changes
Requested
Actioned?

IFR membership and
further discussion
with the PDP Working
Group (VCF feedback
indicated agreement
with proposals made
by IFR Panel)

IFR Panel:
03/03/2017
VCF: n/a
PDP WG Mtg 5:
28/03/2017

IFR Panel: Yes
VCF: n/a
PDP WG Mtg 5: Yes. The
WG agreed to maintain
the position that this
procedure is not routinely
commissioned as this is
still appropriate.
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Policy Name

Surgical Treatment for
Pigeon Chest

Where are the changes
captured?

Draft policy document and Working Group
meeting 5 meeting minutes (28/03/2017)

Amendments Requested
Pigeon Chest Tue 14/02/2017 11:34 – IFR panel feedback
I would keep policy unchanged.
Working Group meeting 5 Tues 28/03/2017 13:00 agreed position:
The WG agreed to maintain the position that this procedure is not routinely
commissioned as this is still appropriate.

By Who?

Changes
requested
date

Changes
Requested
Actioned?

IFR membership and
further discussion
with the PDP Working
Group (VCF feedback
indicated agreement
with proposals made
by IFR Panel)

IFR Panel:
14/03/2017
VCF: n/a
PDP WG Mtg 5:
28/03/2017

IFR Panel: yes
VCF: n/a
PDP WG Mtg 5: Yes. The
WG agreed to maintain
the position that this
procedure is not routinely
commissioned as this is
still appropriate
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Policy Name

Labiaplasty, Vaginoplasty
and Hymenorrhaphy

Where are the changes
captured?

Draft policy document and Working Group
meeting 5 meeting minutes (28/03/2017)

Amendments Requested
Labiaplasty, Vaginoplasty and Hymenorrhaphy Wed 08/03/2017 18:36 IFR Panel
JW noted that with regard to the Midlands Policy trauma after childbirth should
not be included as a criteria as this is common. The panel felt that except where
the surgery was to correct abnormalities following FGM these procedures should
not be commissioned. However if we were to include a criteria around trauma the
panel agreed that the criteria would need to read ‘severe functional problems
after trauma’ and that an indication of the number of infections the patient had
experienced what treatment they had been given and a full detailed explanation
would be needed.
VCF Feedback Wed 15/03/2017 08:44
Labiaplasty – I feel the midlands guidance is better and should include ‘ severe
functional problems after trauma or FGM’
Working Group meeting 5 Tues 28/03/2017 13:00 agreed position:
The WG agreed to maintain the position that these procedures are not routinely
commissioned as this is still appropriate.

By Who?

IFR and VCF
membership and
further discussion
with the PDP Working
Group

Changes
requested
date

Changes
Requested
Actioned?

IFR Panel:
08/03/2017
VCF:
15/03/2017
PDP WG Mtg 5:
28/03/2017

IFR Panel: Yes, draft
policies written and
shared with WG on
28/03/2017
VCF: Yes, draft policies
written and shared with
WG on 28/03/2017
PDP WG Mtg 5: The WG
agreed to maintain the
position that these
procedures are not
routinely commissioned
as this is still appropriate.
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Policy Name

Where are the changes
captured?

Amendments Requested
Liposuction Wed 08/03/2017 18:36 IFR Panel
The panel noted that they are content with the Midlands criteria and would be
comfortable using this going forward.

Draft policy document and Working Group
meeting 5 meeting minutes (28/03/2017)

Liposuction

VCF Feedback Wed 15/03/2017 08:44
Liposuction - no issues
Working Group meeting 5 Tues 28/03/2017 13:00 agreed position:
The WG agreed to maintain the position that this procedure is not routinely
commissioned as this is still appropriate.

By Who?

Changes
requested
date

Changes
Requested
Actioned?

IFR and VCF
membership and
further discussion
with the PDP Working
Group

IFR Panel:
08/03/2017
VCF:
15/03/2017
PDP WG Mtg 5:
28/03/2017

IFR Panel: Yes
VCF: n/a
PDP WG Mtg 5: The WG
agreed to maintain the
position that this
procedure is not routinely
commissioned as this is
still appropriate.
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Policy Name

Policy for non-invasive
interventions for low Back
pain and sciatica

Where are the changes
captured?

Amendments Requested

By Who?

Document: Revised back pain policies - V3.0
- 2017-04-27

Meeting with Judith Nielson (LCCG) and Moira Harrison (SS&SFCCG) on 27th April
2017
• The draft policy needs to be aligned with NG 59
• Policy position to be broken down into the following headings and to reflect NG
59:
· Acupuncture
· Manual Therapy
· Orthotics
· Electrotherapy
· Pharmacological interventions

Working Group - at
the April 2017 WG
meeting it was agreed
that JN and MH's
expertise to review
these policies was the
most appropriate
approach to develop
the current drafts

Changes
requested
date

27/04/2017

Changes
Requested
Actioned?

Yes
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Policy Name

Imaging for patients
presenting with back pain

Where are the changes
captured?

Amendments Requested

By Who?

Document: Revised back pain policies - V3.0
- 2017-04-27

Meeting with Judith Nielson (LCCG) and Moira Harrison (SS&SFCCG) on 27th April
2017
• The draft policy needs to be aligned with NG 59
• There is no specific C&M policy around X rays and MRI scans, however it is
noted in the comments section of 16.1 that ‘X Rays and MRI scans should not be
offered unless in a context of referral for surgery.’

Working Group - at
the April 2017 WG
meeting it was agreed
that JN and MH's
expertise to review
these policies was the
most appropriate
approach to develop
the current drafts

Changes
requested
date

27/04/2017

Changes
Requested
Actioned?

Yes
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Policy Name

Injections for back pain

Where are the changes
captured?

Amendments Requested

By Who?

Document: Revised back pain policies - V3.0
- 2017-04-27

Meeting with Judith Nielson (LCCG) and Moira Harrison (SS&SFCCG) on 27th April
2017
• The draft policy needs to be aligned with NG 59
• Policy needs to be clear that therapeutic Facet Joint injection, therapeutic
medial branch block, prolotherapy, Botulinum Toxin and Trigger Point Injections
are not routinely commissioned
• Criteria for Epidural Injections needs to be laid out
• New policy position needs to combine the following treatments currently listed
in the 2014/15 Policy:
1. Facet Joint - Non Specific Back Pain Over 12 Months including radio frequency
ablation
2. Epidural Injection
3. Radiofrequency Facet Joint Denervation Intra Discal Electro Thermal
Annuloplasty (IDET) Percutaneous intradiscal radiofrequency thermocoagulation
(PIRFT) Technology Assisted Micromobilisation and Reflex Stimulation (TAMARS)

Working Group - at
the April 2017 WG
meeting it was agreed
that JN and MH's
expertise to review
these policies was the
most appropriate
approach to develop
the current drafts

Changes
requested
date

27/04/2017

Changes
Requested
Actioned?

Yes
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Policy Name

Spinal Fusion

Where are the changes
captured?

Amendments Requested

By Who?

Document: Revised back pain policies - V3.0
- 2017-04-27

Meeting with Judith Nielson (LCCG) and Moira Harrison (SS&SFCCG) on 27th April
2017
The draft policy needs to be aligned with NG 59
New policy position needs to combine the following treatments currently listed in
the 2014/15 Policy:
1. Fusion
2. Transaxial Interbody Lumbosacral Fusion
3. Lateral (including extreme, extra and direct lateral) Interbody Fusion in the
Lumbar Spine
4. Non-Rigid Stabilisation Techniques
New policy needs to make clear the following are NRC:
• Fusion
• Non-rigid stabilisation techniques
• Lateral body fusion in the lumbar spine
• Transaxial interbody lumbrosacral fusion
• Anterior lumbar interbody fusion (ALIF)
• Posterior lumbar interbody fusion (PLIF)
• Or any other combination of approach where surgical fixation is performed

Working Group - at
the April 2017 WG
meeting it was agreed
that JN and MH's
expertise to review
these policies was the
most appropriate
approach to develop
the current drafts

Changes
requested
date

27/04/2017

Changes
Requested
Actioned?

Yes
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Policy Name

Disc and Decompression
procedures

Where are the changes
captured?

Amendments Requested

By Who?

Document: Revised back pain policies - V3.0
- 2017-04-27

Meeting with Judith Nielson (LCCG) and Moira Harrison (SS&SFCCG) on 27th April
2017
The draft policy needs to be aligned with NG 59
Clarity is required in relation to spinal decompression, with specific critieria laid
out in alignment with NG 59
The following procedures (all remaining NRC) need to be combined within this
policy:
• Endoscopic Laser Foraminoplasty
• Endoscopic Lumbar Decompression
• Percutaneous Disc Decompression using Coblation for Lower Back Pain
• Percutaneous Intradiscal Laser Ablation in the Lumbar Spine
• Automated Percutaneous Mechanical Lumbar Discectomy
• Prosthetic Intervertebral Disc Replacement in the Lumbar Spine
• Intradiscal Electro Thermal Annuloplasty (IDET)
• Percutaneous Intradiscal Radiofrequency Thermocoagulation (PIRFT)

Working Group - at
the April 2017 WG
meeting it was agreed
that JN and MH's
expertise to review
these policies was the
most appropriate
approach to develop
the current drafts

Changes
requested
date

27/04/2017

Changes
Requested
Actioned?

Yes
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Policy Name

Peripheral Nerve-field
Stimulation (PNFS) for
Chronic Low Back Pain

Where are the changes
captured?

Document: Revised back pain policies - V3.0
- 2017-04-27

Amendments Requested

By Who?

Meeting with Judith Nielson (LCCG) and Moira Harrison (SS&SFCCG) on 27th April
2017
The draft policy needs to be aligned with NG 59 - no change

Working Group - at
the April 2017 WG
meeting it was agreed
that JN and MH's
expertise to review
these policies was the
most appropriate
approach to develop
the current drafts

Changes
requested
date

27/04/2017

Changes
Requested
Actioned?

Yes
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Policy Name

Therapeutic Endoscopic
Division of Epidural
Adhesions

Where are the changes
captured?

Document: Revised back pain policies - V3.0
- 2017-04-27

Amendments Requested

By Who?

Meeting with Judith Nielson (LCCG) and Moira Harrison (SS&SFCCG) on 27th April
2017
The draft policy needs to be aligned with NG 59 - no change

Working Group - at
the April 2017 WG
meeting it was agreed
that JN and MH's
expertise to review
these policies was the
most appropriate
approach to develop
the current drafts

Changes
requested
date

27/04/2017

Changes
Requested
Actioned?

Yes
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NHS Halton Clinical Commissioning Group
NHS Knowsley Clinical Commissioning Group
NHS Liverpool Clinical Commissioning Group
NHS St Helens Clinical Commissioning Group
NHS South Sefton Clinical Commissioning Group
NHS Southport and Formby Clinical Commissioning Group
NHS Warrington Clinical Commissioning Group

Collaborative Policy Development Project: Governing Body paper seeking sign
off of all policies reviewed to date, ahead of implementation with Providers

Appendix 2

Comparison document demonstrating the proposed changes for PLCP Policy
2018-19 against the current PLCP Commissioning Policy 2014/15
December 2017
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Guidance for reading the comparison tables
The current procedure or treatment name is listed in the first column of each table, with the current criteria from the Cheshire and Merseyside
Commissioning Policy 2014/15 listed in the second column.
The third column captures the proposed policy wording and in some instances, a change to the policy title as well, for example Policy for non-invasive
interventions for low Back pain and sciatica at page 40.
The final column summarises the difference between the current and the proposed policy.
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Suite 1 Red rated Policies
Procedure

C&M Current Policy

Proposed Policy criteria 2018/2019

Difference

Policy for Surgical
Treatments for Minor
Skin Lesions

Will be commissioned in any of the following
circumstances:

The CCG will only fund this treatment if the patient meets ONE of the following:

Policies are aligned

•

Symptomatic e.g. ongoing pain or
functional impairment.
• Risk of infection.
• Significant facial disfigurement.
All vascular lesions on the face except benign,
acquired vascular lesions such as thread veins.

OR
OR
OR
OR

•

Suspected or proven malignancy (cancerous) (if suspected or proven malignancy
refer via appropriate pathway)

•

Symptomatic e.g. ongoing pain or functional impairment.

•

Risk of infection.

•

Significant facial disfigurement.

•

All vascular lesions on the face except benign, acquired vascular lesions such as
thread veins.
For any of the above scenarios, referral for treatment should be made to a community
provider

Suspected or proven
malignancy
(cancerous) (if
suspected or proven
malignancy refer via
appropriate pathway)
added.
Layout has been
simplified and criteria
are now clearer.
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Procedure

C&M Current Policy

Proposed Policy 2018/2019

Difference

Rhinoplasty

This procedure is NOT available under the NHS on cosmetic grounds.
• Only commissioned in any of the following circumstances:
• Objective nasal deformity caused by trauma.
• Problems caused by obstruction of nasal airway.
• Correction of complex congenital conditions e.g. cleft lip and
palate.
Non-core procedure Interim Gender Dysphoria Protocol & Service
Guidelines 2013/14.

The CCG will fund this treatment if the patient meets the following
criteria:
• Documented medical problems caused by obstruction of the
nasal airway OR
• Correction of complex congenital conditions e.g. Cleft lip and
palate

There is some
difference between the
current and new
criteria, with
tightening of the
proposed criteria to
remove the criteria
around nasal deformity
caused by trauma.

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

This means (for patients who DO NOT meet the above criteria or
require the procedure for cosmetic reasons) the CCG will only fund
the treatment if an Individual Funding Request (IFR) application
proves exceptional clinical need and that is supported by the CCG.

Proposed policy does
not refer to Non-core
procedure Interim
Gender Dysphoria
Protocol & Service
Guidelines 2013/14.
Proposed policy states
‘This means (for
patients who DO NOT
meet the above
criteria or require the
procedure for cosmetic
reasons) the CCG will
only fund the
treatment if an
Individual Funding
Request (IFR)
application proves
exceptional clinical
need and that is
supported by the CCG.’
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Procedure

C&M Current Policy

Proposed Policy 2018/2019

Difference

Surgical removal of
Lipoma

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

The CCG will fund this treatment if the patient meets the following
criteria:
• Lipoma is on the face or neck
AND one of the following:
• suspected malignancy
OR
• significant functional impairment caused by the lipoma
OR
• to provide histological evidence in conditions where there
are multiple subcutaneous lesions

There is some
difference between the
current and new
criteria, with
tightening of the
proposed criteria to
include the Lipoma
now having to be on
the face or neck in
addition to one if the
additional criterion
listed.

Lipomas that are under 5cms should be observed only unless the
above applies.

This excludes lipomas unless they are on the face (including pinna) or
the neck and they become infected or be symptomatic. Lipomas on
other areas of the body should be referred back to primary care as
agreed locally

Lipoma needs to be
present on the face or
neck

This means (for patients who DO NOT meet the above criteria) the
CCG will only fund the treatment if an Individual Funding Request
(IFR) application proves exceptional clinical need and that is supported
by the CCG.

8
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Procedure

C&M Current Policy

Proposed Policy 2018/2019

Difference

Haemorrhoidectomy
- Rectal Surgery &
Removal of
Haemorrhoidal Skin
Tags

Surgery commissioned for symptomatic:
• Grade III and IV haemorrhoids.
• Grade I or II haemorrhoids if they are large,
symptomatic, and have not responded to the
following non-surgical or out-patient treatments:o Diet modification to relieve constipation.
o Topical applications.
o Stool softeners and laxatives.
o Rubber band ligation.
o Sclerosant injections.
o Infrared coagulation.
• Surgical treatment options include:o Surgical excision (haemorrhoidectomy).
o Stapled haemorrhoidopexy.
o Haemorrhoidal artery ligation.

a) Haemorrhoidectomy for grades 1 or 2 is not routinely
commissioned.

There is some difference between the current and
new criteria, with Specific criteria for grade 3 and 4
haemorrhoids being introduced.

Removal of skin tags is not routinely commissioned.

b) Haemorrhoidectomy for grades 3 or 4 will be funded if
the patient meets one or more of the following criteria.
•
OR

•

Recurrent grade 3 or grade 4 combined
internal/external haemorrhoids with persistent
pain or bleeding
Irreducible and large external haemorrhoids

In addition the proposed policy no longer
commissions haemorrhoidectomy for grade 1 or 2
Haemorrhoids.
Proposed policy states: ‘Recurrent grade 3 or grade 4
combined internal/external haemorrhoids with
persistent pain or bleeding’

Proposed policy no longer states that patients must
have ‘responded to the following non-surgical or outThis means (for patients who DO NOT meet the specified patient treatments:o Diet modification to relieve constipation.
criteria) that the CCG will only fund the treatment if an
o Topical applications.
Individual Funding Request (IFR) application proves
o Stool softeners and laxatives.
exceptional clinical need and that is supported by the
o Rubber band ligation.
CCG.
o Sclerosant injections.
o Infrared coagulation.
• Surgical treatment options include:o Surgical excision (haemorrhoidectomy).
o Stapled haemorrhoidopexy
o Haemorrhoidal artery ligation.’
Removal of skin tags is not routinely commissioned.

Layout has been simplified and criteria are now
clearer.
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Procedure

C&M Current Policy

Proposed Policy 2018/2019

Difference

Policy for Hair Removal
Treatments including
Depilation, Laser
Treatment or
Electrolysis – for
Hirsutism

Routinely commissioned in the case of those undergoing
treatment for pilonidal sinuses to reduce recurrence.

The CCG will fund this treatment if the patient meets the
following criteria:
•
Has undergone reconstructive surgery leading to
abnormally located hair-bearing skin OR
•
Is undergoing treatment for pilonidal sinuses to
reduce recurrence

There is some difference between the current and the new
criteria. The criteria around an existing endocrine medical
condition and severe facial hirsutism has been removed.

In other circumstances only commissioned if all of the
following clinical circumstances are met;
• Abnormally located hair-bearing skin following
reconstructive surgery located on face and neck.
• There is an existing endocrine medical condition and
severe facial hirsutism.
1. Ferryman Gallwey (A method of evaluating and
quantifying hirsutism in women) Score 3 or more per
area to be treated.
2. Medical treatments have been tried for at least one
year and failed.
3. Patients with a BMI of>30 should be in a weight
reduction programme and should have lost at least
5% body weight.
All cases will be subject to individual approval by the IFR
Team and must be accompanied by an opinion from a
secondary care consultant (i.e. endocrinologist).
Photographs will also be required to allow the CCG’s to
visibly asses the severity equitably.

This means (for patients who DO NOT meet the above
criteria) the CCG will only fund the treatment if an Individual
Funding Request (IFR) application proves exceptional clinical
need and that is supported by the CCG.

Proposed policy no longer includes: ‘Ferryman Gallwey (A
method of evaluating and quantifying hirsutism in women)
Score 3 or more per area to be treated.
Medical treatments have been tried for at least one year and
failed.
Patients with a BMI of>30 should be in a weight reduction
programme and should have lost at least 5% body weight.
All cases will be subject to individual approval by the IFR
Team and must be accompanied by an opinion from a
secondary care consultant (i.e. endocrinologist).
Photographs will also be required to allow the CCG’s to visibly
asses the severity equitably.
Funded for 6 treatments only at an NHS commissioned
premises.’
Proposed policy does not refer to Non-core procedure Interim
Gender Dysphoria Protocol & Service Guidelines 2013/14.
Layout has been simplified and criteria are now clearer

Funded for 6 treatments only at an NHS commissioned
premises.
Non-core procedure Interim Gender Dysphoria Protocol &
Service Guidelines 2013/14.
Where the provision of “non-core” surgeries is appropriate,
the GIC should apply for treatment funding through the CCG;
the GIC should endeavour to work in partnership with the
CCG.

10
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Procedure

C&M Current Policy

Proposed Policy 2018/2019

Difference

Surgical Revision of
Scars

Funding of treatment will be considered only for scars which interfere
with function following burns, trauma, treatments for keloid, or postsurgical scarring.

The CCG will fund this treatment if the patient meets the following
criteria:
• For severe post burn cases or severe traumatic scarring
OR
• Revision surgery for scars following complications of surgery,
keloid formation or other hypertrophic scar formation will
only be commissioned where they are significantly
functionally disabling or to restore normal function

There is some
difference between the
current and the
proposed criteria. The
criteria has been
tightened to include
‘severe’ post-burn or
‘severe’ traumatic
scarring.

Non-core procedure Interim Gender Dysphoria Protocol & Service
Guidelines 2013/14.
Where the provision of “non-core” surgeries is appropriate, the GIC
should apply for treatment funding through the CCG; the GIC should
endeavour to work in partnership with the CCG.

This means (for patients who DO NOT meet the above criteria) the
CCG will only fund the treatment if an Individual Funding Request
(IFR) application proves exceptional clinical need and that is
supported by the CCG.

Layout has been
simplified and criteria
are now clearer
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Procedure

Cataracts policy

C&M Current Policy

Proposed Policy 2018/2019

Referral for cataract surgery should be based on symptomatic deterioration of
vision e.g. difficulty reading, seeing TV, driving or visual disturbance e.g.
glare/dazzle with bright sunlight or oncoming headlights. An example of a referral
template for use by optometrists is given in appendix 1.
There is good evidence that bilateral cataract replacement is beneficial

Referral of patients to ophthalmologists for cataract surgery should be based
on the following indications:
1. The patient has sufficient cataract to account for visual symptoms.

Appendix 1 Cataract Referral Guide
Referrals for cataract should only be made in the following context:Questions
How well can patient see
objects in the distance?
How well can patient read
writing on the TV and/or road
signs?
How well can patient recognise
people on the street?
How well can patient read
from newspapers/books?
How often does patient suffer
from glare at night?
1)

Responses
A
without
difficulty

B
with slight
difficulty

C
with great
difficulty

without
difficulty

with slight
difficulty

with great
difficulty

without
difficulty
without
difficulty
never

with slight
difficulty
with slight
difficulty
occasionally

with great
difficulty
with great
difficulty
frequently

ASSESSMENT OF VISION AND QUALITY OF LIFE
Interpretation
• If answer to question 4 is b or c, this is often an indication of macular
problems rather than cataract. If this is the only problem, referral for
cataract surgery is inappropriate. However, referral for an opinion on
maculopathy might be required.
• If answers to questions 1 to 3 are mainly (c), this is probably cataract-related
and referral may be appropriate.
• If glare is the ONLY problem (question 5), the referrer (after discussion with
the patient) will need to make a judgment as to the potential impact of
cataract removal before deciding whether surgery is appropriate.
2) FITNESS FOR SURGERY
Is the patient medically fit for surgery?
3) RISKS AND CONSENT
Has the potential to benefit been explained?
Have details of the procedure and risks been explained to patient?
Is patient still willing to proceed?
The referrer should be satisfied that the criteria outlined in (1) to (3) have all
been met before referring

It is strongly recommended that only those cases with best corrected visual
acuity of 6/9 (Snellen) or +0.2 (Logmar) or worse in the poorer eye be referred.
However, exception may be made where the impact of symptoms is such that
the patient’s quality of life is significantly impaired.
A description of the impact on quality of life must be documented and
accompany the referral information for all cases. Examples of the Impact on
quality of life may include any of the following factors, although this is not an
exhaustive list:
a. the patient is at significant risk of falls

Difference

There are a number of differences between the
current and the proposed criteria.
In the revised criteria it is strongly recommended that
only those cases with best corrected visual acuity of
6/9 (Snellen) or +0.2 (Logmar) or worse in the poorer
eye be referred. However, exception may be made
where the impact of symptoms is such that the
patient’s quality of life is significantly impaired.
In addition a description of the impact on quality of
life must be documented and accompany the referral
criteria, with a number of examples of impacts on the
quality of life given.

b. the impact of the visual symptoms is affecting the patient’s ability to access
their chosen mode of transport including driving

The proposed criteria no longer includes an example
referral template

c. the impact of symptoms is compromising the patient’s independence

The proposed criteria now draws out the criteria for
second eye referral

d. the impact of the visual symptoms is affecting the patient’s ability to
continue their employment or undertake caring responsibilities
e. the impact of the visual symptoms is substantially affecting the patient’s
ability to undertake daily activities such as reading, watching television, leaving
the house or recognising faces.
f. the patient is experiencing disabling glare.
AND
2. Where the referral has been initiated by an optometrist, there has been a
discussion on the risks and benefits of cataract surgery based around the
Patient Decision Aid For Cataract. http://sdm.rightcare.nhs.uk/pda/cataracts/
3. The patient has understood what a cataract surgical procedure involves and
wishes to have surgery
Guidance for second eye surgery in patients with bilateral cataracts
The second eye criteria is
•
As for the first eye, i.e. the impact of visual symptoms is sufficiently
impairing the patient’s quality of life despite one eye having been
operated upon
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Suite 2 Red rated Policies
Procedure

C&M Current Policy

Proposed Policy criteria 2017/18

Difference

Removal and/or
Replacement of
Silicone Implants Revision of Breast
Augmentation

Revisional surgery will ONLY be considered if the NHS commissioned
the original surgery and complications arise which necessitates
surgical intervention.

Removal and/or replacement of silicone implants is not routinely
commissioned.

There is some change
to the criteria here: the
proposed policy now
states that patients
should be referred back
to the original provider
and only if the clinic no
longer exists or refuses
to remove the implants
will they be removed
by the NHS. In this
instance the NHS will
only remove the
implants on rupture or
failure and will not
replace them.

If revisional surgery is being carried out for implant failure, the
decision to replace the implant(s) rather than simply remove them will
be based upon the clinical need for replacement and whether the
patient meets the policy for augmentation at the time of revision.
Non-core procedure Interim Gender Dysphoria Protocol & Service
Guidelines 2013/14.
Where the provision of “non-core” surgeries is appropriate, the GIC
should apply for treatment funding through the CCG; the GIC should
endeavour to work in partnership with the CCG.

The removal of ruptured silicone implants will only be commissioned
in the following circumstances:
Where a patient has implants that have ruptured or failed, the patient
should be referred back to the provider of the implants. If the clinic no
longer exists or refuses to remove the implants, the NHS will remove
ruptured implants or implants that have failed only, but will not
replace them.

In addition, reference
to Non-core procedure
Interim Gender
Dysphoria Protocol &
Service Guidelines
2013/14 have been
removed for additional
clarity
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Procedure

C&M Current Policy

Proposed Policy criteria 2017/18

Difference

Male Breast Reduction
Surgery for
Gynaecomastia

Not routinely commissioned except on an exceptional basis where all
of the following criteria are met:
• True gynaecomastia not just adipose tissue.
AND
• Underlying endocrine or liver abnormality excluded.
AND
• Not due to recreational use of drugs such as steroids or cannabis
or other supplements known to cause this.
AND
• Not due to prescribed drug use.
AND
• Has not responded to medical management for at least three
months e.g. tamoxifen.
AND
• Post pubertal.
AND
• BMI <25kg/m2 and stable for at least 12 months.
AND
• Patient experiences persistent pain.
AND
• Experiences significant functional impairment.
AND
• In cases of idiopathic gynaecomastia in men under the age of 25
then a period of at least 2 years has been allowed for natural
resolution.
Non-core procedure Interim Gender Dysphoria Protocol & Service
Guidelines 2013/14.
Where the provision of “non-core” surgeries is appropriate, the GIC
should apply for treatment funding through the CCG; the GIC should
endeavour to work in partnership with the CCG.

This procedure is not routinely commissioned.

There is no change to
this policy position.
Additional information
in the current criteria
has been removed for
clarity. The previous
format of this criteria
was misleading as it
implied this was a
criteria based policy.
However the overall
position remains the
same.
In addition, reference
to Non-core procedure
Interim Gender
Dysphoria Protocol &
Service Guidelines
2013/14 have been
removed for additional
clarity
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Procedure

C&M Current Policy

Proposed Policy criteria 2017/18

Difference

Laser Tattoo Removal

Only commissioned in any of the following circumstances:
• Tattoo is result of trauma inflicted against the patient’s will.
• The patient was a child and not responsible for his/her actions at
the time of tattooing.
• Inflicted under duress.
• During adolescence or disturbed periods (only in very exceptional
circumstances where tattoo causes marked limitations of psychosocial function).

Removal of Tattoos is not routinely commissioned.

There is no change to
this policy position.

An individual funding request will be required.

Additional information
in the current criteria
has been removed for
clarity. The previous
format of this criteria
was misleading as it
implied this was a
criteria based policy.
However the overall
position remains the
same. Given the
additional clarity, this
has been rated as a red
policy.
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Procedure

C&M Current Policy

Proposed Policy criteria 2017/18

Difference

Abdominoplasty/Apronectomy
(sometimes called ‘tummy tuck’)

Not routinely commissioned other than if all of the following criteria are met:

These procedures are not routinely commissioned.

There is no change to this
policy position.

The flap hangs at or below the level of the symphysis pubis.
Patients BMI is <25 and stable for at least 12 months. (Some allowance may be
made for redundant tissue not amenable to further weight reduction).
Bariatric surgery (if performed) was performed at least 3 years previously.
AND any of the following:
Causes significant problems with activities of daily life (e.g. ambulatory
restrictions).
Causes a chronic and persistent skin condition (e.g. intertriginous dermatitis,
panniculitis, cellulitis or skin ulcerations) that is refractory to at least six months of
medical treatment. In addition to good hygiene practices, treatment should include
topical antifungals, topical and/or systemic corticosteroids and/or local or systemic
antibiotics.

Additional information in
the current criteria has been
removed for clarity. The
previous format of this
criteria was misleading as it
implied this was a criteria
based policy. However the
overall position remains the
same. Given the additional
clarity, this has been rated
as a red policy.

Poorly-fitting stoma bag. (If the patient does not fulfil all of the required criteria, an
IFR should be submitted detailing why exception should be made).
IFR information must contain the following information:• Date of bariatric surgery (where relevant).
• Pre-operative or original weight and BMI with dates.
• Series of weight and BMI readings demonstrating weight loss and stability
achieved.
• Date stable weight and BMI achieved.
• Current weight/BMI.
• Patient compliance with continuing nutritional supervision and management
(if applicable).
• Details of functional problems.
Details of associated medical problems.
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Procedure

C&M Current Policy

Proposed Policy criteria 2017/18

Difference

Other Skin Excisions/ Body
Contouring Surgery e.g.
Buttock Lift, Thigh Lift, Arm
Lift (Brachioplasty)

Not routinely commissioned.

These procedures are not routinely commissioned.

There is no change to this
policy position.

If an IFR request for exceptionality is made, the patient must fulfil all of the following
criteria before being considered.
Patients BMI is <25 and stable for at least 12 months. (Some allowance may be made
for redundant tissue not amenable to further weight reduction).
Bariatric surgery (if performed) was performed at least 3 years previously.
AND any of the following:
Causes significant problems with activities of daily life (e.g. ambulatory restrictions).
Causes a chronic and persistent skin condition (e.g. intertriginous dermatitis,
panniculitis, cellulitis or skin ulcerations) that is refractory to at least six months of
medical treatment. In addition to good hygiene practices, treatment should include
topical antifungals, topical and/or systemic corticosteroids and/or local or systemic
antibiotics.
IFR information must contain the following information;
•
Date of bariatric surgery (where relevant).
•
Pre-operative or original weight and BMI with dates.
•
Series of weight and BMI readings demonstrating weight loss and stability
achieved.
•
Date stable weight and BMI achieved.
•
Current weight/BMI.
•
Patient compliance with continuing nutritional supervision and management (if
applicable).
•
Details of functional problems.
•
Details of associated medical problems.
Non-core procedure Interim Gender Dysphoria Protocol & Service Guidelines 2013/14.

Additional information in the
current criteria has been
removed for clarity. The
previous format of this
criteria was misleading as it
implied this was a criteria
based policy. However the
overall position remains the
same. Given the additional
clarity, this has been rated as
a red policy.
In addition, reference to
Non-core procedure Interim
Gender Dysphoria Protocol &
Service Guidelines 2013/14
have been removed for
additional clarity

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

C&M Current Policy

Proposed Policy criteria 2017/18

Difference

Surgical Treatments for
hair Loss

Treatments to Correct Hair Loss for Alopecia
Only commissioned in either of the following circumstances:

Surgical Treatment for Alopecia, hair transplantation, Male Pattern Baldness and hair
intralace systems will not be routinely commissioned.

•
•

The NHS has a policy for Wigs which may be an alternative option for
patients: http://www.nhs.uk/NHSEngland/Healthcosts/Pages/Wigsandfabricsupports.aspx
The current cost is £67.75 for an acrylic wig with 2 allowed per year. There is no charge for
chemotherapy patients.

The differences in this policy are as follows:
• the title of the policy has been clarified
as ‘Surgical Treatments for hair loss’
• the proposed position for treatments to
correct alopecia is that these are no
longer commissioned
• the proposed position for hair
transplantation is that these are no
longer commissioned
• under the current commissioning policy,
there are separate entries for
Treatments to Correct Hair Loss for
Alopecia, Hair Transplantation and
Treatments to Correct Male Pattern
Baldness so these have all been merged
into one policy statement
• clarity around access to wigs via the NHS
has been included

Result of previous surgery.
Result of trauma, including burns.

Hair Intralace System is not commissioned.
Dermatography is not commissioned.
NHS wigs will be available according to NHS policy.
Non-core procedure Interim Gender Dysphoria Protocol & Service
Guidelines 2013/14.
Where the provision of “non-core” surgeries is appropriate, the GIC
should apply for treatment funding through the CCG; the GIC should
endeavour to work in partnership with the CCG
Hair Transplantation
Commissioned only in exceptional circumstance, e.g. reconstruction of
the eyebrow following cancer or trauma.

In addition, reference to Non-core procedure
Interim Gender Dysphoria Protocol & Service
Guidelines 2013/14 have been removed for
additional clarity

Dermatography may be an acceptable alternative in eyebrow
reconstruction.
Non-core procedure Interim Gender Dysphoria Protocol & Service
Guidelines 2013/14.
Where the provision of “non-core” surgeries is appropriate, the GIC
should apply for treatment funding through the CCG; the GIC should
endeavour to work in partnership with the CCG.
Treatments to Correct Male Pattern Baldness
This is not routinely commissioned
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Procedure

C&M Current Policy

Proposed Policy criteria 2017/18

Difference

Rhytidectomy - Face or
Brow Lift

This procedure is not available under the NHS on cosmetic grounds.

Rhytidectomy is restricted for non-cosmetic/other reasons. The CCG
will fund this treatment if the patient meets the minimum eligibility
criteria below.
• Recognised diagnosis of Congenital (present from birth) facial
abnormalities
OR
• Facial palsy (congenital or acquired paralysis)
OR
• As part of the treatment of specific conditions affecting the
facial skin e.g. cutis laxa, pseudoxanthoma elasticum,
neurofibromatosis

There are some
differences between
the current and the
proposed criteria. The
criteria has been laid
out more clearly and
the following criteria
have been removed
• To correct the
consequences of
trauma OR
• For significant
deformity following
corrective surgery.
However funding will
not be approved to
improve previous
cosmetic surgery.

Routinely commissioned in the following circumstances:
Congenital facial abnormalities.
Facial palsy.
Treatment of specific conditions affecting the facial skin, e.g. cutis
laxa, pseudoxanthoma elasticum, neurofibromatosis.
• To correct consequences of trauma.
• To correct deformity following surgery.
Non-core procedure Interim Gender Dysphoria Protocol & Service
Guidelines 2013/14.
Where the provision of “non-core” surgeries is appropriate, the GIC
should apply for treatment funding through the CCG; the GIC should
endeavour to work in partnership with the CCG.

In addition, reference
to Non-core procedure
Interim Gender
Dysphoria Protocol &
Service Guidelines
2013/14 have been
removed for additional
clarity
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Procedure

C&M Current Policy

Proposed Policy criteria 2017/18

Difference

Policy for male
circumcision for
medical reasons only

This not offered for social, cultural or religious reasons.
However certain CCGs may have individual policies*.

Circumcision will be funded in the following medical circumstances:
• Balantis xerotica obliterans.
• Traumatic foreskin injury/scarring where it cannot be salvaged.
• 3 or more episodes of balanitis/balanoposthitis.
• Pathological phimosis.
• Irreducible paraphimosis.
• Recurrent proven Urinary Tract. Infections (UTIs) with an abnormal
urinary tract.
• Tight foreskin causing pain on arousal/ interfering with sexual
function

There is some change
to this policy:
• The title has been
clarified to now read
‘Policy for male
circumcision for
medical reasons
only’
• the criteria now
makes it clear that
the procedure is not
offered for social,
cultural or religious
reasons and
• Congenital
abnormalities are
now provided for in
the revised criteria.

Indicated for the following condition;
• Balantis xerotica obliterans.
• Traumatic foreskin injury/scarring where it cannot be salvaged.
• 3 or more episodes of balanitis/balanoposthitis.
• Pathological phimosis.
• Irreducible paraphimosis.
• Recurrent proven Urinary Tract. Infections (UTIs) with an abnormal
urinary tract.

This is because if the patient does not meets the medical indications
above non-medical circumcisions do not confer any health gain but do
carry health risk.
This procedure is not offered for social, cultural or religious reasons.
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Procedure

C&M Current Policy

Proposed Policy criteria 2017/18

Difference

Pinnaplasty

May be commissioned in the following circumstances:

Pinnaplasty is not routinely commissioned.

This procedure is
moving from a criteria
based position to a not
routinely
commissioned position.

Surgical “correction” of prominent ear(s) only when all of the
following criteria are met:
1.
AND
2.

Referral only for children aged 5 to 18 years at the time of
referral.
With very significant ear deformity or asymmetry.

Patients not meeting these criteria should not be routinely referred
for surgery.
Incisionless otoplasty is not commissioned.

21

185

Suite 1 Green rated Policies
Procedure

C&M Current Policy

Proposed Policy 2018/2019

Surgery for
Treatment of
Asymptomatic
Incisional and
Ventral Hernias and
Surgical correction of
Diastasis of the Recti

Surgery: not commissioned if no symptoms, easily reducible (i.e. can be
‘pushed back in’) and not at significant risk of complications.

Not routinely commissioned

Surgical repair is not routinely commissioned.

Policies are aligned

This means (for patients who DO NOT meet the specified criteria) the
CCG will only fund the treatment if an Individual Funding Request
(IFR) application proves exceptional clinical need and that is supported
by the CCG.
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Procedure

C&M Current Policy

Proposed Policy 2018/2019

Difference

Surgery for
Asymptomatic
Gallstones

N/A - This procedure is not routinely commissioned.

This procedure is not routinely commissioned.

Policies are aligned
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Procedure

C&M Current Policy

Proposed Policy 2018/2019

Difference

Dilatation and
Curettage

Not routinely funded

Not routinely commissioned.

Policies are aligned

This means the CCG will only fund the treatment if an Individual
Funding Request (IFR) application proves exceptional clinical need and
that is supported by the CCG.
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Procedure

C&M Current Policy

Proposed Policy 2018/2019

Difference

Policy for Private
Mental Health CareNon-NHS
Commissioned
Services: including
Psychotherapy, adult
eating disorders,
general in-patient
care, post-traumatic
stress, adolescent
mental health

This will not normally be funded.

Not routinely commissioned.

Policies are aligned

Most mental health conditions can be managed in the community with
input from Community Mental Health teams.
NHS England Specialist Commissioning provides specialist services for
various conditions including PTSD, eating disorders and severe OCD.
There is also a specialist NHS MH service provided for affective
disorders.
A request for private MH care should be initiated by a consultant
psychiatrist and give full explanation as to why NHS care is
inappropriate or unavailable.
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Procedure

C&M Current Policy

Proposed Policy 2018/2019

Difference

Policy for Hyaluronic
Acid and Derivatives
Injections for
Peripheral joint pain

Hyaluronic Acid and Derivatives Injections are not commissioned for
joint injection.

Not routinely commissioned.

Policies are aligned
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Procedure

C&M Current Policy

Proposed Policy 2018/2019

Difference

Knee Replacement
Surgery

Referral is based on local referral pathways.

Referral is based on local referral pathways. Where MCAS services are
in place the patient needs to be seen in an MCAS service before
referral to a consultant.

Policies are aligned
with additional
guidance around
referral via the
appropriate local
referral pathway

Funding for total or partial knee replacement surgery is available if
the following criteria are met
1. Patients with BMI <40.
AND
2. Patient complains of moderate joint pain AND moderate to severe
functional limitations that has a substantial impact on quality of
life, despite the use of non-surgical treatments such as adequate
doses of NSAID analgesia, weight control treatments and physical
therapies.
AND
3. Has radiological features of severe disease.
OR
4. Has radiological features of moderate disease with limited mobility
or instability of the knee joint.

Funding for total or partial knee replacement surgery is available if
the following criteria are met
1. Patients with BMI <40.
AND
2. Patient complains of moderate joint pain AND moderate to severe
functional limitations that has a substantial impact on quality of
life, despite the use of non-surgical treatments such as adequate
doses of NSAID analgesia, weight control treatments and physical
therapies.
AND
3. Has radiological features of severe disease.
OR
4. Has radiological features of moderate disease with limited
mobility or instability of the knee joint.

Proposed policy has an
expanded reference:
‘Referral is based on
local referral
pathways. Where
MCAS services are in
place the patient needs
to be seen in an MCAS
service before referral
to a consultant.’
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Procedure

C&M Current Policy

Proposed Policy 2018/2019

Difference

Hip Replacement
Surgery

Referral criteria for Total Hip Replacements (THR) should be based on
the level of pain and functional impairment suffered by the patient.
Funding is available for patients who fulfil the following criteria;

Referral is based on local referral pathways. Where MCAS services are
in place the patient needs to be seen in an MCAS service before
referral to a consultant.

1. Patient complains of severe joint pain.
AND
2. Functional limitation, despite the use of non- surgical treatments
such as adequate doses of NSAID analgesia, weight control
treatments and physical therapies.
OR
3. Patient complains of mild to moderate joint pain AND has severe
functional limitation, despite the use of non-surgical treatments
such as adequate doses of NSAID analgesia, weight control
treatments and physical therapies.

Referral criteria for Total Hip Replacements (THR) should be based
on the level of pain and functional impairment suffered by the
patient. Funding is available for patients who fulfil the following
criteria;

Policies are aligned
with additional
guidance around
referral via the
appropriate local
referral pathway.

The CCGs will fund hip resurfacing for those who otherwise qualify for
primary total hip replacement, but are likely to outlive conventional
primary hip replacements as restricted by NICE Guidance Hip disease metal on metal hip resurfacing (TA44).

1. Patient complains of severe joint pain.
AND
2. Functional limitation, despite the use of non- surgical treatments
such as adequate doses of NSAID analgesia, weight control
treatments and physical therapies.
OR
3. Patient complains of mild to moderate joint pain AND has severe
functional limitation, despite the use of non-surgical treatments
such as adequate doses of NSAID analgesia, weight control
treatments and physical therapies.

Proposed policy
includes: ‘Referral is
based on local referral
pathways. Where
MCAS services are in
place the patient needs
to be seen in an MCAS
service before referral
to a consultant.’

The CCGs will fund hip resurfacing for those who otherwise qualify for
primary total hip replacement, but are likely to outlive conventional
primary hip replacements as restricted by NICE Guidance Hip disease metal on metal hip resurfacing (TA44).
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Surgical Removal of
Ganglions

Aspiration and Surgery for ganglion (open or arthroscopic) are
not routinely commissioned. Reassurance that no treatment is
required should be given to the patient.

Aspiration and Surgery for ganglion (open or arthroscopic) are not routinely
commissioned.

Policies are aligned

Reassurance that no treatment is required should be given to the patient.
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Adenoidectomy

Commissioned only in either of the following clinical
situations.

Adenoidectomy will only be funded if Primary and Secondary Care
clinicians undertake maximum medical therapy by following the Royal
College of Surgeons High Value Care Pathway for Rhinosinusitis, with
surgery reserved for recalcitrant cases, with a diagnosis confirmed by
radiology, after an appropriate trial of treatment.

There is some difference between
the current and new criteria, with
tightening of the proposed
criteria to ensure: Primary and
Secondary Care clinicians
undertake maximum medical
therapy by following the Royal
College of Surgeons High Value
Care Pathway for Rhinosinusitis,
with surgery reserved for
recalcitrant cases, with a
diagnosis confirmed by radiology,
after an appropriate trial of
treatment.

In Children
For the treatment of obstructive sleep apnoea or upper
airways resistance syndrome in combination with
tonsillectomy.
In conjunction with grommet insertion where there are
significant nasal symptoms, in order to prevent repeat
grommet insertion for the treatment of glue ear or
recurrent otitis media. See 5.3
Adenoidectomy is not routinely commissioned as an
isolated procedure.

Or
Children or adults with sleep disordered breathing/apnoea confirmed
with sleep studies undergo procedure in line with recognised
management of these conditions.
This means (for patients who do not require tonsillectomy and/or
grommets) the CCG will only fund the treatment if an Individual
Funding Request (IFR) application proves exceptional clinical need and
that is supported by the CCG.

Proposed policy Includes adults
with sleep disordered
breathing/apnoea confirmed with
sleep studies undergo procedure
in line with recognised
management of these conditions.
Layout has been simplified and
criteria are now clearer.
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Policy for Tonsillectomy for
recurrent Tonsillitis
(excluding peri-tonsillar
abscess) Adults and Children

Tonsillectomy will only be commissioned where:

The CCG will fund this treatment if the patient meets one or more of the
following criteria:
• 7 or more documented clinically significant, adequately treated episodes in
the preceding year;
OR
• 5 or more documented episodes in each of the preceding two years
OR
• 3 or more documented episodes in each of the preceding three years.
AND
• If symptoms are disabling and prevent normal functioning

There is some difference between the current and new criteria, with
tightening of the proposed criteria to ensure that episodes are
documented.

•

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

OR
• Five or more such episodes in each of the previous
two years;
OR
• Three or more such episodes in each of the
preceding three years.
Is commissioned if appropriate following peri-tonsillar
abscess.
Tonsillectomy is not commissioned for tonsil stones or
halitosis.
Tonsillectomy may be appropriate for significant
hypertrophy causing OSA.

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

Each episode of tonsillitis should be documented in the patient’s medical
records and characterised by at least one of the following:
•
Aural temperature of at least 38.3°C
•
Tender anterior cervical lymph nodes
•
Tonsillar exudates
•
Tonsillar enlargement giving rise to symptoms of upper airways
obstruction
Note: Walk in Centre or Out of Hours documented episodes that are
communicated in writing to GP Practices are included in the episode count.

There is no longer any reference to peri-tonsillar abscess, tonsil
stones. Halitosis or significant hypertrophy causing OSA
Proposed policy includes: If symptoms are disabling and prevent
normal functioning
Proposed policy includes: Each episode of tonsillitis should be
documented in the patient’s medical records and characterised by at
least one of the following:
• Aural temperature of at least 38.3°C
• Tender anterior cervical lymph nodes
• Tonsillar exudates
• Tonsillar enlargement giving rise to symptoms of upper airways
obstruction
Layout has been simplified and criteria are now clearer.

There are a small proportion of patients with specific clinical conditions or
syndromes, who require tonsillectomy as part of their on-going management
strategy, and who will not necessarily meet the SIGN guidance below (e.g.
those presenting with psoriasis, nephritis, Periodic fever, aphthous stomatitis,
pharyngitis and adenitis (PFAPA) syndrome.
Children or adults with sleep disordered breathing/apnoea confirmed with
sleep studies undergo procedure in line with recognised management of these
conditions.
Note:
When in doubt, implement a six month period of clinical watchful waiting.
(Watchful waiting involves carefully monitoring your symptoms to see whether
they improve or get worse.)
This means (for patients who DO NOT meet the specified criteria) the CCG will
only fund the treatment if an Individual Funding Request (IFR) application
proves exceptional clinical need and that is supported by the CCG.

31

195

Procedure

C&M Current Policy

Proposed Policy 2018/2019

Difference

Hysterectomy for
Heavy Menstrual
Bleeding

Hysterectomy not commissioned unless all of the following
requirements have been met:
• An unsuccessful trial with a levonorgestrel intrauterine system (e.g.
Mirena) unless medically contra-indicated or the woman has made
an informed choice not to use this treatment.
• The following treatments have failed, are not appropriate or are
contra-indicated in line with NICE guidance.
o Tranexamic acid or nonsteroidal anti-inflammatory drugs or
combined oral contraceptives.
o Norethisterone (15mg) daily from days 5 to 26 of the menstrual
cycle, or injected long-acting progestogens.
Endometrial ablation has been tried (unless patient has fibroids >3cm)

Hysterectomy not commissioned unless all of the following criteria
have been met:
• The following treatments have failed, are not appropriate or
are medically contra-indicated:
o An unsuccessful trial with a levonorgestrel
intrauterine system (e.g. Mirena)
o Tranexamic acid or nonsteroidal anti-inflammatory
drugs or combined oral contraceptives.
o Norethisterone 15 mg daily from days 5 to 26 of the
menstrual cycle, or injected long-acting
progestogens
o Up to 4 courses of ulipristal acetate 5mg for women
with heavy menstrual bleeding and fibroids of 3cm
or more in diameter.
o Endometrial ablation has been tried (unless patient
has fibroids >3cm)

There is some
difference between the
current and new
criteria, with the
addition of specific
criteria around the use
of ulipristal acetate
5mg.
Criteria has also been
tightened to state that
the procedure should
not be offered as an
option to cease
menstruation proposed policy no
longer includes: ‘the
woman has made an
informed choice not to
use this treatment.’

The procedure should not be offered where a patient wishes to cease
menstruation.
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Varicose Veins
Treatments

Treatment of varicose veins is not commissioned except in
the following circumstances:
• Ulcers/history of ulcers secondary to superficial venous
disease.
• Liposclerosis.
• Varicose eczema.
• History of phlebitis.

Treatment of varicose veins is only commissioned in the following
circumstances:
• Varicose veins which have bled and are at risk of bleeding
again (immediate referral recommended).
OR
• A history of varicose ulceration
OR
• Signs of prolonged venous hypertension (haemasiderin
pigmentation, eczema, induration lipodermatosclerosis), or
significant oedema associated with skin changes
OR
• Superficial thrombophlebitis in association with varicose veins

Policies are aligned.

Note: compression hosiery should not be offered to treat varicose veins
unless interventional treatment is unsuitable.
This means (for patients who DO NOT meet the specified criteria) the
CCG will only fund the treatment if an Individual Funding Request (IFR)
application proves exceptional clinical need and that is supported by the
CCG.

Proposed policy includes:
‘Varicose veins which have bled
and are at risk of bleeding again
(immediate referral
recommended).’
Proposed policy describes ‘signs
of prolonged venous
hypertension’ more clearly.
Proposed policy includes:
‘Superficial thrombophlebitis in
association with varicose veins.’
Proposed policy includes: ‘Note:
compression hosiery should not
be offered to treat varicose veins
unless interventional treatment is
unsuitable.’
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Procedure

C&M Current Policy

Proposed Policy criteria 2017/18

Difference

Reduction
Mammoplasty Female Breast
Reduction

Commissioned only if all of the following circumstances are met:
• Musculo-skeletal symptoms are not due to other causes.
AND
• There is at least a two year history of attending the GP with the
problem.
AND
• Other approaches such as analgesia and physiotherapy have been
tried.
AND
• The patient is suffering from functional symptoms as a result of
the size of her breasts (e.g. candidal intertrigo; backache).
AND
• The wearing of a professionally fitted brassiere has not helped.
AND
• Patients BMI is <25 and stable for at least twelve months.
AND
• The patients breast is a cup size H or larger.
AND
• There is a proposed reduction of at least a three cup sizes.
AND
• Aged over 18 years old.
AND
• It is envisaged there are no future planned pregnancies.
Unilateral breast reduction is considered for asymmetric breasts of
three or more cup size difference as measured by a specialist.

The CCG will fund this treatment if the patient meets ALL of the
following criteria
• Musculo-skeletal symptoms are not due to other causes.
AND
• There is at least a two year history of attending the GP with the
problem.
AND
• Other approaches such as analgesia and physiotherapy have been
tried.
AND
• The patient is suffering from functional symptoms as a result of
the size of her breasts (e.g. candidal intertrigo; backache).
AND
• The wearing of a professionally fitted brassiere has not helped.
AND
• Patients BMI is <25 and stable for at least twelve months.
AND
• The patients breast is a cup size H or larger.
AND
• There is a proposed reduction of at least a three cup sizes.
AND
• Aged over 18 years old.
AND
• It is envisaged there are no future planned pregnancies.
Unilateral breast reduction is considered for asymmetric breasts of
three or more cup size difference as measured by a specialist – see
the Breast Augmentation policy.

Policies are aligned

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

In addition, reference
to Non-core procedure
Interim Gender
Dysphoria Protocol &
Service Guidelines
2013/14 have been
removed for additional
clarity
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Augmentation
Mammoplasty - Breast
Enlargement

Only commissioned in the following circumstances:

Augmentation Mammoplasty will be funded if the patient meets ALL
of the following criteria:

Policies are aligned

In all cases:
• The BMI is <25 and stable for at least twelve months.
AND
• There is congenital absence of breast tissue unilaterally of three or
more cup size difference as measured by a specialist.
OR
• Congenital absence i.e. no obvious breast tissue.
In special circumstances reconstructive surgery may be appropriate
for tubular breast abnormality.

•

There is congenital absence of breast tissue unilaterally of three or
more cup size difference as measured by a specialist.
AND
• The patient’s BMI is under 25 and has been stable for at least 12
months
AND
• Aged over 18 years old.

In addition, reference
to Non-core procedure
Interim Gender
Dysphoria Protocol &
Service Guidelines
2013/14 have been
removed for additional
clarity

All non-surgical options must have been explored e.g. padded bra.
Non-core procedure Interim Gender Dysphoria Protocol & Service
Guidelines 2013/14.
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Mastopexy - Breast
Lift

Not routinely commissioned.

This procedure is not routinely commissioned.

There is no change to
this policy position.

May be considered as part of other breast surgery to achieve an
appropriate cosmetic result subject to prior approval.
Non-core procedure Interim Gender Dysphoria Protocol & Service
Guidelines 2013/14.
Where the provision of “non-core” surgeries is appropriate, the GIC
should apply for treatment funding through the CCG; the GIC should
endeavour to work in partnership with the CCG.

Additional information
in the current criteria
has been removed for
clarity.
In addition, reference
to Non-core procedure
Interim Gender
Dysphoria Protocol &
Service Guidelines
2013/14 have been
removed for additional
clarity
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Surgical Correction of
Nipple Inversion

This is not routinely commissioned.

This procedure is not routinely commissioned.

There is no change to
this policy position.

Non-core procedure Interim Gender Dysphoria Protocol & Service
Guidelines 2013/14.
Where the provision of “non-core” surgeries is appropriate, the GIC
should apply for treatment funding through the CCG; the GIC should
endeavour to work in partnership with the CCG.

Additional information
in the current criteria
has been removed for
clarity.
In addition, reference
to Non-core procedure
Interim Gender
Dysphoria Protocol &
Service Guidelines
2013/14 have been
removed for additional
clarity
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Surgical Treatment for
Pigeon Chest

This procedure is not routinely commissioned by the NHS on cosmetic
grounds

This procedure is not routinely commissioned.

There is no change to
this policy position.
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Labiaplasty,
Vaginoplasty and
Hymenorrhaphy

This is not routinely commissioned.

These procedures are not routinely commissioned.

There is no change to
this policy position.
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Liposuction

Liposuction is sometimes an adjunct to other surgical procedures e.g.
thinning of a transplanted flap.

Liposuction is not routinely commissioned.

There is no change to
this policy position.

Not commissioned simply to correct fat distribution.
May be commissioned as part of the management of true
lipodystrophies or non-excisable clinically significant lipomata. An
individual funding request will be required.
Non-core procedure Interim Gender Dysphoria Protocol & Service
Guidelines 2013/14.
Where the provision of “non-core” surgeries is appropriate, the GIC
should apply for treatment funding through the CCG; the GIC should
endeavour to work in partnership with the CCG.

Additional information
in the current criteria
has been removed for
clarity. The previous
format of this criteria
was misleading as it
implied this was a
criteria based policy.
However the overall
position remains the
same.
In addition, reference
to Non-core procedure
Interim Gender
Dysphoria Protocol &
Service Guidelines
2013/14 have been
removed for additional
clarity
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Policy for Diagnostic
Interventions and
Treatments for Early
Management of Back
Pain

The following treatments should not be
offered for the early management of
persistent non-specific low back pain.
• Selective serotonin re-uptake inhibitors
(SSRIs) for treating pain.
• Injections of therapeutic substances into
the back.
• Laser therapy.
• Interferential therapy.
• Therapeutic ultrasound.
• Transcutaneous electrical nerve stimulation
(TENS).
• Lumbar supports
Traction.

Policy for non-invasive interventions for low Back pain and sciatica
Acupuncture
Acupuncture for low back pain and sciatica is not routinely commissioned

There is some difference between the
current and proposed policy. The
proposed policy is aligned with NG59.

Manual Therapy
The following procedures are not routinely commissioned:
•
Lumbar traction
•
Technology Assisted Micromobilisation and Reflex Stimulation (TAMARS)
•
Manual therapy (spinal mobilisation, manipulation, soft tissue techniques and massage) in isolation.

Treatment options have been clearly
broken down in the proposed policy into 5
headings:
•
Acupuncture
•
Manual therapy
•
Orthotics
•
Electrotherapy
•
Pharmacology
These make reference to specific
treatments under these areas, all of which
are not routinely commissioned.

Note: Consider manual therapy (spinal manipulation, mobilisation or soft tissue techniques such as massage) for
managing low back pain with or without sciatica, but only as part of a treatment package including exercise, with or
without psychological therapy.
Orthotics
The following are not routinely commissioned:
•
Foot orthotics
•
Rocker shoes
•
Belts and corsets
Electrotherapy
The following are not routinely commissioned:
•
Transcutaneous electrical nerve stimulation (TENS)
•
Percutaneous electrical nerve stimulation (PENS)
•
Ultrasound
•
Interferential
•
Laser therapy
The CCG does not routinely commission the following in the treatment of low back pain without Neuropathic pain:
• Paracetamol used alone
• Selective serotonin re-uptake inhibitors (SSRIs)
• Serotonin– norepinephrine reuptake inhibitors
• Tricyclic antidepressants
• Anti-convulsants
• Opioids for the management of acute back pain (if NSAIDs are contraindicated, ineffective or not tolerated then
weak opioids may be given +/- paracetamol)
Patients with neuropathic pain should be managed in line with NICE CG 173:
• Offer a choice of amitriptyline, duloxetine, gabapentin or pregabalin as initial treatment for neuropathic pain
(except trigeminal neuralgia)
• 1.1.9 If the initial treatment is not effective or is not tolerated, offer one of the remaining 3 drugs, and consider
switching again if the second and third drugs tried are also not effective or not tolerated.
• 1.1.10 Consider tramadol only if acute rescue therapy is needed (see recommendation 1.1.12 about long-term
use).
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• 1.1.11 Consider capsaicin cream[4] for people with localised neuropathic pain who wish to avoid, or who cannot
tolerate, oral treatments.
Treatments that should not be used
1.1.12 Do not start the following to treat neuropathic pain in non-specialist settings, unless advised by a specialist to
do so:
• cannabis sativa extract
• capsaicin patch
• lacosamide
• lamotrigine
• levetiracetam
• morphine
• oxcarbazepine
• topiramate
• tramadol (this is referring to long-term use; see recommendation 1.1.10 for short-term use)
• venlafaxine.
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X rays and MRI scans
as diagnostic tools for
back related problems

There is no specific C&M policy around X rays and MRI scans,
however it is noted in the comments section of 16.1 that ‘X
Rays and MRI scans should not be offered unless in a context
of referral for surgery.’

Imaging for patients presenting with back pain.

The proposed criteria
provide a clear position
that indicates imaging
for patients presenting
with back pain is not
routinely
commissioned in nonspecialist settings.

Imaging is commissioned in AED only where patients present with red flags or
concerns of serious underlying pathology (cancer, infection etc.) and requires
urgent management.
X rays, MRI and CT scans are NOT routinely commissioned in non-specialist
settings. Imaging for patients with non-urgent presentations should not be
offered imaging in AED and is not routinely commissioned.
Consider imaging in specialist musculoskeletal settings for people with low
back pain with or without sciatica only if the result is likely to change
management i.e. prior to surgery.

Imagining should only
be considered in
specialist
musculoskeletal
settings for patients
with low back pain,
with or without sciatica
only if the result is
likely to change
management.
Imaging is
commissioned in AED
only where patients
present with red flags
or concerns of serious
underlying pathology
and requires urgent
management.
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Facet Joint - Non
Specific Back Pain
Over 12 Months
including radio
frequency ablation

Non specific back pain over 12 months – Not routinely
commissioned.

Injections for back pain

Epidural Injection

Radicular Pain – Single injection may be of benefit to enable
normal activity to resume in prolapsed disc & spinal stenosis
where surgery is not desirable.’

There is some difference between
the current and the proposed
policy. The proposed policy is clear
that Therapeutic Facet Joint
injection, therapeutic medial
branch block, prolotherapy,
Botulinum Toxin and Trigger Point
Injections are Not routinely
commissioned.

Radiofrequency Facet
Joint Denervation
Intra Discal Electro
Thermal Annuloplasty
(IDET) Percutaneous
intradiscal
radiofrequency
thermocoagulation
(PIRFT) Technology
Assisted
Micromobilisation and
Reflex Stimulation
(TAMARS)

May have a role as a diagnostic procedure when considering
radio frequency ablation. This would require an individual
funding request.

‘Non Specific Back Pain – Not routinely commissioned’.
The following should not be offered for the early
management of persistent non-specific low back pain.
Radiofrequency facet joint denervation.
Intra Discal Electro Thermal Annuloplasty (IDET)Percutaneous
intradiscal radiofrequency thermocoagulation (PIRFT),

Therapeutic Facet Joint injection, therapeutic medial branch block,
prolotherapy, Botulinum Toxin and Trigger Point Injections are Not
routinely commissioned
Epidural
Single shot epidural steroid is of short-term benefit in acute and
severe sciatica and may enable normal activity to resume. Benefits
and risks should be discussed with the patient. Epidural injections
should be targeted at the affected nerve root(s) and under image
guidance where required.
Only one injection should be offered and this should only be
offered where:
• symptoms are acute
AND
• The patient is experiencing severe sciatica.
Epidural Injection for Non-specific Low Back Pain of greater than
12 months, is not routinely commissioned.
Epidural injection for neurogenic claudication in patients with
central stenosis is not routinely commissioned.
Radiofrequency Facet Joint Denervation
Treatments for low back pain will only be commissioned in line
with NICE guidance NG59 'Low back pain and sciatica in over 16s:
assessment and management' (November 2016)
The CCG will fund a single procedure of radiofrequency
denervation for people with chronic low back pain when:
• comprehensive conservative treatment approach has not
• worked for them

The proposed policy covers
multiple injection options within
one policy rather than having
separate policies.
The proposed policy states that for
epidural injections, these should be
offered only where symptoms are
acute and the patient is
experiencing severe sciatica and
that only one injection should be
offered.
Epidural Injection for Non-specific
Low Back Pain of greater than 12
months and Epidural injection for
neurogenic claudication in patients
with central stenosis is not
routinely commissioned.
The proposed policy now outlines 6
specific criteria a patient must
meet in order for one procedure of
radiofrequency denervation.
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AND
•
the main source of pain is thought to come from structures
supplied by the medial branch nerve
AND
•
The clinical presentation is consistent with symptoms arising
from the facet joint:
o Increased pain unilaterally or bilaterally on lumbar
paraspinal palpation
o Increased back pain on 1 or more of the following: o
extension (more than flexion); rotation;
extension/side flexion; extension/rotation
o No radicular symptoms
o No sacroiliac joint pain elicited using a provocation
test
AND
• they have moderate or severe levels of localised back pain
(rated as 5 or more on a visual analogue scale, or equivalent)
at the time of referral
AND
• low back pain is chronic in nature
AND
• The patient has significant short term pain relief to a
diagnostic medial branch block.

IDET and PIRFT have now been
grouped with the disc and
decompression procedures,
however these remain not routinely
commissioned.

Do not offer imaging for people with low back pain with specific
facet join pain as a prerequisite for radiofrequency denervation.
Providers who offer radiofrequency denervation will be expected
to submit patient outcome data to the UK National Spinal RF
Registry
http://cl1.n3-dendrite.com/csp/spinalrf/FrontPages/index.html
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Fusion

Not routinely commissioned.
There is limited data on effectiveness and no data on
superiority over other treatments.

Spinal Fusion

There is no difference between the current and
the proposed criteria for Non-rigid stabilisation
techniques, Lateral body fusion in the lumbar
spine, Transaxial interbody lumbrosacral fusion.

Fusion not commissioned unless the patient has completed
an high intensity package of care, including a combined
physical and psychological treatment programme.
AND

Non-Rigid Stabilisation
Techniques

Still has severe non-specific low back pain for which they
would consider surgery.
This procedure is NOT routinely commissioned.

Lateral (including
extreme, extra and
direct lateral)
Interbody Fusion in
the Lumbar Spine

This procedure is NOT routinely commissioned.

Transaxial Interbody
Lumbosacral Fusion

This procedure is NOT routinely commissioned.

The following procedures are not routinely
commissioned:
• Fusion
• Non-rigid stabilisation techniques
• Lateral body fusion in the lumbar spine
• Transaxial interbody lumbrosacral fusion
• Anterior lumbar interbody fusion (ALIF)
• Posterior lumbar interbody fusion (PLIF)
• Or any other combination of approach where
surgical fixation is performed

For fusion, the current criteria stating Fusion not
commissioned unless the patient has completed
an high intensity package of care, including a
combined physical and psychological treatment
programme and still has severe non-specific low
back pain for which they would consider surgery
has been removed.
The proposed criteria now makes clear that ALIF
and PLIF and any other combination of approach
where surgical fixation is performed is not
routinely commissioned.
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Endoscopic Laser
Foraminoplasty

This procedure is NOT routinely
commissioned.

Disc and Decompression procedures

There is some difference between the current and
the proposed policy.

Endoscopic Lumbar
Decompression

This procedure is NOT routinely
commissioned

Percutaneous Disc
Decompression using
Coblation for Lower
Back Pain

This procedure is NOT routinely
commissioned.

Percutaneous
Intradiscal Laser
Ablation in the
Lumbar Spine

This procedure is NOT routinely
commissioned.

Automated
Percutaneous
Mechanical Lumbar
Discectomy

This procedure is NOT routinely
commissioned

Prosthetic
Intervertebral Disc
Replacement in the
Lumbar Spine

This procedure is NOT routinely
commissioned

Spinal decompression i.e. laminectomy, discectomy,
facetectomy, foraminotomy, is commissioned where:
•
AND
•
AND
•

Patient presents with severe and acute sciatica
have failed to respond to conservative intervention

have imaging findings concordant with clinical
presentation
Patient outcome data must be entered onto the international
registry database Spine Tango and providers are expected to
regularly participate in the Cheshire and Mersey MDT Spinal
Network.
The following procedures are NOT routinely commissioned:
• Endoscopic Laser Foraminoplasty
• Endoscopic Lumbar Decompression
• Percutaneous Disc Decompression using Coblation for
Lower Back Pain
• Percutaneous Intradiscal Laser Ablation in the Lumbar
Spine
• Automated Percutaneous Mechanical Lumbar
Discectomy
• Prosthetic Intervertebral Disc Replacement in the
Lumbar Spine
• Intradiscal Electro Thermal Annuloplasty (IDET)
• Percutaneous Intradiscal Radiofrequency
Thermocoagulation (PIRFT)

The proposed policy covers all types of disc and
decompression procedures rather than having
separate policies.
Endoscopic Laser Foraminoplasty,
Endoscopic Lumbar Decompression,
Percutaneous Disc Decompression using Coblation
for Lower Back Pain,
Percutaneous Intradiscal Laser Ablation in the
Lumbar Spine,
Automated Percutaneous Mechanical Lumbar
Discectomy,
Prosthetic Intervertebral Disc Replacement in the
Lumbar Spine,
Intradiscal Electro Thermal Annuloplasty (IDET), and
Percutaneous Intradiscal Radiofrequency
Thermocoagulation (PIRFT) all remain not routinely
commissioned.
The proposed policy states that Spinal
decompression i.e. laminectomy, discectomy,
facetectomy, foraminotomy, is commissioned where:
• Patient presents with severe and acute sciatica
AND
• have failed to respond to conservative
intervention
AND
• have imaging findings concordant with clinical
presentation
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Procedure

C&M Current Policy

Proposed Policy criteria 2017/18

Difference

Peripheral Nerve-field
Stimulation (PNFS) for
Chronic Low Back Pain

This procedure is NOT routinely commissioned.

This procedure is NOT routinely commissioned.

There is no difference between the current and the
proposed criteria
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Procedure

C&M Current Policy

Proposed Policy criteria 2017/18

Difference

Therapeutic Endoscopic
Division of Epidural
Adhesions

This procedure is NOT routinely commissioned.

This procedure is NOT routinely commissioned.

There is no difference between the current and the
proposed criteria
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Appendix 3

Policy Development Project Working Group Meeting 12 Minutes
Date: Tuesday 14th November 2017
Meeting time: 13:30 to 15:30
Dial in Details: 0800 917 1950 and use passcode 69175070 followed by #
Agenda Item
1

Attendance

Apologies
Ruth Hunter (RH) – St Helens CCG
John Hampson (JHa) – Public Health Specialist
Anne Henshaw (AH) – MLCSU Medicines Management
Team
Pam Hughes (PH) – MLCSU Service Director
Judith Nielson (JN) – Liverpool CCG
Jo Navin (JNa) – MLCSU Comms Senior Manager
Harinder Sanghera (HS) – MLCSU Senior IFR
Development Lead

2

Helen Pressage (HP) – Warrington CCG
Zoe Graham (ZG) – Warrington CCG
Moira Harrison (MH) – South Sefton & Southport &
Formby CCGs
Martin Stanley (MS) – Halton CCG
David Marteau (DM) – Halton CCG
Neil Meadowcroft (NM) – Knowsley CCG
Craig Porter (CP) - Knowsley CCG
Debbie Lowe (DL) – MLCSU IFR Senior Manager
Anna Donaldson (AD) - MLCSU Comms lead
Jennifer Mulloy (JM) – MLCSU EIRA Business Partner
David Partington (JM) – MLCSU EIRA Business Partner
Jane Wright (JW) – MLCSU GP Lead
Michael O’Brien (MOB) – MLCSU Policy Development
Project Manager (Minutes)
Welcome and Introductions

DL welcomed all to the meeting and introductions were given.
3

Minutes of last meeting – Accuracy & Matters Arising
st

MOB explained that roughly half of the actions that came out of the 31 October meeting have been completed,
with the rest currently in progress.
Actions from the last Working Group meeting held in October 2017:
Action
ID

Action

Update

1

MOB to update references in TOR to Public
Health consultant/specialist

MOB advised that this has been completed

2

MOB to make final amendments to the Working
Group Terms of Reference then circulate.

MOB advised that this has been completed and
will be circulated shortly.

3

MOB to bring the November working Group
forward so final decisions can be made against
the red rated policies coming out of the EIRA and
Engagement work.
MOB to draft a letter to providers to give them
notice that revised policies will be issued in
January 2018 and to share this with
Commissioning Leads.
MOB Collate list of December and January
Governing Body meetings to support planning for
Governing body papers and issuing of policies.

MOB advised that this has been completed.

4

5
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MOB advised that this is in hand and will be
completed shortly.
MOB advised that this is ongoing as he is still
waiting for dates from Halton and Knowsley
CCGs

1

6

4

DP and MOB to liaise about ensuring copies of
EIRAs for all Policies are made available to CCGs
via the Governing Body papers that will be
prepared in the coming weeks.

MOB advised that this has been completed.

Communications and Engagement update
AD gave an update for this item. She explained that the comms and engagement work for suite 1 and 2 has now
been finalised and the report of findings has gone out. The next stage is to provide a summary for Governing
Bodies so AD asked those in attendance what specific information they needed. It was noted that it would be useful
to have a summary by area but CCGs will also need to see a Merseyside summary.
CP noted that Governing Bodies may wish to see a breakdown of local respondents to give their papers a local
flavor. AD noted that this this has already been provided but that this needs to be in narrative form so this will be
picked up and produced.
ACTION: JNa to begin production of local summary paragraphs.
ACTION FOR ALL: CCG Commissioning Leads to email JNa with an indication of what information they will
need to submit to their Governing Bodies over the next 48 hours.
AD then explained that the comms and engagement plans for suite 3 have been circulated and that further
comments and input would be welcome as there are differing levels of engagement for each CCG. It was noted that
Knowsley CCG are not participating in phase 3. DL suggested that HK will liaise with CP to manage their transition
out of the project in the coming weeks.
ACTION: HS to liaise with CP to manage the Knowsley CCG transition out of the project.
AD addressed the recent data breach with the CCGs. She noted we are working closely with our Information
Governance Team and that there is a clear process to follow. Part of this process includes writing to those patients
affected. The draft letter will be sent to CCGs later this week for sign off with the plan being to issue it to patients on
th
Friday 17 November. AD explained that it has been made clear that this is an NHS to NHS data breach and that
no patent details have been released into the public domain. AD explained that our Information Governance team
is working closely with the ICO to ensure that the relevant assurances are put in place to mitigate against such
issues in future and that we are embedding a more robust assurance process around use of patient data in the
communications element of the project. It was noted that new staff need to receive full Information Governance
Training and not just refresher training. The Comms team is taking proactive steps to address this issue and
another call with the ICO is taking place later this week to agree next steps. AD explained that a logging system
has been set up to capture any interactions with affected patients and these queries will be addressed by the
MLCSU PALs team so patients will receive answers to any queries within 48 hours. AD advised CCGs to direct any
patients that contact them, to the MLCSU PALs team.
ACTION: JNA to send the CCGs the logging system for their information.
CP stated that his colleague Jackie Johnson is communicating with MLCSU and that she has spoken to NHS
England but wanted to know if there is a sole point of contact leading the process from MLCSU as that would be
helpful for the CCG. CP also asked if there is a written process that can go to their Senior Team that assures them
about the process we are following? AD explained that she is happy to answer any questions alongside Haley
Gidman from the MLCSU IG team and we will write up the process and circulate it to CCGs by close of play on
Thursday.
ACTION: AD/JNa to write up process for managing the data breach and circulate to CCGs by close of play
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th

on Thursday 16 November.
MS explained that the SIRO for Halton CCG has recorded the incident on STEIS but because it does not need to
be logged multiple times this will need to be addressed by CCGs.
5

Suite 1 and 2 Red policies: issues for Commissioning Leads to discuss and agree
MOB took the Working Group through this item. MOB explained that following a meeting of the Project team last
week to identify the issues coming out of the EIRA and the engagement work, there are two issues that require
Commissioning Lead discussion and decision to be reached today. The following minutes should be read in relation
to the embedded document below:

Red Policy EIRA and
Engagement issues fo

1. Increasing the age criteria on the Breast related policies from 18 to 21.
MOB explained that a proposed amendment to the policies for Breast Augmentation and Reduction was to change
the age criteria from 18 to 21. The project team and public health and GP colleagues have been unable to find any
evidence to support the suggestion that a womans physiological and hormonal development is more advanced at
21. MOB explained that the Project Team have worked to outline what we believe are the most realistic options for
CCGs under this issue and these are:
Option 1
Keep the age criteria as they are (18+)

No clinical evidence can be sourced that
supports this criteria:

Option 2

Option 3

Implement the age change in criteria without
evidence (21+)

Implement the age change in criteria without
evidence but cite that this is the case,
therefore suggesting the policies are
reviewed for impact after 12 months, taking
into account actual activity, complaints,
FOIs, PALs, SARs requests etc

No clinical evidence can be sourced that
supports this line:

No clinical evidence can be sourced that
supports this line
IMPACT OF IMPLEMENTING OPTION 3:
IMPACT OF IMPLEMENTING OPTION 2:
IMPACT OF IMPLEMENTING OPTION 1:
No impact will be seen here

RISK AVOIDED

Activity and costs are likely to reduce
however, CCGs may be open to legal
challenge given that there is no clinical
evidence cited to support this change in
criteria

RISK ACCEPTED

Activity and costs are likely to reduce
however; CCGs may be open to legal
challenge given that there is no clinical
evidence cited to support this change in
criteria. If the impact seen is detrimental to
patients and CCGs reputation, these policies
can be reviewed at an earlier stage and
rectified if required
RISK EXPLOITED

JM noted that because there is no evidence to support this change, this can be viewed as direct discrimination
between comparator groups. DL asked how exceptionality would apply here. Would an 18 year old be exceptional
to another 18 year old? From an equality point of view, JM believes not and went on to explain that even when
comparing an 18 to a 21 year old they would still be being treated differently for no justifiable reason. Overall, this is
about objective justification and whether patients in these age brackets have a comparator. In this instance, it is felt
that there would be direct comparators therefore there is significant risk here. JM also noted that under the Public
Sector Equality Duty (PSED) if there is a case for challenge it puts CCGs at risk and unfortunately, even though
other CCGs may have made similar changes in the past and seen no impact, this is still a risk.
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CP said that he felt the proposed change from 18 to 21 should not have been taken forward and that given there is
no evidence to justify the change option 1 is the most appropriate option - Keep the age criteria as they are (18+).
HP at this point also added that given that the numbers of these procedures being carried out on patients between
the ages of 18 and 21 are so low, the impact on the activity and costs here of making the change to 21 are not
sufficient to warrant the associated risk. MS also noted that good surgeons themselves will make an informed
decision with the patient, taking their age into account. MS, HP and MH all agreed that option 1 was their chosen
option.
DECISION: Halton, Knowsley, South Sefton, Southport and Formby and Warrington CCG colleagues all
agree with option 1 – keep the age criteria for the Breast procedures at 18.
ACTION: JM to update the stage 2 EIAs to reflect the decision on the Breast procedures and age criteria
and note this journey of change.

2. Removal of the children and psychological impact line from the introduction
MOB explained that for the second issue the suggestion had been to remove the following line from the introduction
to the policy : Children under 16 years are eligible for surgery to alter appearance, improve scars, excise facial or
other body lesions, where such conditions cause obvious psychological distress. MOB explained that the Project
Team have worked to outline what we believe are the most realistic options for CCGs under this issue and these
are:
Option 1

Option 2

Option 3

Keep the original line in the policy

Remove the line regardless of the potential
impact

There is a subsequent line in the policy
that states:

IMPACT OF IMPLEMENTING OPTION 1:
No impact will be seen here

IMPACT OF IMPLEMENTING OPTION 2:

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

Activity and costs are likely to reduce
however; CCGs may be open to legal
challenge given that there is no clinical
evidence cited to support this change in
criteria. Given that these changes affect
children this is a particularly emotive issue
and is likely to gain significant scrutiny.

RISK AVOIDED

Mitigation here is around other options that
would be available to support children from a
psychological point of view.

Combining the lines will allow the overall
policy to remain clear that psychological
distress alone will not be accepted as a
route to surgery, however it could also be
made clear that children need to meet all
the criteria, as well as being able to cite
psychological distress as a factor in their
application for treatments

RISK ACCEPTED

IMPACT OF IMPLEMENTING OPTION 3:
No impact will be seen here, and this will
bring treatments for children more closely in
line with the spirit of the review – to tighten
up and strengthen the current criteria, whilst
supporting CCGs duty of care towards
patients, especially those more vulnerable in
society.
RISK TRANSFERED

JM noted that the argument for equalising patients by age by removing this line is open to debate because children
are not the same as adults; they are less resilient to deal with physical and associated psychological issues so the
eqaulisation argument is not sound from an equality perspective. The Royal College of Surgeons have said for
example in relation to pinnaplasty that this procedure should be carried out in children of school age due to bullying,
and lower psychological resilience. However, the counter argument we have seen here is that NHS resources
should not be used to address children bullying other children. However if a child is being severely bullied, these
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treatments may be effective in stopping the escalation into more serious mental health issues as well.
JM noted that there could be a challenge if the justification focuses on treating people of all ages exactly the same
because age groups are different so this argument would not stand up.
DL asked the group, why would we not consider the circumstances from a clinical exceptionality point of view? JM
asked that if you have a child who is distressed because of the shape of their ears, If they do not fit the criteria for
the policy, what would make them fit under exceptionality? JW explained that usually, under IFR we would
acknowledge bullying but the panel would be unlikely to make a decision based on this because it is not
exceptional. JW also explained that for treatments such as minor skin lesions, these are purely cosmetic and are
very often pushed for by parents, so the question for the panel becomes, is the risk of doing something worse than
not doing something? Finally, JW noted that as we have discussed previously, psychological distress cannot be
measured.
JM explained that she spoke to Andy Woods this morning and this issue was raised and that because
psychological distress is difficult to measure, an alternative approach may be to have a statement in these policies
that acknowledges lower psychological resilience in children, and states that if a patient has been undergoing
treatment for psychological distress first, and this has not addressed the issue, then surgical options can be
considered.
DL suggested that the correct approach would be for all patients regardless of age to have had psychological
assessment and support, i.e. input from IAPT for adults and CAMHS for children before surgery is offered as an
option. We therefore need a clear statement that says we expect an appropriate mental health service has been
used, and that this would have to have been attempted before surgical options are considered.
To summarise, DL noted that Working Group members are in agreement to remove the above line from the
introduction but that we need to have a clearer statement under the Psychological Distress section of the
introduction stating what mental health services patients should have used before moving towards surgery. NM, CP
and HP all agreed with this agree with this.
JW suggested that the statement needs to say surgical interventions will only be considered after ‘appropriate
psychological interventions have been tried but found not to be appropriate’.
DECISION: Halton, Knowsley, South Sefton, Southport and Formby and Warrington CCG leads in
attendance agreed that the removal of this statement is the correct approach and that the psychological
distress section needs to be strengthened as per the above.
ACTION: MOB to circulate these minutes to Judith Nielson and Ruth Hunter for their decisions on these
policies.
ACTION: MOB to update policies affected by these discussions for inclusion in CCG Governing Body
papers
The final issue that has been raised applies to patients undergoing Gender Reassignment. This is not an issue that
has affected our policy work to date, so no decision was required here, however it is important that this is shared
with the group as it is an issue in the Lancashire project. The issue is around cosmetic treatments for patients going
through the gender reassignment pathway and core and non-core treatments. Core treatments are funded by NHS
England and non-core treatments are funded at the discretion of CCGs. An example was cited of a male patient
transitioning to female and therefore requiring breast development. At present if the patients’ core treatment to
develop breast tissue fails the GIC refer the patient to the CCG for further treatment. Lobby groups suggest that this
is not appropriate because they suggest that these treatments are not cosmetic which is how they would be viewed
under IFR – you are treating someone with Gender Dysphoria, not a cosmetic issue. JM noted that this has been
recorded in the EIRA work as an area for CCGs to be aware of.
MS suggested that if a patient has hormone treatment and they end up with asymmetric breasts, the
commissioning policy would apply if they have completed their transition, however if they are still within the pathway
and not achieved what they wanted then it would not be appropriate to refer them to their CCG. All in attendance
agree with this approach. JW noted that from an IFR perspective, we treat patients in the gender they identify with
and apply the relevant criteria and that this is reflected by NHS England guidance. DL noted that in mitigation we
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need to look at this from an IFR perspective and reviewing these patients as a cohort. JM explained that their direct
comparator would be other women under the GIC pathway who have had the same treatment.
It was suggested that JM prepare some written guidance for the IFR Panel on how to manage cases where
transgender patients are seeking non-core treatments.
ACTION: JM to prepare written guidance for the IFR Panel on how to manage cases where transgender
patients are seeking non-core treatments.
6

Any Other Business
No other business was raised.

8

Date of next meeting
Date of next meeting:
MOB noted that the date for the next meeting will be changed shortly and a new date circulated.

Actions:
Action ID

Action

Owner

1

JNa to begin production of local summary paragraphs.

Jo Navin

2

CCG Commissioning Leads to email JNa with an
indication of what information they will need to submit
to their Governing Bodies over the next 48 hours.
HS to liaise with CP to manage the Knowsley CCG
transition out of the project.
JNa to send the CCGs the logging system for their
information.
AD/JNa to write up process for managing the data
breach and circulate to CCGs by close of play on
th
Thursday 16 November.
JM to update the stage 2 EIAs to reflect the decision
on the Breast procedures and age criteria and note
this journey of change.
MOB to circulate these minutes to Judith Nielson and
Ruth Hunter for their decisions on these policies.
MOB to update policies affected by these discussions
for inclusion in CCG Governing Body papers
JM to prepare written guidance for the IFR Panel on
how to manage cases where transgender patients are
seeking non-core treatments.

All CCG Leads

3
4
5

6

7
8
9
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By When

Harinder Sanghera
Jo Navin
Anna Donaldson/Jo
Navin
Jenny Mulloy

Michael O’Brien
Michael O’Brien
Jenny Mulloy

6

NHS Halton Clinical Commissioning Group
NHS Knowsley Clinical Commissioning Group
NHS Liverpool Clinical Commissioning Group
NHS St Helens Clinical Commissioning Group
NHS South Sefton Clinical Commissioning Group
NHS Southport and Formby Clinical Commissioning Group
NHS Warrington Clinical Commissioning Group

Collaborative Policy Development Project:
Governing Body paper seeking sign off of all
policies reviewed to date, ahead of implementation
with Providers

Appendix 4

Revised Introduction to the PLCP policy
December 2017
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Introduction
Purpose and scope
CCGs are legally obliged to have in place and publish arrangements for making decisions and
adopting policies on how particular healthcare interventions are to be accessed. This document is
intended to be a statement of such arrangements made by the CCGs and will act as a guidance
document for patients, clinicians and other referrers in primary and secondary care. It sets out the
eligibility criteria under which CCGs will commission the service.
The purpose of this policy is to describe the eligibility criteria under which the CCGs listed below will
commission treatments or interventions classified as ‘Criteria Based Clinical Treatments’ (CBCT). The
term Criteria Based Clinical Treatments, refers to procedures and treatments that are of value, but
only in the right clinical circumstances. Previously, they were referred to as Procedures of Low
Clinical Priority (PLCP).
In making these arrangements, the CCGs have given regard to relevant legislation and NHS guidance,
including their duties under the National Health Service Act 2006, the Health and Social Care Act
2012, Equality legislation – duties discharged under the Public Sector Equality Duty 2011, the
National Health Service Commissioning Board and Clinical Commissioning Groups (Responsibilities
and Standing Rules) Regulations 2012, the Joint Strategic Needs Assessment, relevant guidance
issued by NHS England and the NHS Constitution.
Context
CCGs have been established under the National Health Service Act 2006 as the statutory bodies
charged with the function of commissioning healthcare for patients for whom they are statutorily
responsible. CCGs receive a fixed resource allocation from NHS England to enable them to fulfil their
duties and have to decide how and where to allocate resources to best meet the healthcare needs of
their population.
It is evident that the need and demand for healthcare is greater than the resources available to a
society to meet it. Therefore, it will not be possible for CCGs to commission all the healthcare needs
of the population they serve. As a result, CCGs need to prioritise their commissioning intentions to
ensure their limited resources are allocated effectively and based on the needs of the local
population.
The CCGs intention is always to ensure access to NHS resources is equal and fair, whilst considering
the needs of the overall population.
Using the CBCT policies as presented in this document, the CCGs can prioritise their resources using
evidence based information that determines what is clinically effective and therefore cost effective
and likely to provide the greatest proven health gain for the whole of the CCG’s population.
The main objective for having CBCT policies is to ensure that:
• Patients receive appropriate health treatments in the right place and at the right time;
• Treatments with no or a very limited clinical evidence base are not routinely undertaken;
and
• Treatments with minimal health gain are restricted.
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This also means that certain procedures will not be commissioned by CCGs unless patients meet all
the criteria set out in relation to a procedure or treatment; or exceptional clinical circumstances can
be demonstrated.
CCGs recognise there may be exceptional clinical circumstances where it may be clinically effective
to fund any of the procedures listed in this policy for individual patients. Either where:
• The clinical threshold criteria as specified by this policy is not met; or
• The procedure is not routinely commissioned;
In accordance with each CCG’s Individual Funding Request (IFR) process, the patient’s circumstances
as clinically evidenced in an application made by the patient’s clinician will be considered on a caseby-case basis. This position is supported by each CCG’s Ethical Framework which can be found on
the respective CCG website.
Background
The following CCGs have worked collaboratively to develop this harmonised core set of
commissioning criteria:
• Halton CCG;
• Knowsley CCG;
• Liverpool CCG;
• St Helens CCG;
• South Sefton CCG;
• Southport and Formby CCG;
• Warrington CCG;
This policy aims to improve consistency by bringing together one common set of criteria for
treatments and procedures across the Merseyside and Warrington CCG footprints. This will help to
reduce variation of access to NHS services in different areas (which is sometimes called ‘postcode
lottery’ in the media) and allow fair and equitable treatment for all local patients.
Principles
Commissioning decisions by CCG Commissioners are made in accordance with the commissioning
principles set out as follows:
• CCG Commissioners require clear evidence of clinical effectiveness before NHS resources are
invested in the treatment;
• CCG Commissioner require clear evidence of cost effectiveness before NHS resources are
invested in the treatment;
• The cost of the treatment for this patient and others within any anticipated cohort is a
relevant factor;
• CCG Commissioners will consider the extent to which the individual or patient group will
gain a benefit from the treatment;
• CCG Commissioners will balance the needs of each individual against the benefit which could
be gained by alternative investment possibilities to meet the needs of the community;
• CCG Commissioners will consider all relevant national standards and take into account all
proper and authoritative guidance;
• Where a treatment is approved CCG Commissioners will respect patient choice as to where a
treatment is delivered;

3

223

•

Commissioning decisions will give ‘due regard’ to promote equality and uphold human
rights. Decision making will follow robust procedures to ensure that decisions are fair and
are made within legislative frameworks.

Core eligibility criteria
However, there are a number of circumstances where a patient may meet a ‘core eligibility
criterion’ which means they are eligible to be referred for the procedures and treatments listed
within this policy, regardless of whether they meet the criteria; or the procedure or treatment is not
routinely commissioned.
These core clinical eligibility criteria are as follows:
• Any patient who needs ‘urgent’ treatment will always be treated.
• All NICE Technology Appraisals Guidance (TAG), for patients that meet all the eligible criteria
listed in a NICE TAG will receive treatment;
• In cancer care (including but not limited to skin, head and neck, breast and sarcoma) any
lesion that has features suspicious of malignancy, must be referred to an appropriate
specialist for urgent assessment under the 2 week rule;
NOTE: Funding for all solid and haematological cancers are now the responsibility of NHS
England;
• Reconstructive surgery post cancer or trauma including burns;
• Congenital deformities: Operations on congenital anomalies of the face and skull are usually
routinely commissioned by the NHS. Some conditions are considered highly specialised and
are commissioned in the UK through the National Specialised Commissioning Advisory Group
(NSCAG). As the incidence of some cranio-facial congenital anomalies is small and the
treatment complex, specialised teams, working in designated centres and subject to national
audit, should carry out such procedures;
• Tissue degenerative conditions requiring reconstruction and/or restoring function e.g. leg
ulcers, dehisced surgical wounds, necrotising fasciitis;
• For patients wishing to undergo Gender reassignment, this is the responsibility of NHS
England and patients should be referred to a Gender Identity Clinic (GIC) as outlined in the
Interim NHS England Gender Dysphoria Protocol and Guideline 2013/14.
Policy Categories
Each procedure/treatment is categorised as either ‘not routinely funded’ or ‘restricted’ and these
are defined as follows:
•

Not routinely funded (NRF) – This means the CCG does not routinely commission the
treatment and will only commission this treatment for an individual patient where an IFR
application in line with the CCG’s IFR process, demonstrates clinical exceptionality;

•

Restricted – This means the CCG will commission the treatment where the patient meets
the specific criteria as set out within this Commissioning Policy. Where a patient does not
meet the specific criteria specified the CCG will only commission this treatment for an
individual patient where an IFR application in line with the CCG’s IFR process, demonstrates
clinical exceptionality;
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Diagnostic Procedures
Diagnostic procedures to be performed with the sole purpose of determining whether or not a
restricted procedure is feasible should not be carried out unless the eligibility criteria are met or
approval has been given by the CCG or GP (as set out in the approval process of the patients
responsible CCG) or as agreed by the IFR Panel as a clinically exceptional case.
Where a General Practitioner/Optometrist/Dentist requests only an opinion the patient should not
be placed on a waiting list or treated, but the opinion given and the patient returned to the care of
the General Practitioner/Optometrist/Dentist, in order for them to make a decision on future
treatment.
Psychological factors
Psychological distress alone will not be accepted as a reason to fund surgery. Only very rarely is
surgical intervention likely to be the most appropriate and effective means of alleviating
disproportionate psychological distress. In these cases ideally an NHS psychologist with expertise in
body image or an NHS Mental Health Professional (depending on locally available services) should
detail all treatment(s) previously used to alleviate/improve the patient’s psychological wellbeing,
their duration and impact. The clinician should also provide evidence to assure the IFR Panel that a
patient who has focused their psychological distress on some particular aspect of their appearance is
at minimal risk of having their coping mechanism removed by inappropriate surgical intervention.
Psychological assessment and intervention may be appropriate for patients with severe
psychological distress in respect of their body image but it should not be regarded as a route into
aesthetic surgery. Any application citing psychological distress will need to be considered as an IFR .
Lifestyle and surgery
Lifestyle factors can have an impact on the functional results of some elective surgery. In particular,
smoking is well known to affect the outcomes of some foot and ankle procedures. In addition, many
studies have shown that the rates of postoperative complications and length of stay are higher in
patients who are overweight or who smoke. Therefore, to ensure optimal outcomes, all patients
who smoke or have a body mass index of 35 or greater and are being considered for referral to
secondary care, should be able to access CCG and Local Authority Public Health commissioned
smoking cessation and weight reduction management services prior to surgery.
Patient engagement with these “preventive services” may influence the immediate outcome of
surgery. While failure to quit smoking or lose weight will not be a contraindication for surgery, GPs
and Surgeons should ensure patients are fully informed of the risks associated with the procedure in
the context of their lifestyle.
CBCT Referral/Treatment Listing Processes
Primary Care
Referrals for treatment should not be made unless the patient clearly meets the criteria as this can
raise unrealistic expectations for the patient and lead to disappointment. If a General
Practitioner/Optometrist/Dentist considers a patient might reasonably fulfil the eligibility criteria for
a restricted procedure, as detailed in this document (i.e. they meet the specific criteria listed for
each treatment) the General Practitioner/Optometrist/Dentist should follow the process for referral.
NB. This may be via a referral management or prior approval team.
5
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If in doubt over the local process, the referring clinician should contact the relevant CCG, IFR Team
or Referral Management Team for guidance. Failure to comply with the local process may delay a
decision being made.
Any referral letter should include specific information regarding the patient’s potential eligibility. If
the referral letter does not clearly outline how the patient meets the criteria, then the letter should
be returned to the referrer for more information.
In cases where there may be an element of doubt the General Practitioner/Optometrist/Dentist
should discuss the case with the IFR Team in the first instance.
Secondary Care
The secondary care consultant will also determine whether the procedure is clinically appropriate
for a patient and whether the eligibility criteria for the procedure are fulfilled or not. The consultant
may also request additional information before seeing the patient.
If a secondary care consultant considers a patient might reasonably fulfil the eligibility criteria for a
restricted procedure, as detailed in this document (i.e. they meet the specific criteria listed for each
treatment) the consultant should follow the listing process for treatment. NB. For some CCGs this
will involve following a process of prior approval. If in doubt over the CCG requirements, the
consultant should contact the relevant CCG or the IFR Team for guidance. Failure to comply with the
CCGs’ processes may delay a patient’s treatment and/or release of funding resources.
Patients who fulfil the criteria may then be placed on a waiting list according to their clinical need.
The patient’s notes should clearly reflect exactly how the criteria were fulfilled including prior
approval authorisation where relevant. This will allow for case note audit to support contract
management.
Should the patient not meet the eligibility criteria this should be recorded in the patient’s notes and
the consultant should return the referral back to the General Practitioner/Optometrist/Dentist,
explaining why the patient is not eligible for treatment.
IFR Applications/Clinical Exceptionality
Exceptionality is where a patient does not meet all of the criteria outlined for a specific procedure or
treatment or, the procedure or treatment is not routinely commissioned.
In this scenario, should a patient not fulfil the clinical criteria but the referring clinician is willing to
support the application as clinically exceptional, the case can be referred to the IFR Panel for
consideration. The person who fills in the IFR can be a consultant or a GP.
In dealing with clinically exceptional requests for an intervention that is considered to be a poor use
of NHS resources, the Merseyside CCGs have endorsed through the CCG Alliance the following
description of exceptionality contained in a paper by the NW Medicines and Treatment Group:
•

The patient has a clinical picture that is significantly different to the general population of
patients with that condition; and as a result of that difference; the patient is likely to derive
greater benefit from the intervention than might normally be expected for patients with that
condition.
6
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The CCGs are of the opinion that exceptionality should be defined solely in clinical terms. To
consider social and other non-clinical factors automatically introduces inequality, implying that some
patients have a higher intrinsic social worth than others with the same condition. It runs contrary to
a basic tenet of the NHS, namely that people with equal need should be treated equally. Therefore,
non-clinical factors will not be considered except where this policy explicitly provides otherwise.
The CCG must justify the grounds upon which it is choosing to fund treatment for a particular patient
when the treatment is unavailable to others with the condition.
Individual Funding Requests should only be sent to the respective NHS.net accounts as below.
Guidance regarding IFRs and an application form, can be found on the CCGs websites.
IFR contact information follows, however please refer to the CCG IFR policy for more information:
Individual Funding Request Case Manager
Midlands and Lancashire Commissioning Support Unit (MLCSU)
1829 Building
Countess of Chester Health Park
Liverpool Road
Chester
CH2 1HJ
Telephone: 01244 650 305
Email addresses for Individual Funding Request teams at CCGs:
CCG
Halton CCG
Knowsley CCG
Liverpool CCG
South Sefton CCG
Southport & Formby CCG
St Helens CCG
Warrington CCG

Email Address

IFR.manager@nhs.net

Warringtonccg.IFR@nhs.net
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Medicines
Prior approval for treatment should always be sought from the responsible Medicine Management
Team when using medicines as follows:
•
•
•

•
•
•
•

Any new PbR excluded drug where the drug has not yet been approved/prioritised for use in
agreement with the local CCG;
Any existing PbR excluded drugs to be used outside of previously agreed clinical
pathways/indication;
Any PbR excluded drugs that are being used out with the parameters set by NICE both in
terms of disease scores or drug use. It must not be assumed that a new drug in the same
class as one already approved by NICE can be used, this must be subject to the process in
Point 1;
Any drug used out with NICE Guidance (where guidance is in existence);
Any proposed new drug/new use of an existing drug (whether covered by NICE or PBR
excluded or not) should first be approved by the relevant Area Medicines Management
Committee, and funding (where needed) agreed in advance of its use by the relevant CCG;
Any medicines that are classed by the CCG as being of limited clinical value;
Any medicines that will be supplied via a homecare company agreement;

Clinical Trials
The CCGs do not expect to provide funding for patients to continue treatment commenced as part of
a clinical trial. This is in line with the Medicines for Human Use (Clinical Trials) Regulations 2004 and
the Declaration of Helsinki which stipulates that the responsibility for ensuring a clear exit strategy
from a trial, and that those benefiting from treatment will have ongoing access to it, lies with those
conducting the trial. This responsibility lies with the trial initiators indefinitely.
Photographic evidence
Photographic evidence may be required in cases which are being considered for clinical
exceptionality in line with the IFR processes. However, photographic evidence will not be accepted
for consideration unless it is impossible to make the case in any other way.
The decision to submit photographic evidence remains with the patient and responsible clinician and
must meet the CCGs criteria for submission as outlined by the CCGs IFR Policy.
If photographs are accepted for consideration in accordance with the CCGs criteria, they will be
examined by clinical members of the IFR team. In the course of the work for the case the applicant
should be aware that other members of the IFR Panel, IFR Process Reviews Panel or IFR team who
prepare the papers may need to handle or see the photographs.
Personal data
In making referrals to the IFR Team, clinicians and other referrers in primary and secondary care
should bear in mind their obligations under the Data Protection Act 1998 and their duty of
confidence to patients. Where information about patients (including photographs) is sent to the IFR
Team and is lost or inadvertently disclosed to a third party before it is safely received by the IFR
Team, the referrer will be legally responsible for any breach of the Data Protection Act 1998 or the
law of confidence.
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Therefore, please consider taking the following precautions when using the Royal Mail to forward
any information about patients including photographic evidence:
Clearly label the envelope to a named individual i.e. first name & surname, and job title.
Where your contact details are not on the items sent, include a compliment slip indicating the
sender and their contact details in the event of damage to the envelope or package.
Use the Royal Mail Signed for 1st Class service, rather than the ordinary mail, to reduce the risk of the
post going to the wrong place or getting lost.
Costs incurred will be the responsibility of the referrer, this includes photographic evidence.
OPCS Codes
OPCS codes have been recorded against procedures and treatments where possible, however these
lists are not exhaustive and providers will have to satisfy themselves that procedures are coded
correctly.
Copies of this policy
Electronic copies of this policy can be found on the websites of the respective CCGs. Alternatively;
you may contact the CCG and ask for a copy of the Criteria Based Clinical Treatments 2017-18 policy
document.
Monitoring and review
This policy will be subject to continued monitoring using a mix of the following approaches:
• Prior approval process;
• Post activity monitoring through routine data;
• Post activity monitoring through case note audits;
This policy will be kept under regular review, to ensure that it reflects developments in the evidence
base regarding clinical and cost effectiveness.
From time to time, CCGs may need to make commissioning decisions that may suspend some
treatments/criteria currently specified within this policy.
Evidence
At the time of publication the evidence presented per procedure/treatment was the most current
available. Where reference is made to older publications these still represents the most up to date
view.
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Appendix 5

Procedures of Lower Clinical
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Health Policies’
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Media
A press release was issued both locally by the CCGs and regionally by the CSU to the following
publications.
Publication

Local/Regional

Coverage

Liverpool Echo

Regional/Local (St
Helens CCG)

The publication picked this up from
a St Helens CCG perspective and
tied the project to other headlines
for the CCG including financial
difficulties.

BBC North West
Tonight

Regional

No coverage recorded

ITV Granada

Regional

‘Shake up of NHS services in
Merseyside & Cheshire’ – 4th July
2017

Made in Liverpool Regional

No coverage recorded

BBC Radio
Merseyside

Regional

No coverage recorded

Global Radio

Regional

No coverage recorded

Baurer Radio

Regional

No coverage recorded

St Helens Star

Local - St Helens

No coverage recorded

Local Life

Local - St Helens

Coverage in summer edition
including direction to website for
review
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Warrington
Guardian

Local - Warrington

4th July - Treatments including
nose jobs and tummy tucks may
no longer be available on NHS for
some residents.
This article triggered 24 online
comments. These have
contributed towards to the
comments themes below.
Additionally, the media outlet
carried out a poll on cosmetic
surgery. Please see Figure 1.0 for
results.
14th July - Health Chiefs review
100 NHS treatments and policies

Figure 1.0 - Warrington guardian online poll, 4th July 2017.
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Media - online comments key themes
For full comments, please see Appendix 1
Key themes of online comments include the following;
 Reluctant to pay for cosmetic procedures as part of NHS funding.
 Work is potentially linked to NHS cuts and privatisation.
 Agreement that cosmetic procedures should be provided for ‘illness’ or ‘functional’ reasons and not
purely cosmetic.

Stakeholder engagement
Clinical Engagement
All detailed clinical engagement for suite 1 and 2 policies has been documents within the appendix
of this document.

Microsoft Word
Document

Figure 1 Cataract and Botox feedback

Microsoft Word
Document

Figure 2 Phase 2 policies feedback

Microsoft Word
Document

Figure 3 Pinnaplasty feedback

Microsoft Word
Document

Figure 4 Phase 1 policies GP and provider feedback

Microsoft Word
Document

Figure 5 Back pain policies clinical feedback
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Third Sector and Provider
Stakeholder

Action

4Wings

Email to organisations promoting
the survey

5 Borough Partnerships

3x email to share survey link and
information with offer of a local
meeting or focus group

ABCC (Anfield Breckside
Community Council)

Email to organisations promoting
the survey

Al Ghazali

Email to organisations promoting
the survey

Alderhey Hospital

6x email to share survey link and
information with offer of a local
meeting or focus group

Alive Believers Centre

Email to organisations promoting
the survey

Alt Valley Community Trust

Email to organisations promoting
the survey

Amadudu Women and Children's
Refuge

Email to organisations promoting
the survey

Asylum link

3x email to share survey link and
information with offer of a local
meeting or focus group

Beacon Counselling Trust

Email to organisations promoting
the survey

Bee Sparkling CIC

Email to organisations promoting
the survey

Big Love Sista CIC

Email to organisations promoting
the survey

Comments/follow up

Offer of meeting/focus group not
taken up

Offer of meeting/focus group not
taken up

Offer of meeting/focus group not
taken up
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Catalyst

Email to organisations promoting
the survey

Changing Faces

121 call with Head of Advocacy

Cobalt Housing

Email to organisations promoting
the survey

Cycling Projects

Email to organisations promoting
the survey

Elevate Potential

Email to organisations promoting
the survey

Emmanuel Westly Foundation

Email to organisations promoting
the survey

Everton in the Community

Email to organisations promoting
the survey

Faiths4Change

3x email to share survey link and
information with offer of a local
meeting or focus group

Gather in Circle

Email to organisations promoting
the survey

Greenbank

Email to organisations promoting
the survey

Halton and St Helens VCA

Face to face meeting to discuss
policies and potential
opportunities for promotion and
support

Healthwatch Halton

4 x emails including content for
newsletters and social media to
support promotion

Healthwatch Knowsley

Face to face meeting

Healthwatch Liverpool

4 x emails including content for
newsletters and social media to

Survey link shared via their
channels and social media as well
as the organisation themselves
responding to the survey

Offer of meeting/focus group not
taken up
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support promotion
Healthwatch South Sefton

Face to face meeting

Healthwatch Southport and
Formby

4 x emails including content for
newsletters and social media to
support promotion

Healthwatch St Helens

4 x emails including content for
newsletters and social media to
support promotion

Healthwatch Warrington

4 x emails including content for
newsletters and social media to
support promotion

Home Start Liverpool

Email to organisations promoting
the survey

HOTA

Email to organisations promoting
the survey

Kind

Email to organisations promoting
the survey

LCVS

Email to organisations promoting
the survey

Listening Ear

Email to organisations promoting
the survey

Little Angels Foundation

Email to organisations promoting
the survey

Live Wire

3x email to share survey link and
information with offer of a local
meeting or focus group

Liverpool Pride

Email to organisations promoting
the survey

MDI

Email to organisations promoting
the survey

Merseyside Council of Faiths

3x email to share survey link and
information with offer of a local

Offer of meeting/focus group not
taken up

Offer of meeting/focus group not
taken up
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meeting or focus group
Merseyside Domestic

Email to organisations promoting
the survey

Merseyside Polonia

Email to organisations promoting
the survey

Methodist Centre

Email to organisations promoting
the survey

Mpower People

Email to organisations promoting
the survey

MRANG

Email to organisations promoting
the survey

MYA

3x email to share survey link and
information with offer of a local
meeting or focus group

Pakistan Association Liverpool

Email to organisations promoting
the survey

Parks Option

Email to organisations promoting
the survey

Prosperity Hub

Email to organisations promoting
the survey

PSS ltd (UK)

Email to organisations promoting
the survey

Psychological Therapies Unit

Email to organisations promoting
the survey

Raise Ltd

Email to organisations promoting
the survey

Rialto Neighbourhood Council

Email to organisations promoting
the survey

RNIB

3x email to share survey link and
information with offer of a local
meeting or focus group

Offer of meeting/focus group not
taken up

Offer of meeting/focus group not
taken up
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Rotunda Ltd

Email to organisations promoting
the survey

Sefton Health and Social Care
Forum

Attendance at meeting to discuss
project with representatives

Organisation sent link to survey
with explanation to 181 contacts

Sefton in Mind

Attendance at meeting to discuss
project with representatives

Organisation sent link to survey
with explanation to 140 contacts

Sefton Park Day Centre

Email to organisations promoting
the survey

Self Injury Support (Warrington)

3x email to share survey link and
information with offer of a local
meeting or focus group

Shrewsbury House

Email to organisations promoting
the survey

Somali Women’s Group

Email to organisations promoting
the survey

South Liverpool Domestic Abuse
Services

Email to organisations promoting
the survey

SPARC

Email to organisations promoting
the survey

The Blackie

Email to organisations promoting
the survey

Tomorrow’s People

Email to organisations promoting
the survey

Violence Services

Email to organisations promoting
the survey

Voice of Nations

Email to organisations promoting
the survey

Warrington ethnic community
association

3x email to share survey link and
information with offer of a local
meeting or focus group

Women’s Organisation

Email to organisations promoting
the survey

Offer of meeting/focus group not
taken up

Offer of meeting/focus group not
taken up
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Writing on the Wall

Email to organisations promoting
the survey

YPAS

Focus group

Centred around young people and
the children’s access to services
for psychological reasons

Online Activity
Social media

Website

Knowsley CCG

NA

Dedicated webpage with link to
materials and online survey

Liverpool CCG

Continuous promotions via social media
platforms through 12 week period

Dedicated webpage with link to
materials and online survey

St Helens CCG

Facebooks Ads to promote online survey
for Age 18-21 Women and young people

Dedicated webpage with link to
materials and online survey

Warrington CCG

Targetted Facebook for younger people
and women aged 18-21

Dedicated webpage with link to
materials and online survey

Halton CCG

Facebooks Ads to promote online survey
for Age 18-21 Women and young people

Dedicated webpage with link to
materials and online survey

Southport and
Formby CCG

Continuous promotions via social media
platforms through 12 week period

Dedicated webpage with link to
materials and online survey

South Sefton CCG

Continuous promotions via social media
platforms through 12 week period

Dedicated webpage with link to
materials and online survey

Meetings and Events
Structure
The following structure was followed at each of the events and meetings attended for PLCP
engagement.
At each event or meeting the following materials were provided;
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● Hard copies of the survey, including freepost envelope
● Leaflet explaining the rationale for the project
● All attendees were encouraged to complete the surveys

Section

Summary

Introduction to
project

Overview provided to the groups explaining that the review
of these policies/policy is something which happens on a
regular basis to ensure that the policies are in line with the
latest medical guidance and the most appropriate for all.
The CCGs taking part doing this together were outlined to
provide context for the scale of the project. The batch review
process was explained, telling groups that there are over
100 policies in total being reviewed. The first batch of
policies included 36 which were reviewed and 18 of which
have proposed amends or changes made to them. Some of
the changes are merely wording updates and clarification
and some changes may have a wider impact.

Approach to
engagement
outlined

Each of the policies has been reviewed and specific groups
of people who may potentially be more affected identified in
the Equality Impact Assessments. For each of these
policies, there has been a mini plan developed for how these
cohorts of people might be engaged with, including targeted
online activity, face to face group engagement and sharing
of the survey amongst third sector groups. The survey is
available online, hardcopy and over the phone to ensure that
accessibility standards for all are met.

Discussion on aims
and objectives

The three main objectives were outlined;
● Making the most of NHS resources - this not only
refers to the finances, but also staff time, operating
theatre space, equipment etc.
● Make sure that treatments are provided based on upto date guidelines and the latest methods and
technology.
● Additionally, where possible, we would like to try and
standardise policies and treatments available across
the seven CCGs areas. All of this will help move
towards patients having more equal access to
healthcare.
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●
The session is then opened up to the group to see if they
both understand and agree with the aims.
Overview of policies The policies included in batch one are then run through and
included in batch
examples of the engagement is included.
one
Any specific policies The group then have the opportunity to discuss or ask
highlighted for
further questions on any of the specific policies and discuss
discussion by group their agreement or disagreement with the proposed
changes. In some groups all policies were discussed and in
other specific ones were chosen based on attendees
interests.
Feedback noted by
event/meeting
attendee

Feedback is then summarised and agreed with the group to
ensure that they are happy with the output and that their
views have been heard.

Close

Aims and Objectives
The following table demonstrated the general consensus reached at the following meetings where
the aims and objectives of the project were discussed.
Strongly Agree = SA
Agree = A
Neither Agree nor Disagree = N
Disagree = D
Strongly Disagree = SD
Aims and Objectives
Making the most of
NHS resources - this
not only refers to the
finances, but also staff
time, operating theatre

Make sure that
treatments are provided
based on up-to date
guidelines and the latest

Where possible
and appropriate,
standardise
policies and
treatments
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space, equipment etc.

methods and technology.

available across
the seven CCGs
areas.

St Helens - PEIG
x3

SA

SA

SA

St Helens- PPG

SA

SA

SA

Warrington Health Forum

A

SA

SA

Southport and
Formby SPOC

Mix of A&D

SA

SA

Healthwatch
Knowsley – Focus
group

SA

SA

SA

Halton - Peoples
health forum

SA

SA

SA

Changing Faces Call

SA

SA

SA

Healthwatch South Sefton

50/50 Mix of A&D

SA

SA

South Sefton
Consultation and
Engagement
review panel

SA

SA

SA

Halton PPG

SA

SA

SA

14

244

Southport and
Formby
Community
Champions

SA

SA

SA

St Helens OSC

SA

SA

SA

South Sefton Health and social
care forum

SA

SA

SA

SA

SA

SA

Liverpool CCG
Knowsley PPG
Halton PPG Plus

Policies
The following table indicated where there have been agreements or disagreements to changes to
policies in each meeting.
Strongly
Agree

St Helens PEIG x3

Strongly
agreed with
all other
policies

Agree

Neither
agree nor
disagree

Disagree

Strongly
Disagree

Children’s
statement
‘Children
under the age
of 16 are able
to access
services for
cosmetic and
psychological
reasons’
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St HelensPPG/worksh
op

Abdominopl
asty and
apronectom
y – Tummy
tuck
Cataract
Face and
Brow Lift
Hemorrhoid
ectomy
Laser tattoo
removal
Laser hair
removal
Male
Circumcisio
n
Surgical
body
contouring

Pinnaplasty
and Rhino
plasty- the
group were
split on this
policy and the
group did not
achieve a
consensus.
This was
predominantl
y down to
some
disagreement
regarding the
potential
psychological
impact.

Breast
Enlargement
Breast
Reduction
Male breast
reduction - no
disagreement
with
simplifying
the policy,
however
disagree with
the policy and
would
suggest an
age bracket
be entered.

Removal of
breast
implants

Surgical
correction of
scars
Surgical
removal of
lipoma (fatty
tissue)
Surgical
removal of
minor skin
lesions
Surgical
treatment
for hair loss
– hair
transplantati
on
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Warrington Health
Forum

All other
policies

Southport
and Formby
SPOC

All Policies

Healthwatch
Knowsley

Removal of
Children
under 16
having
access to
treatments for
psychological
reasons
statement

All policies

Halton All Policies
Peoples
health forum
Changing
Faces - Call

Healthwatch
- South
Sefton

Removal of
Children under
16 having
access to
treatments for
psychological
reasons
statement
Those at the meeting discussed, but shared views via completion of surveys
individually, as well as sharing the survey via their channels.

South
Those at the meeting discussed, but shared views via completion of surveys
Sefton
individually, as well as sharing the survey via their channels.
Consultation
and
Engagemen
t review
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panel
Halton PPG

All Policies

Southport
and Formby
Community
Champions

Those at the meeting discussed, but shared views via completion of surveys
individually, as well as sharing the survey via their channels.

South
Sefton Health and
social care
forum

All
policies

Liverpool
CCG
Knowsley
PPG
Halton PPG
Plus

All policies

Sefton in
Mind

Those at the meeting discussed, but shared views via completion of surveys
individually, as well as sharing the survey via their channels.

Southport
Those at the meeting discussed, but shared views via completion of surveys
and Formby individually, as well as sharing the survey via their channels.
and
Leaflets, hard copy surveys and freepost envelopes were available event.
Southport
and Seftons
CCGs ‘Big
Chat’ events
Sefton
Council’s
Public

Those at the meeting discussed, but shared views via completion of surveys
individually, as well as sharing the survey via their channels.
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Engagemen Leaflets, hard copy surveys and freepost envelopes were available event
t and
Consultation
Panel
CCGs’
Those at the meeting discussed, but shared views via completion of surveys
Engagemen individually, as well as sharing the survey via their channels.
t and Patient
Leaflets, hard copy surveys and freepost envelopes were available event
Experience
Group
(EPEG)

Reasons for agreeing
The following table highlights the key themes for agreement at meetings and events. These
themes are in line with those highlighted in the survey also.
Policies

Cataract

Themes
Making it
simple for
people to
access

More clear Improved
wording
quality of
and easier life
to
understand

Positive
Making
Psychological access to
Impact
treatments
more fair

X

X

X

X

Surgical and laser
treatment for minor
skin lesions
Haemorrhoidectomy X

Using NHS
resources
in the best
way
possible

X

X

X

Surgical Treatment
for Removal of
Lipoma in
Secondary Care

X

Rhinoplasty

X

X

Hair removal
treatment including
depilation and laser

X

X
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treatment of
electrolysis
Pinnaplasty

X

X

X

X

Removal of breast
implants

X

X

Laser tattoo
removal

X

X

Female reduction of
mammoplasty

X

Abdominoplasty
and apronectomy

X

X

Cosmetic surgery
for body contouring

X

X

Rhytidectomy

X

X

Male Circumcision
Treatments for
hairloss

X
X

X

X

Reasons for disagreeing
The following table highlights the key themes for disagreement at meetings and events. These
themes are in line with those highlighted in the survey also.
Policies

Themes
Concern over
removal of
clinicians power
to make
judgement

Cataract
Surgical and laser
treatment for minor

Negative
Psychological
impact

Concerns this is
purely a cost
cutting exercise

X

Concerns this
might make waiting
times longer

X
X

X
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skin lesions
Haemorrhoidectomy X
Surgical Treatment
for Removal of
Lipoma in
Secondary Care

No
disagreement

Rhinoplasty
Hair removal
treatment including
depilation and laser
treatment of
electrolysis

X
No
disagreement

Pinnaplasty

X

Female reduction of
mammoplasty

X

Removal of breast
implants

No
disagreement

Laser tattoo
removal

No
disagreement

Abdominoplasty
and apronectomy

No
disagreement

Cosmetic surgery
for body contouring

No
disagreement

Rhytidectomy

No
disagreement

Male Circumcision

No
disagreement

Treatments for
hairloss

X

X
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Appendix
Appendix 1 – Online media comments – Warrington Guardian
Good! I don't work full time and pay national insurance to pay for someone's cosmetic surgery!!!
Can’t you see what you've just fallen for? Its misdirection and you've just been conned by this
group and the Warrington Guardian. By positioning cosmetic surgery to the front this story, they've
got you to nod along with them. Either that or you've been employed to set the narrative
Slowly but surely privatisation of the NHS is beginning to happen.
The NHS has been misused by some for years, it was only a matter of time before those costs
became critical. Having said that NHS management also has a case to answer for allowing this
situation to develop.
Too bad most people are still too blind to see it. Wastage is simply a ruse used by the vile Tory
scum to fuel it's privatisation. The Tories have wasted billions on this venture that could have gone
in to actually funding the NHS. The tendering process alone is a costly waste of money.
If people truly believe that the 'abusers' of the NHS are responsible for it's downfall, they are part of
the problem. The NHS was running at a surplus in 2010. This deficit has been deliberately and
whole engineered for their gain, at the expense of all of us.
Cosmetic surgery should not be an NHS treatment unless it has been due to an illness
You should ask the question what else is being axed and don't fall for this. You have only read
what they want you to read
Should be done for people who have had accident or illness but not for vanity. I went to Warrington
general for a problem with my eye. Got refused surgery but the doctor while on a NHS consultation
said he could do it for 1,800 private!!!
Hopefully making cutbacks like this will prolong the NHS. Good move.
No it won't. Unless you've been asleep for the last 7 years, the Tories have gone all out to run the
NHS into the ground and privatise many of the most 'profitable' services, while at the expense of
other essential services that can't make a profit for these sub humans. The head of NHS England
has spent his 7 years in his previous role within the American Health Insurance system, which by
the way bankrupts over 600,000 Americans each year. These cut backs along with every other
aspect of restructuring are nothing at all to do with prolonging the NHS, it is about preparing it for
the great sell off. By that time, there will be no NHS left and we will all be paying astronomical
amounts for treatment and insurance.
Absolutely spot on
What a ridiculous comment. It's a race to the bottom and you're happy to take part.
I can only agree with Warrington Wife....too much is wasted on totally unnecessary cosmetic
surgery to pamper to vanity. If a procedure isn't medically necessary it shouldn't be carried out on
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the NHS. Furthermore anybody without a NI no should not be treated unless an emergency and
then billed a later date!
And I can only agree that you and Warrington Wife have been hoodwinked by the Tory
propaganda machine. Far more is wasted on top down restructuring and contract tendering, but
what ever daily **** rag you both read won't tell you that. All it will tell bigots like you is that vane
people wanting cosmetic surgery and immigrants are responsible for all the ills of the NHS. Wake
up for **** sake.
Too bad most people are still too blind to see that this NHS crisis has been deliberately engineered
by the Tories. Wastage is simply a ruse used by the vile Tory scum to fuel it's privatisation. The
Tories have wasted billions on this venture that could have gone in to actually funding the NHS.
The tendering process alone is a costly waste of money.
If people truly believe that the 'abusers' of the NHS are responsible for it's downfall, they are part of
the problem. The NHS was running at a surplus in 2010. This deficit has been deliberately and
whole engineered for the Tory scum gain, at the expense of all of us.
The NHS should be for people who need treatment not who simply want stuff
Want stuff?? You mean like urgent treatment for the stroke they're having that is now unavailable
in warrington?
cosmetic surgeries such as nose jobs, face and brow lifts, breast reductions and augmentations,
tummy tucks, the removal of breast implants and surgery to remove moles and freckles, hair-loss
cures, laser tattoo removals, surgical scar reductions. All not necessary.
Other procedures under review include cataract treatments, haemorrhoidectomies. I wouldn't
consider these to be cosmetic. Why are they under review.
And penile implants? What are they? Cosmetic? Are the NHS making a rod for their own backs?
They need to stiffen their resolve and cut-out cosmetic surgery on the NHS.
Cataract treatments, hemorrhoidectomies, should be available. Who wants hemorrhoids and be
unable to see. The rich who avoid paying their taxes will just go privately.
Can understand that most would be deemed to be cosmetic but Cataracts - thought having them
removed could save someone's sight - so would deem that to be a very needy and worthwhile
procedure.

END

23

253

254

Appendix 6

Survey results – Local CCGs
Suite 1 and 2 policies
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Respondent profile per CCG
Organisation type

Total number
of
respondents
Halton

On behalf of
an
organisation
(Private/Volunt
ary, charity)

As a member
of the public

Are you a Carer?

Voluntary
/third
Any other sector
NHS
organisati organisati Organisat
on
on
ions
None

No

Yes

Age
range of
people
being
cared for

7

7

0

2

2

1

2

6

Knowsley

20

20

0

4

2

5

9

15

5 50-85

Liverpool

84

75

9

5

8

11

51

63

21 6-96

Southport and
Formby/South
Sefton

39

39

0

1

5

11

22

30

9 8-89

St Helens

14

14

0

0

1

1

12

12

2 56-87

Warrington

17

17

0

1

2

2

12

13

4 28-86

256

1 35
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Respondents profiles - age
Area

15 - 19 20 - 24 25 - 29 30 - 34 35 - 39 40 - 44 45 - 49 50 - 54 55 - 59 60 - 64 65 - 69 70 - 74 75 - 79 80+

Halton

1

Knowsley

1

Liverpool

1

South Sefton /
Southport and Formby
St Helens
Warrington

257

1
1

2

1

1

1

1

1

1

1

1

2

2

1

6

1

1
4

1

7

3

9

8

9

12

14

10

4

2

2

2

6

4

1

7

4

4

2

3

3

1

1

3

2

1

1

2

1

5

1

1

1

1

2

Review of your local policies. Have your say.

3

1

3

Respondents profiles - religion
Atheist / no
religion

Area

Buddhism

Halton

Christianity
1

Hinduism

4

11

Liverpool

25

44

South Sefton /
Southport and
Formby

7

27

St Helens

2

6

Warrington

4

7

Grand Total

44

258

Judaism

6

Knowsley

1

Islam

Other, please Prefer not to
state
say

104

4

2

2

3

5

4

3

2

1

1

5

4

2

2

4

12

19
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Respondents profiles – gender and gender identity
Area
Halton
Knowsley
Liverpool
South Sefton /
Southport and
Formby
St Helens
Warrington

Female

Male

Other

Prefer not to say Grand Total

4
15
44

3
5
38

2

7
20
84

27
9
8

11
2
6

1
3
3

37
14
17

Have you ever identified as transgender?
Area
Halton
Knowsley
Liverpool
South Sefton / Southport and
Formby
St Helens
Warrington

259

Prefer not
to say

No

7
20
80
39
11
14

Grand
Total

Yes

3
3
3

1

7
20
84
37
14
17
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Respondents profiles – gender and gender identity
Area

Female

Halton

Male

Other

Prefer not to say

Grand Total

4

3

7

Knowsley

15

5

20

Liverpool

44

38

2

84

South Sefton /
Southport and Formby

27

11

1

37

St Helens

9

2

3

14

Warrington

8

6

3

17

Have you ever identified as transgender?
Area

Prefer not
to say

No

Halton

Yes

Grand Total

7

7

Knowsley

20

20

Liverpool

80

South Sefton / Southport and Formby

39

St Helens

11

3

14

Warrington

14

3

17

260

3

1

84
37
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Respondents profiles – sexual orientation
Bisexual
(people of
either sex)

Area

Heterosexual
(people of the
opposite sex)

Gay (both
men)

Halton

Lesbian (both
female)

1

16

Liverpool

2

73

1

1

St Helens

Warrington

1

Grand Total

2

261

(blank)

Grand Total

7

Knowsley
South Sefton /
Southport and
Formby

Prefer not to
say

4

7
3

20

8

84

33

4

37

10

4

14

12

4

17

24

187

156

1

1
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Respondents profiles – relationship status
Area

Live with
Partner

Divorced

Married

Halton

Separated Single

3

Knowsley

2

Liverpool

6

South Sefton / Southport
and Formby

2

St Helens
Warrington

1

Grand Total

11

262

Other

Grand
Total

Widowed
2

2

7

3

2

19

11

1

6

49

1

1

16

4

83

7

18

1

2

5

2

37

1

6

2

5

7

2

4

2

16

96

8

37

15

184

14

3

14
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Aims and Objectives
We want our policies to
follow the latest medical
evidence and clinical
guidance.

We want our GPs and consultants
to follow the same criteria for
referring patients and providing
treatments wherever possible.

We want to make sure that
NHS resources are spent in
the best way for all patients

We want to provide GPs and
consultants with clear criteria
and guidelines to work with.

SA

6

5

7

6

A

1

2

0

1

NAD

0

0

0

0

D

0

0

0

0

SD

0

0

0

0

SA

16

17

17

16

A

3

3

3

4

NAD

1

0

0

0

D

0

0

0

0

Knowsley SD

0

0

0

0

SA

70

69

73

71

A

11

10

4

7

NAD

0

0

0

0

D

1

2

1

0

0

0

0

0

Halton

Liverpool SD

263
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Aims and Objectives
We want our GPs and consultants
We want our policies to follow to follow the same criteria for
We want to make sure that NHS
the latest medical evidence and referring patients and providing
resources are spent in the best
clinical guidance.
treatments wherever possible.
way for all patients
SA

Southport and
Formby/South
Sefton

St Helens

Warrington

264

We want to provide GPs and
consultants with clear criteria and
guidelines to work with.

29

29

35

30

A

6

6

2

5

NAD

2

2

1

3

D

1

1

0

0

SD

1

1

1

1

SA

10

9

12

11

A

3

4

0

2

NAD

1

1

2

1

D

0

0

0

0

SD

0

0

0

0

SA

10

11

14

13

A

4

4

0

2

NAD

0

0

0

0

D

0

1

0

1

SD

1

1

2

1
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Contents - Policies
•

Cataracts

•

Surgical treatment for minor skin lesions

•

Haemorrhoidectomy

•

Surgical removal of lipoma

•

Rhinoplasty

•

Surgical revision of scars

•

Laser removal of excessive hair – Hirsutism

•

Pinnaplasty

•

Breast reduction

•

Breast enlargement

•

Breast implant removal

•

Male breast reduction

•

Laser tattoo removal

•

Tummy tuck - Abdominoplasty

•

Surgical body contouring

•

Face and brow lift

•

Male circumcision

•

Treatment for hairloss – Alopecia, male patterned baldness and hair transplantation

265
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Cataract
Cataract

Agreement level

Location

Strongly
agree

Slightly
agree

Neither
agree nor
disagree

Halton

0

1

1

1

1

4

Knowsley

7

2

1

0

4

14

Liverpool

23

10

5

9

5

52

8

3

3

5

22

1

6

9

2

1

7

12

12

15

28

116

South Sefton / Southport and Formby 3
St Helens

2

Warrington

2

Grand Total

39

266

22

Slightly
disagree

Strongly
disagree

Grand
Total
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Surgical treatment for minor skin lesions

Strongly
agree

Area

Agreement level
Neither
agree nor Slightly
disagree
disagree

Slightly
agree

Halton

Grand Total

1

Knowsley

2

1

1

Liverpool

11

5

4

South Sefton / Southport and
Formby

3

4

1

St Helens

2

1

Warrington

2

Grand Total

20

267

Strongly
disagree

12

1
1

5

2

3

25

2

5

15
3

8

4

2

4

11

55
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Haemorhoidectomy
Agreement level
Strongly
agree

Area

Neither agree Slightly
Slightly agree nor disagree disagree

Halton

0

1

0

Knowsley

3

1

0

Liverpool

10

6

3

South Sefton / Southport and
Formby

4

3

St Helens

1

Warrington
Grand Total

268

Strongly
disagree
0

Grand Total
1

2

2

6

0

3

22

0

0

4

11

1

0

0

1

0

0

0

1

2

19

12

3

0

11

45

2
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Surgical removal of Lipoma
Agreement level
Strongly
agree

Area

Neither
agree nor
disagree

Slightly
agree

Slightly
disagree

Halton

1

Knowsley

3

1

1

Liverpool

5

3

2

South Sefton / Southport and
Formby

5

2

2

St Helens

2

Warrington

1

Grand Total

17

269

Strongly
disagree

Grand Total
1
1

6

1

2

13

2

4

15
2

6

6

3

1

2

8

40

Review of your local policies. Have your say.

15

Rhinoplasty
Agreement level

Area

Strongly
agree

Neither
agree nor
disagree

Slightly
agree

Slightly
disagree

Strongly
disagree

Grand Total

Halton
Knowsley

5

1

Liverpool

7

4

3

1

3

18

South Sefton / Southport and
Formby

2

5

1

1

4

13

St Helens

2

3

Warrington

1

Grand Total

17

270

13

6

5
5

2

2

3

9

46
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Surgical revision of scars
Agreement level
Strongly
agree

Area

Neither agree Slightly
Slightly agree nor disagree disagree

Halton

1

Knowsley

4

Liverpool

9

2

2

South Sefton /
Southport and
Formby

3

3

3

St Helens

2

1

Warrington

2

Grand Total

21

271

Strongly
disagree

Grand Total
1
2

6

1

4

18

3

3

15
3

1
7

7

4

1

4

10

49
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Laser hair removal for excessive hair growth
Agreement level
Strongly
agree

Area

Neither agree Slightly
Slightly agree nor disagree disagree

Strongly
disagree

Grand Total

Halton

Knowsley

3

Liverpool

7

1

3

3

South Sefton /
Southport and
Formby

4

3

1

1

St Helens

3

1

Warrington

1

Grand Total

18

272

1

4
14

4

13

1

5

1
5

7

2
4

5

39
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Pinnaplasty – Ear Pinning
Agreement level
Strongly
agree

Area

Neither agree Slightly
Slightly agree nor disagree disagree

Halton

Grand Total

1

Knowsley

2

Liverpool

6

3

South Sefton /
Southport and
Formby

2

3

St Helens

2

1

Warrington

1

Grand Total

13

273

Strongly
disagree

1

2

8

4
3

2

5

4

3

15

8

15

1

4

3

4

16

46
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Breast reduction
Area

Agreement level

Row Labels

Strongly
agree

Neither agree Slightly
Slightly agree nor disagree disagree

Halton

Grand Total

1

1

Knowsley

4

1

1

Liverpool

7

3

1

South Sefton /
Southport and
Formby

3

5

2

St Helens

2

1

Warrington

1

Grand Total

17

274

Strongly
disagree
2

8

2

4

17

1

2

13

2

1

6
1

11

4

5

9

46
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Breast enlargement
Agreement level
Area

Neither agree
nor disagree

Strongly agree Slightly agree

Slightly
disagree

Halton

1

Knowsley

4

1

1

Liverpool

7

1

2

South Sefton /
Southport and
Formby

6

1

2

St Helens

2

2

Warrington

1

1

Grand Total

21

6

275

Strongly
disagree

Grand Total
1
6

3

1

3

16

4

13

2

7
2

5

4

9

45
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Breast implant removal
Agreement level
Strongly
agree

Area

Neither agree Slightly
Slightly agree nor disagree disagree

Halton

Grand Total

1

Knowsley

4

1

1

Liverpool

10

1

2

South Sefton /
Southport and
Formby

6

2

2

St Helens

3

1

Warrington

1

Grand Total

25

276

Strongly
disagree

6

1

2

15

2

13
4

1
5

1

6

2

1

3

5

43
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Male breast reduction
Ageement level
Strongly
agree

Area

Neither agree Slightly
Slightly agree nor disagree disagree

Strongly
disagree

Halton

Grand Total
2

2

Knowsley

2

2

1

5

Liverpool

10

2

2

14

1

4

1

5

1

4

9

35

South Sefton /
Southport and
Formby

1

St Helens

3

Warrington

1

1

1

Grand Total

17

5

3

277

2
1
1
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Laser tattoo removal
Agreement level
Area

Strongly
agree

Neither agree Slightly
Slightly agree nor disagree disagree

Strongly
disagree

Grand Total

Halton
Knowsley

6

1

Liverpool

8

3

South Sefton /
Southport and
Formby

5

2

St Helens

2

2

Warrington

2

Grand Total

23

278

7
1

2

3

15

4

13
4

1
4

8

3
1

7

43
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Tummy tuck
Agreement level
Area

Strongly
agree

Neither agree Slightly
Slightly agree nor disagree disagree

Halton

Grand Total

1

1

Knowsley

2

3

Liverpool

8

1

3

South Sefton /
Southport and
Formby

5

1

2

St Helens

3

Warrington

1

Grand Total

19

279

Strongly
disagree
1

6

1

2

15

1

3

12
3

6

6

2

2

3

8

41
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Body contouring
Agreement level

Strongly
agree

Area

Neither agree Slightly
Slightly agree nor disagree disagree

Halton

Strongly
disagree

Grand Total

1

1
6

Knowsley

3

1

1

1

Liverpool

9

1

3

1

2

16

South Sefton /
Southport and
Formby

4

2

3

1

2

12

St Helens

2

1

Warrington

2

Grand Total

20

280

5

3
1

1

10

5

4

4

44
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26

Face and brow lift
Agreement level
Strongly
agree

Area

Neither agree Slightly
Slightly agree nor disagree disagree

Strongly
disagree

Halton
Knowsley

3

1

Liverpool

8

3

South Sefton /
Southport and
Formby

3

1

St Helens

2

Warrington

2

Grand Total

18

281

2

4

Grand Total
1

1

2

6

4

17

1

9

1
5

7

3
3

1

3

8

41
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Male circumcision
Agreement level
Area

Strongly agree

Neither agree
nor disagree

Slightly agree

Halton

2

Knowsley

4

Liverpool

11

1

South Sefton /
Southport and
Formby

3

1

St Helens

4

1

Warrington

2

2

Grand Total

27

5

282

Strongly
disagree

Grand Total
2

4
4

3

5

20

4
1

6

4
3

8

43
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Treatment for hair loss – Alopecia, male patterned
baldness and hair transplantation
Agreement level
Area

Strongly agree Slightly agree

Neither agree
nor disagree

Slightly
disagree

Strongly
disagree

Grand Total

Halton
Knowsley

6

Liverpool

8

4

1

South Sefton /
Southport and
Formby

2

4

2

St Helens

2

2

Warrington

2

2

Grand Total

21

283

1

8

5

7

1

1

2

16

2

10

4

39
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Appendix 7

Overall Survey and Focus Group results
Suite 1 and 2 policies
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Survey results
Respondent Profiles

286

2

Respondent types
Response percent Response total
As a member of the public
94.12%
On behalf of an organisation (private or voluntary
5.88%
/ charity)

176
11

Organisations
Merseyside Jewish Care and Childwall Hebrew Congregation
Bridge Community Centre L4 9rg
Ravenhead Foyer
Liverpool Muslim Society
Sanctuary Family Support
Parkinson's UK Southport and District Branch
Central Mersey Local Optical Committee
Faiths4Change-Charity
Saints community foundation
Healthwatch Knowsley and Knowsley Older Peoples Voice
Changing Faces

287
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Respondent types
NHS Organisation e.g. local hospital
Voluntary / Charitable organisation e.g. HealthWatch
None
Any other organisation (please specify)

Response Response
percent
total
17.61%
31
12.50%
22
61.93%
109
7.95%
14

Total of respondents

187

Statistics based number of response

176

Filtered

0

Skipped

11

288
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Respondent types
NHS Organisation e.g. local hospital
Voluntary / Charitable organisation e.g. HealthWatch
None
Any other organisation (please specify)

Response Response
percent
total
17.61%
31
12.50%
22
61.93%
109
7.95%
14

Total of respondents

187

Statistics based number of response

176

Filtered

0

Skipped

11

289
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Respondent types
Please tell us if you care for someone and how old they are.
No
Yes (Please give the age of the person you care for)

Response Response
percent
total
77.96%
145
22.04%
41

Age of person being cared for
0-9

10-19

20-29

30-39

40-49

10%

50-59

7%

60-69

70-79

80-89

90-99

2%

7%
5%

21%

14%

24%

290
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Respondent types
What is your age?
10 - 14
15 - 19
20 - 24
25 - 29
30 - 34
35 - 39
40 - 44
45 - 49
50 - 54
55 - 59
60 - 64
65 - 69
70 - 74
75 - 79
80+

291

Response percent
Response total
0.00%
1.66%
2.21%
3.87%
3.31%
4.97%
6.08%
8.84%
7.18%
13.26%
11.60%
17.68%
8.29%
5.52%
5.52%

0
3
4
7
6
9
11
16
13
24
21
32
15
10
10
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Respondent types
What is your religion or belief?
Hinduism
Christianity
Judaism
Buddhism
Islam
Sikhism
Atheist / no religion
Prefer not to say
Other, please state

Response percent Response total
0.53%
1
55.61%
104
1.07%
2
0.53%
1
2.14%
4
0.00%
0
23.53%
44
10.16%
19
6.42%
12

What is your gender?
Male
Female
Intersex
Prefer not to say
Other

Response percent Response total
35.29%
66
59.36%
111
0.00%
0
4.81%
9
0.53%
1
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Respondent types
Have you ever identified as a transgender or trans
person? Equality organisations use the terms
“transgender” and “trans” as inclusive umbrella
terms for a diverse range of people who find their
gender identity differs in some way from the sex
they were originally assumed to be at birth.
Yes
No
Prefer not to say

Response percent Response total
0.53%
1
94.12%
176
5.35%
10

What is your sexual orientation?
Heterosexual (people of the opposite sex)
Gay (both men)
Lesbian (both female)
Bisexual (people of either sex)
Prefer not to say

Response percent Response total
83.42%
156
2.14%
4
0.53%
1
1.07%
2
12.83%
24

293
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Respondent types
What is your relationship status?
Married
Single
Divorced
Live with Partner
Separated
Widowed
Civil Partnership
Other

Response percent
52.17%
20.11%
5.98%
7.61%
1.63%
8.15%
0.00%
4.35%

Response total
96
37
11
14
3
15
0
8

We need to know we’ve spoken to women
who are pregnant or have recently given
birth. Please tick as appropriate
Response percent
Response total
Currently pregnant
0.00%
Given birth within the last 26 week period
0.89%
Given birth within the last 27 to 52 week period
0.89%
Plan to become pregnant within the next 6
months
1.79%
No plans to become pregnant in the next 6
months
75.89%
Prefer not to say
20.54%

294

0
1
1
2
85
23
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Respondent types
Do you consider yourself to have a disability? (The Equality Act 2010 states a person has
a disability if they have a physical or mental impairment which has a long term (12 month
period or longer) or substantial adverse effects on their ability to carry out day to day
activities).

Response
percent

Response
total

I do not consider myself to have a disability

69.52%

130

Physical impairment

8.56%

16

Sensory impairment

1.60%

3

Mental health need

2.67%

5

Learning disability or difficulty

0.53%

1

Long term illness

11.76%

22

Prefer not to say

7.49%

14

Other (please state)

3.21%

6
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11

Respondent volume by area
Southport and Out of area
Forby/South
1%
Sefton/Knowsley
0%

Area
Knowsley
Liverpool
St Helens
Halton
Southport and
Forby/South Sefton
Warrington
Southport and
Forby/South
Sefton/Knowsley
Out of area
No area given

296

Volume
20
84
14
7

Percentage
11%
45%
8%
4%

37
17

20%
9%

1
1
5

1%
1%
3%

Respondents location
No area given
3%

Warrington
9%

Knowsley
11%

Southport and
Forby/South Sefton
20%

Liverpool
45%
Halton
4%

St Helens
7%

Review of your local policies. Have your say.

12

Review of your local policies. Have your say.

Policy Survey Results
Including all seven CCG results

297

13

Number of responses per policy
Response percent

Response total

Cataract Surgery

62.03%

116

Surgical and laser treatments for minor skin lesions

29.41%

55

Rectal Surgery & Removal of Haemorrhoidal Skin Tags - Haemorrhoidectomy

24.06%

45

Removal of ‘fatty tissues’ - Surgical Treatment for Removal of Lipoma in Secondary Care

21.39%

40

Surgery to Reshape the Nose ‘nose job’ - Rhinoplasty

24.60%

46

Surgery to improve or correct scars - Surgical revision of scars

26.20%

49

Hair Removal Treatments including Depilation and Laser Treatment or Electrolysis – for Hirsutism

20.86%

39

Ear pinning - Pinnaplasty

24.60%

46

Breast reduction - Female reduction of mammoplasty

24.60%

46

Breast Enlargement - Augmentation Mammoplasty

24.06%

45

Removal of Breast Implants

22.99%

43

Male Breast Reduction

18.72%

35

Laser Tattoo Removal

22.99%

43

‘Tummy tuck’ - Abdomioplasty and Apronectomy

21.93%

41

Removal of excess skin - Cosmetic Surgery for Body Contouring

23.53%

44

Face and Brow Lift - Rhytidectomy

21.93%

41

Male Circumcision – For Clinical Reasons only

22.99%

43

Treatments for hairloss - 3 policies merging into 1 including Alopecia, Male Patterned Baldness and Hair Transplantation

20.86%

39

298
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Cataract
Have you: Please tick all that apply to you

Response percent

Response total

Received this treatment

21.55%

25

Had a close family member receive this treatment

40.52%

47

Had a close friend receive this treatment

11.21%

13

I am aware of it, but have not used it

44.83%

52

To what extent do you agree with the proposed criteria for this
policy?

Response percent

Response total

Strongly agree

33.62%

39

Slightly agree

18.97%

22

Neither agree nor disagree

10.34%

12

Slightly disagree

12.93%

15

Strongly disagree

24.14%

28

299
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15

Cataract – Reason for Agreement or Disagreement
Theme
Fully agree and feel confident with all the new criteria/policies

Volume

Percentage
12

13.95%

7

8.14%

Consider the impact on patient's quality of life if these procedures are removed/not
available

38

44.19%

Do not fully understand the criteria/policies and they need to be made clearer

11

12.79%

The procedure should only be available for medical reasons on the NHS

1

1.16%

More awareness/education is needed in the general public around the policy

1

1.16%

Tax payers pay for this service and are entitled to it/existing NHS funding should cover
costs of treatment

4

4.65%

The policy is masking a hidden agenda i.e. cost savings

4

4.65%

More awareness/education is needed in the general public around patient conditions

2

2.33%

Referral is important

2

2.33%

Do not agree or feel confident with some or all of new criteria/policies

4

4.65%

Do not agree or feel confident with some or all of new criteria/policies

300

These comments were as a result
of a media outlet reporting that this
surgery might become unavailable.
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16

Cataract – Suggestion for policy
Theme

Volume

Percentage

Easy referral is important

6

16.22%

Consider the impact on patient's quality of life if these procedures are
removed/not available

4

10.81%

Do not agree or feel confident with some or all of new criteria/policies
– Concerns this procedure might be removed as a result of media
article

20

54.05%

More awareness/education is needed in the general public around
patient conditions

1

2.70%

The policy is masking a hidden agenda i.e. cost savings

1

2.70%

Do not fully understand the criteria/policies and they need to be made
clearer – examples of clinical measurements to be included

5

13.51%

301
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17

Cataract – Sample comments
Answering lifestyle questions might not always tell you if you need this doing.

In many cases cataract treatment is essential to prevent further deterioration
I feel it should be a right for everyone to have this surgery to enhance their current life style
or improve it for their independence
Will reduce numbers of inappropriate procedures undertaken
Individuals lifestyles differ a great deal and individual circumstances and lifestyle should be
taken into account.
It makes the process more straightforward
I feel that this surgery can have a life changing effect if successful
The degree of visual impairment should not be extreme as older people who may already
have problems with balance or hearing may rely more on eyesight.
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18

Surgical and Laser treatments for minor skin lesion
Have you: Please tick all that apply to you

Response percent

Response total

Received this treatment

27.27%

15

Had a close family member receive this treatment

20.00%

11

9.09%

5

50.91%

28

Had a close friend receive this treatment
I am aware of it, but have not used it
To what extent do you agree with the proposed criteria for this
policy?

Response percent

Response total

Strongly agree

36.36%

20

Slightly agree

21.82%

12

Neither agree nor disagree

14.55%

8

Slightly Disagree

7.27%

4

Strongly disagree

20.00%

11

303
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19

Surgical and Laser treatments for minor skin lesion
– Reasons for agreement and disagreement
Theme

Volume

Percentage

Fully agree and feel confident with all the new criteria/policies

2

11.11%

Psychological problems could occur if issue(s) left untreated

4

22.22%

Consider the impact on patient's quality of life if these procedures are
removed/not available

2

11.11%

Do not fully understand the criteria/policies and they need to be made clearer

1

5.56%

Do not agree with age requirement change

4

22.22%

Do not agree or feel confident with some or all of new criteria/policies

2

11.11%

The policy is masking a hidden agenda i.e. cost savings

1

5.56%

Tax payers pay for this service and are entitled to it/existing NHS funding
should cover costs of treatment

2

11.11%
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20

Surgical and Laser treatments for minor skin lesion –
Changes to the proposed policy you would recommend
Theme

Total

Percentage

Do not agree or feel confident with some or all of new criteria/policies

5

31.25%

Referral is important

3

18.75%

More awareness/education is needed in the general public around the policy

1

6.25%

More awareness/education is needed in the general public around patient conditions

1

6.25%

Do not agree with age requirement change

3

18.75%

Psychological problems could occur if issue(s) left untreated

1

6.25%

Do not want to be treated by a private company

1

6.25%

The policy is masking a hidden agenda i.e. cost savings

1

6.25%
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21

Surgical and Laser treatments for minor skin lesion
– Sample comments
The most serious cases will be funded.
Skin lesions in children, were not facial, but still visible, still require removal if they impact on the appearance of the child e.g. A prominent
visible mole which grows as the child grows.
makes sense to clarify, evidence based, not cosmetic
This procedure should be commissioned at a primary care level
What may appear to the patient or others to be a "minor skin lesion" may actually be malignant melanoma, actinic ketatosis or basal cell
carcinoma, or any one of hundreds of other skin conditions. Diagnosis is complex and calls for great experience and skill on the part of
the diagnostician. Any skin abnormality should be examined quickly by an expert, and should not be dismissed as unnecessary worry,
especially in the case of children and the elderly.
All skin lesions shoud be candidate for removal as they affect people's sense of wellbeing with their own bodies.
I would support this if it were still possible for GPs to conduct minor surgery
There can be lesions that cause irritation which are not visible. These may not be covered as it suggested only facial ones were
considered. I have had ones that became partly detached and infected around my bra line.
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22

Rectal Surgery & Removal of Haemorrhoidal Skin
Tags - Haemorrhoidectomy
Have you: Please tick all that apply to you

Response
percent

Response
total

Received this treatment

4.44%

2

Had a close family member receive this treatment

4.44%

2

Had a close friend receive this treatment

8.89%

4

82.67%

39

I am aware of it, but have not used it

To what extent do you agree with the proposed criteria for this policy?

Response
percent

Response
total

Strongly agree

42.22%

19

Slightly agree

26.67%

12

Neither agree nor disagree

6.67%

3

Slightly disagree

2.22%

1

Strongly disagree

22.22%

10
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23

Rectal Surgery & Removal of Haemorrhoidal Skin Tags Haemorrhoidectomy – Reasons for agreement and
disagreement
Theme

Volume

Percentage

Fully agree and feel confident with all the new criteria/policies

2

10.00%

Do not agree or feel confident with some or all of new criteria/policies

8

40.00%

Consider the impact on patient's quality of life if these procedures are
removed/not available

3

15.00%

Referral is important

2

10.00%

More awareness/education is needed in the general public around
patient conditions

1

5.00%

Tax payers pay for this service and are entitled to it/existing NHS funding
should cover costs of treatment

2

10.00%

The policy is masking a hidden agenda i.e. cost savings

2

10.00%
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24

Rectal Surgery & Removal of Haemorrhoidal Skin Tags Haemorrhoidectomy – Changes to the proposed policy
you would recommend
Theme

Volume

Percentage

Fully agree and feel confident with all the new criteria/policies

1

7.14%

Do not agree or feel confident with some or all of new criteria/policies

5

35.71%

Referral is important

2

14.29%

Psychological assessment should be carried out on all patients before a decision
is made

1

7.14%

Consider the impact on patient's quality of life if these procedures are
removed/not available

1

7.14%

More awareness/education is needed in the general public around patient
conditions

2

14.29%

More respect for the condition/procedure is needed by staff

1

7.14%

The policy is masking a hidden agenda i.e. cost savings

1

7.14%
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25

Rectal Surgery & Removal of Haemorrhoidal Skin
Tags - Haemorrhoidectomy – Sample comments
Once again the logical approach as serious issues will be funded.
The policy needs tightening to be consistent with the evidence and save costs
As the proposal suggests there are many other options to offer before a need to operate

This is a condition that can be coped with but would ease strain if carried out
in line with evidence
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26

Removal of ‘fatty tissues’ - Surgical Treatment for
Removal of Lipoma in Secondary Care
Have you: Please tick all that apply to you
Received this treatment

Response
percent

Response
total

10.00%

4

Had a close family member receive this treatment

5.00%

2

Had a close friend receive this treatment

5.00%

2

80.00%

34

I am aware of it, but have not used it

To what extent do you agree with the proposed criteria for this policy?

Response
percent

Response
total

Strongly agree

42.50%

17

Slightly agree

15.00%

6

Neither agree nor disagree

15.00%

6

Slightly disagree

7.50%

3

Strongly disagree

20.00%

8
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27

Removal of ‘fatty tissues’ - Surgical Treatment for
Removal of Lipoma in Secondary Care – Reasons for
agreeing and disagreeing
Theme

Volume

Percentage

Fully agree and feel confident with all the new criteria/policies

2

11.76%

Do not agree or feel confident with some or all of new criteria/policies

7

41.18%

Do not fully understand the criteria/policies and they need to be made clearer

1

5.88%

By not spending money on this treatment the NHS will spend more money on other
services

1

5.88%

Policies do not cover certain conditions/illness (e.g. mental health)

1

5.88%

The policy is masking a hidden agenda i.e. cost savings

1

5.88%

More respect for the condition/procedure is needed by staff

1

5.88%

Tax payers pay for this service and are entitled to it/existing NHS funding should
cover costs of treatment

1

5.88%

The procedure should only be available for medical reasons on the NHS

2

11.76%
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28

Removal of ‘fatty tissues’ - Surgical Treatment for
Removal of Lipoma in Secondary Care – changes to
proposed policy you would recommend
Theme

Volume

Percentage

Do not agree or feel confident with some or all of new criteria/policies

3

25.00%

Do not fully understand the criteria/policies and they need to be made clearer

1

8.33%

More awareness/education is needed in the general public around the policy

1

8.33%

More awareness/education is needed in the general public around patient conditions

1

8.33%

The procedure should only be available for medical reasons on the NHS

4

33.33%

More respect for the condition/procedure is needed by staff

1

8.33%

The policy is masking a hidden agenda i.e. cost savings

1

8.33%
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29

Removal of ‘fatty tissues’ - Surgical Treatment for
Removal of Lipoma in Secondary Care – Sample
comments
Once again, you would not go for this treatment, only as a last resort
Biopsy first punch biopsy to ascertain histology.

More important
Financial grounds, down to the patient.
See first comment
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30

Rhinoplasty – Surgical reshape of the nose
Have you: Please tick all that apply to you
Received this treatment
Had a close family member receive this treatment
Had a close friend receive this treatment
I am aware of it, but have not used it

10) (*) To what extent do you agree with the proposed criteria for this policy?

Response
percent

Response
total

2.17%

1

15.22%

7

6.52%

3

76.09%

35

Response
percent

Response
total

Strongly agree

36.96%

17

Slightly agree

28.26%

13

Neither agree nor disagree

10.87%

5

Slightly disagree

4.35%

2

Strongly disagree

19.57%

9
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31

Rhinoplasty – Surgical reshape of the nose –
Reasons for agreeing and disagreeing
Theme

Volume

Percentage

Fully agree and feel confident with all the new criteria/policies

2

5.71%

Do not agree or feel confident with some or all of new criteria/policies

7

20.00%

Do not fully understand the criteria/policies and they need to be made clearer

1

2.86%

The procedure should only be available for medical reasons on the NHS

7

20.00%

Correction surgery as a result of private surgery should not be available on the NHS

2

5.71%

Everyone should be treated equally/fairly

2

5.71%

Do not agree with age requirement change

7

20.00%

Psychological assessment should be carried out on all patients before a decision is
made

1

2.86%

Psychological problems could occur if issue(s) left untreated

3

8.57%

Tax payers pay for this service and are entitled to it/existing NHS funding should
cover costs of treatment

1

2.86%

Consider the impact on patient's quality of life if these procedures are removed/not
available

2

5.71%
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32

Rhinoplasty – Surgical reshape of the nose –
Changes for proposed policy you would recommend
Theme

Volume

Percentage

Do not agree or feel confident with some or all of new criteria/policies

7

25.93%

Do not fully understand the criteria/policies and they need to be made clearer

1

3.70%

Do not agree with age requirement change

5

18.52%

Correction surgery as a result of private surgery should not be available on the NHS

1

3.70%

Psychological problems could occur if issue(s) left untreated

5

18.52%

Consider the impact on patient's quality of life if these procedures are removed/not
available

6

22.22%

The procedure should only be available for medical reasons on the NHS

2

7.41%
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33

Rhinoplasty – Surgical reshape of the nose – Sample
comments
I don't think that rhinoplasty should be available to anyone unless they have suffered very
serious injury or birth deformity.
Anyone over the age of 16 who wants a"nose job" should have to fund it themselves
This should only be available in extreme cases
I don’t think this is a medical requirement or should be available on NHS
I am struggling to understand the rationale of removing the separate criteria for children
under 16 years on the grounds of equality of access. I believe that the negative impact of
disfigurement to children is greater and can have life long consequences. Indicating that
there will be psychological remedy for these impacts is dishonest and would be rendered
unnecessary by early intervention.
Makes sense to clarify, evidence based, not cosmetic
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34

Surgical Revision of Scars
Have you: Please tick all that apply to you

Response
percent

Response
total

Received this treatment

2.04%

1

Had a close family member receive this treatment

4.08%

2

Had a close friend receive this treatment

8.16%

4

85.71%

42

I am aware of it, but have not used it

To what extent do you agree with the proposed criteria for this policy?

Response
percent

Response
total

Strongly agree

42.86%

21

Slightly agree

14.29%

7

Neither agree nor disagree

14.29%

7

Slightly disagree

8.16%

4

Strongly disagree

20.41%

10
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35

Surgical Revision of Scars – Reasons for agreeing
and disagreeing
Theme

Volume

Percentage

Do not agree with age requirement change

2

5.26%

Consider the impact on patient's quality of life if these procedures are removed/not
available

5

13.16%

Fully agree and feel confident with all the new criteria/policies

7

18.42%

Psychological problems could occur if issue(s) left untreated

8

21.05%

The decision for the procedure should be made by health care professionals

2

5.26%

Do not agree or feel confident with some or all of new criteria/policies

4

10.53%

By not spending money on this treatment the NHS will spend more money on
other services

2

5.26%

5

13.16%

Tax payers pay for this service and are entitled to it/existing NHS funding should
cover costs of treatment

2

5.26%

Everyone should be treated equally/fairly

1

2.63%

Concerns around how patients are evaluated for procedures/feeling that
evaluation processes are not accurate enough or consider all of the variables
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36

Surgical Revision of Scars – Changes to proposed
policy you would recommend
Theme

Volume

Percentage

Psychological assessment should be carried out on all patients before a decision is made

1

6.25%

The decision for the procedure should be made by health care professionals

1

6.25%

The decision for the procedure should be made by health care professionals

1

6.25%

Do not agree with age requirement change

1

6.25%

Psychological problems could occur if issue(s) left untreated

1

6.25%

Concerns around how patients are evaluated for procedures/feeling that evaluation processes are not accurate enough or
consider all of the variables

3

18.75%

Fully agree and feel confident with all the new criteria/policies

1

6.25%

Everyone should be treated equally/fairly

1

6.25%

Alternative options/support to surgery should be offered

2

12.50%

Referral is important

1

6.25%

Do not agree with age requirement change

1

6.25%

More respect for the condition/procedure is needed by staff

1

6.25%

Do not agree or feel confident with some or all of new criteria/policies

1

6.25%
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37

Surgical Revision of Scars – Sample comments
it is clear and acceptable
The impact on quality of life and mental health of scars is a inevitably a subjective manner and should be left to the discretion of
the doctor in consultation with the patient .
makes sense to clarify, evidence based, not cosmetic
The criteria doesnt allow for enough flexibility or discretion to be applied by the clinician. The cost to the individual and the taxpayer
if an individual is likely to be affected psychologically, which in turn could lead to a requirement to need treatment for depression
and impact economic contribution of the individual, could be greater than the cost of treating the issue.
Scarring can be vastly more distressing than is normally realised, especially wben it results from criminal activity, e.g. children
scarred through dog attacks, slashing/stabbing, acid attacks, vehicle attacks in which the scarred person was an innocent party,
scarring caused by incompetent cosmetic surgery, scarring due to the surgeon being competent in his own field but not in the field
of cosmetic surgery, e.g. scars following heart pacemaker implants, and even circumcision scarring.
Unless causing pain or for assistance I. Healing should not be considered
Scar removal will improve the quality of life of the individual concerned. The assessment to determine whether such treatment
should be undertaken should be based mainly on the GP's assessment of the individual's mental and physical wellbeing.
"Severe" seems like quite a high bar when someone has had a disfiguring accident.
Would question the cost savings of excluding under 16s, when factoring in psychology costs and impact on social development
I agree that fair treatment is necessary for all. I do however believe that there are major psychological considerations where scars
are involved and revisions should be something that anyone with severe scarring can access without having to make an individual
application.
Should only be available to improve functionality or following sever injury
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38

Hair Removal Treatments including Depilation and
Laser Treatment or Electrolysis – for Hirsutism
Have you: Please tick all that apply to you

Response
percent

Response
total

Received this treatment

5.13%

2

Had a close family member receive this treatment

7.69%

3

Had a close friend receive this treatment

5.13%

2

82.05%

32

I am aware of it, but have not used it

To what extent do you agree with the proposed criteria for this policy?

Response
percent

Response
total

Strongly agree

46.15%

18

Slightly agree

12.82%

5

Neither agree nor disagree

17.95%

7

Slightly disagree

10.26%

4

Strongly disagree

12.82%

5
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39

Hair Removal Treatments including Depilation and Laser
Treatment or Electrolysis – for Hirsutism – Reasons for
agreeing and disagreeing
Theme

Volume

Percentage

The procedure should not be available on the NHS under any circumstances

3

15.00%

Fully agree and feel confident with all the new criteria/policies

3

15.00%

The procedure should only be available for medical reasons on the NHS

1

5.00%

Psychological problems could occur if issue(s) left untreated

3

15.00%

Consider the impact on patient's quality of life if these procedures are removed/not
available

3

15.00%

Object to the link to BMI/BMI is too low/more accurate way of measuring is needed

3

15.00%

Consider the impact on patient's quality of life if these procedures are removed/not
available

2

10.00%

Do not agree or feel confident with some or all of new criteria/policies

1

5.00%

Tax payers pay for this service and are entitled to it/existing NHS funding should cover
costs of treatment

1

5.00%
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40

Hair Removal Treatments including Depilation and Laser
Treatment or Electrolysis – for Hirsutism – Changes to
proposed policy you would recommend
Themes

Volume

Percentage

Object to the link to BMI/BMI is too low/more accurate way of measuring is needed

1

11.11%

Do not agree or feel confident with some or all of new criteria/policies

1

11.11%

The procedure should not be available on the NHS under any circumstances

2

22.22%

The procedure should only be available for medical reasons on the NHS

4

44.44%

Alternative options/support to surgery should be offered

1

11.11%
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41

Hair Removal Treatments including Depilation and Laser
Treatment or Electrolysis – for Hirsutism – Sample
comments

I do not think that purely cosmetic procedures should be funded by nhs
Unless needed to be removed urgently due to health reasons
makes sense to clarify, evidence based, not cosmetic
Strongly object to the link to BMI , no clinical reason and a disgraceful attack on vulnerable members of the community
PAID PRIVATE NOT ON THE NHS...
The BMI requirement seems harsh. If someone has this and it affects their self esteem it could be harder for them to adapt to healther
eating and lifestyle.
I feel that patients with an endocrine disorder causing hirsutism should still be able to access these hair removal treatments, subject to
the previous criteria.
It was hard enough to be considered for this treatment as a sufferer of Polycystic Ovaries syndrome and even when I did the six sessions
provided are not enough to give long-lasting results. The effects hirsutism has on my mental health have been detrimental and I am
undergoing other NHS treatment to deal with the depression. Money would be better spent providing the treatment so that ongoing costs
for Mental Health difficulties are not racked up. I can assure you that more money has been spent on me for Mental Health difficulties
owing to the delay and lack of treatment for hirsutism than would be spent on ongoing laser hair removal.
Shouldn't be available on NHS
For some people it can be very unpleasant. I am hirsute but have fair hair. I know of friends who had dark hair which can be distressing
for teenagers.
There are lots of ways you can remove excess hair for cosmetic reasons and not all are really expensive.
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42

Ear Pinning – Pinnaplasty
Have you: Please tick all that apply to you

Response
percent

Response
total

Received this treatment

8.70%

4

Had a close family member receive this treatment

6.52%

3

Had a close friend receive this treatment

6.52%

3

78.26%

36

I am aware of it, but have not used it

To what extent do you agree with the proposed criteria for this policy?

Response
percent

Response
total

Strongly agree

28.26%

13

Slightly agree

17.39%

8

Neither agree nor disagree

10.87%

5

Slightly disagree

8.70%

4

Strongly disagree

34.78%

16

327

Review of your local policies. Have your say.

43

Ear Pinning – Pinnaplasty – Reasons for agreeing
and disagreeing
Theme

Volume

Percentage

The procedure should not be available on the NHS under any circumstances

3

6.25%

Fully agree and feel confident with all the new criteria/policies

1

2.08%

Psychological assessment should be carried out on all patients before a decision is
made

3

6.25%

Psychological problems could occur if issue(s) left untreated

12

25.00%

Consider the impact on patient's quality of life if these procedures are removed/not
available

13

27.08%

Do not agree or feel confident with some or all of new criteria/policies

3

6.25%

Do not agree with age requirement change

8

16.67%

Tax payers pay for this service and are entitled to it/existing NHS funding should
cover costs of treatment

1

2.08%

By not spending money on this treatment the NHS will spend more money on other
services

3

6.25%

The policy is masking a hidden agenda i.e. cost savings

1

2.08%

328

Review of your local policies. Have your say.

44

Ear Pinning – Pinnaplasty – Changes to proposed
policy you would recommend
Theme

Volume

Percentage

The procedure should only be available for medical reasons on the NHS

1

4.76%

Do not agree with age requirement change

1

4.76%

The decision for the procedure should be made by health care professionals

1

4.76%

Do not agree with age requirement change

6

28.57%

Psychological problems could occur if issue(s) left untreated

2

9.52%

The decision for the procedure should be made by health care professionals

1

4.76%

Do not agree or feel confident with some or all of new criteria/policies

4

19.05%

Do not change the criteria/policy

3

14.29%

The procedure should not be available on the NHS under any circumstances

2

9.52%

329

Review of your local policies. Have your say.

45

Ear Pinning – Pinnaplasty – Sample comments
The psychological impact of any condition should not be underestimated. Your policy risk being discriminatory if it does not give clear
guidelines about access to surgery based on psychological distress. It should not be assumed that this approach is a way of 'getting
around things' neither should this become onerous to local mental health services- ie psychiatric assessment needed. Health
psychologists should be able to make this assessment.
I am struggling to understand the rationale of removing the separate criteria for children under 16 years on the grounds of equality of
access. I believe that the negative impact of disfigurement to children is greater and can have life long consequences. Indicating that
there will be psychological remedy for these impacts is dishonest and would be rendered uneccesary by early intervention.
Children under 16yrs should be able to have this procedure if they are not coping psychololical also added pressure by other children can
be so cruel.
I received this surgery as a young teenager . it changed my life as I had been very self conscious of my 'jug ears ' and had been bullied
about them
The cost to the individual of potential harmful affects to their self-esteem, and for children the risk of bullying, could be far greater than
treating the condition.
Ear pinning can dramatically improve the quality of life of the individual concerned. The assessment to determine whether such treatment
should be undertaken should be based mainly on the GP's assessment of the individual's mental and physical wellbeing.
I had this procedure (although under general anaesthetic) when I was an introverted 15-year-old and I dread to think of how my
confidence levels would have been affected up to this day had I not had it done. It was seriously life-changing to me and so restricting the
availability of the procedure is of concern.
this could lead to more demand on mental health cases
I strongly disagree with this change, as a teacher I see a number of students aged between 11 and 16 struggle phsychologicaly with this
issue but who are getting treatment needed and have seen students then have the confidence to thrive fully within education because
they no longer have to think and worry about this issue.
Would not provide this on nhs
I think this will result in a finance driven decision. The psychological impact of not being able to have this op are devastating to the
individual.
Depends on the individual circumstances e.g personality, are they being bullied?

330
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46

Female Breast Reduction
Have you: Please tick all that apply to you

Response
percent

Response
total

Received this treatment

0.00%

0

Had a close family member receive this treatment

6.52%

3

Had a close friend receive this treatment

6.52%

3

86.96%

40

I am aware of it, but have not used it

To what extent do you agree with the proposed criteria for this policy?

Response
percent

Response
total

Strongly agree

36.96%

17

Slightly agree

23.91%

11

8.70%

4

Slightly adsagree

10.87%

5

Strongly disagree

19.57%

9

Neither agree nor disagree

331

Review of your local policies. Have your say.

47

Female Breast Reduction – Reasons for agreeing or
disagreeing
Theme

Volume

Percentage

The procedure should not be available on the NHS under any circumstances

2

7.69%

Do not agree with age requirement change

3

11.54%

The policy is masking a hidden agenda i.e. cost savings

1

3.85%

The procedure should only be available for medical reasons on the NHS

2

7.69%

Fully agree and feel confident with all the new criteria/policies

2

7.69%

Concerns around how patients are evaluated for procedures/feeling that evaluation processes are not
accurate enough or consider all of the variables – e.g changing age is not valid

5

19.23%

Psychological assessment should be carried out on all patients before a decision is made

1

3.85%

Object to the link to BMI/BMI is too low/more accurate way of measuring is needed

3

11.54%

Do not agree or feel confident with some or all of new criteria/policies

1

3.85%

Tax payers pay for this service and are entitled to it/existing NHS funding should cover costs of treatment

1

3.85%

Physical problems could occur if issue(s) left untreated

4

15.38%

Psychological problems could occur if issue(s) left untreated

1

3.85%
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48

Female Breast Reduction – Changes to proposed
policy you would recommend
Theme

Volume

Percentage

Fully agree and feel confident with all the new criteria/policies

1

5.88%

Do not agree or feel confident with some or all of new criteria/policies

3

17.65%

Physical problems could occur if issue(s) left untreated

2

11.76%

Psychological problems could occur if issue(s) left untreated

1

5.88%

Do not agree with age requirement change

1

5.88%

The procedure should not be available on the NHS under any circumstances

1

5.88%

Object to the link to BMI/BMI is too low/more accurate way of measuring is needed

3

17.65%

Concerns around how patients are evaluated for procedures/feeling that evaluation processes are
not accurate enough or consider all of the variables – changes to age

3

17.65%

Psychological assessment should be carried out on all patients before a decision is made

1

5.88%

Do not change the criteria

1

5.88%
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Review of your local policies. Have your say.

49

Female Breast Reduction – Sample comments
I had a friend who had this surgery under nhs & didnt really need it - waste of public money
I think that the change from 18 to 21 is to save money. I do not see why a girl with problems in this area needs to wait for three years,
especially at a sensitive and socially important age. I would expect a consultation to explore the ideas of waiting, but I think if there are
problems and the patient wants to do this there should not be a reason to have an embargo on this.
Should only be carried out for health reasons not cosmetic

334

Review of your local policies. Have your say.

50

Breast Enlargement
Have you: Please tick all that apply to you

Response
percent

Response
total

Received this treatment

0.00%

0

Had a close family member receive this treatment

0.00%

0

Had a close friend receive this treatment

4.65%

2

95.35%

41

I am aware of it, but have not used it

To what extent do you agree with the proposed criteria for this policy?

Response
percent

Response
total

Strongly agree

58.14%

25

Slightly agree

11.63%

5

Neither agree nor disagree

13.95%

6

Slightly disagree

4.65%

2

Strongly disagree

11.63%

5

335

Review of your local policies. Have your say.

51

Breast Enlargement – Reasons for agreeing and
disagreeing
Theme

Volume

Percentage

Fully agree and feel confident with all the new criteria/policies

4

18.18%

Do not agree or feel confident with some or all of new criteria/policies

1

4.55%

Physical problems could occur if issue(s) left untreated

1

4.55%

Psychological problems could occur if issue(s) left untreated

3

13.64%

Do not agree with age requirement change

2

9.09%

Consider the impact on patient's quality of life if these procedures are removed/not
available

1

4.55%

Tax payers pay for this service and are entitled to it/existing NHS funding should
cover costs of treatment

1

4.55%

The procedure should not be available on the NHS under any circumstances

4

18.18%

Object to the link to BMI/BMI is too low/more accurate way of measuring is needed

1

4.55%

Psychological assessment should be carried out on all patients before a decision is
made

4

18.18%
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52

Breast Enlargement – Changes to proposed policy
you would recommend
Theme

Volume

Percentage

Do not agree or feel confident with some or all of new criteria/policies

1

10.00%

Do not fully understand the criteria/policies and they need to be made clearer

1

10.00%

The procedure should only be available for medical reasons on the NHS

2

20.00%

Do not agree with age requirement change

2

20.00%

The procedure should not be available on the NHS under any circumstances

1

10.00%

Object to the link to BMI/BMI is too low/more accurate way of measuring is needed

2

20.00%

Psychological assessment should be carried out on all patients before a decision is
made

1

10.00%
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Review of your local policies. Have your say.

53

Breast Enlargement – Sample comments
Purely cosmetic
it is clear and acceptable
This operation should be performed only if there is evidence of psychological problems only.
it would be better just not to fund or raise expectations that there is even a policy for augmentation. plus historically any discrepancy of
sizes has been to reduce the larger breast as per policy above meaning no need for further surgery when the time has elapsed on the
breast implant - this appears to be adding in new criteria rather than tightening up on previous. I believe it should be breast augmentation
is not funded on the NHS. for discrepancies in size see previous policy.
Is there evidence that giving psychological support only to women who have congenital absence of breasts improves the self-esteem of
that woman? Women who suffer from this condition should be asked about this in terms of there psychological well-being.
Should not be available on NHS.
Anyone wanting any form of breast enlargement should have to fund it themselves
If someone has congenital absence of breast tissue and it is having a psychological impact on their life, then surgery should be offered. It
would not be surgery for vanity reasons.
You become an adult legally at 18, so should be able to decide what to do with your body then
Slightly Disagree with the age change. You shouldn't have to wait when the legal adult age is 18, but agree with the other changes about
not having an enlargement when your breasts are the same size, even if they are small
I had this surgery at 19 because I had two breasts very different sizes and the difference it made to me both mentally and physically was
life-changing. I don't feel that waiting until 21 would do any good and could do more damage to someone, making them wait with such
an obvious problem at such an important part of your life.

338
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54

Removal of Breast Implants
Removal of Breast Implants 9) (*) Have you: Please tick all that apply to you

Response percent

Response
total

Received this treatment

0.00%

0

Had a close family member receive this treatment

0.00%

0

Had a close friend receive this treatment

4.65%

2

95.35%

41

I am aware of it, but have not used it

10) (*) To what extent do you agree with the proposed criteria for this policy?

Response percent

Response
total

Strongly agree

58.14%

25

Slightly agree

11.63%

5

Neither agree nor disagree

13.95%

6

Slightly disagree

4.65%

2

Strongly disagree

11.63%

5

339
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55

Removal of Breast Implants – Reasons for agreeing
or disagreeing
Theme

Volume

Percentage

Fully agree and feel confident with all the new criteria/policies

5

16.13%

Do not fully understand the criteria/policies and they need to be made clearer

2

6.45%

The procedure should only be available for medical reasons on the NHS

6

19.35%

Physical problems could occur if issue(s) left untreated

2

6.45%

Psychological problems could occur if issue(s) left untreated

2

6.45%

Do not agree with age requirement change

1

3.23%

The procedure should not be available on the NHS under any circumstances

4

12.90%

Alternative options/support to surgery should be offered

1

3.23%

Correction surgery as a result of private surgery should not be available on the NHS

3

9.68%

People should not put themselves in the position to need surgery

3

9.68%

The decision for the procedure should be made by health care professionals

1

3.23%

Do not change the criteria

1

3.23%
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56

Removal of Breast Implants – Changes to proposed
policy you would recommend
Theme

Volume

Percentage

The procedure should only be available for medical reasons on the NHS

4

30.77%

More respect for the condition/procedure is needed by staff

1

7.69%

The procedure should not be available on the NHS under any circumstances

3

23.08%

Correction surgery as a result of private surgery should not be available on the NHS

1

7.69%

People should not put themselves in the position to need surgery

1

7.69%

Do not change the criteria

3

23.08%
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57

Removal of Breast Implants – Sample comments
This is entirely cosmetic - and a person's choice to have breast implants. why should tax payers cover cost
Im a man but implants can cause issues
Individuals who have paid privately for implants should pay to have them removed if they so wish

If someone has paid for breast implants they can pay to have them removed
This operation should only be done in some circumstances.
makes sense to clarify, evidence based, not cosmetic
Removal should only be carried out where their is a clinical need not just psychological.
if known to be faulty, do the work, reclaim cost from whoever did original work
Again if implants for cosmetic reasons and paid for priveately or abroad should be removed by same not nhs
Should be paid for privately by patient since the procedure was funded privately by them in the first place
If breast implants have been put in and then are found to be faulty they are covered by the "sale of goods
act".Action should be taken against the original supplier through normal channels
This is fair and makes sense the follow national guidance

342
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58

Male Breast Reduction
Male Breast Reduction 9) (*) Have you: Please tick all that apply to you

Response percent

Response
total

Received this treatment

2.86%

1

Had a close family member receive this treatment

0.00%

0

Had a close friend receive this treatment

0.00%

0

97.14%

34

I am aware of it, but have not used it

10) (*) To what extent do you agree with the proposed criteria for this policy?

Response percent

Response
total

Strongly agree

48.57%

17

Slightly agree

14.29%

5

Neither agree nor disagree

8.57%

3

Slightly disagree

2.86%

1

Strongly disagree

25.71%

9
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Review of your local policies. Have your say.

59

Male Breast Reduction – Reason for agreeing or
disagreeing
Theme

Volume

Percentage

Fully agree and feel confident with all the new criteria/policies

5

23.81%

Do not agree or feel confident with some or all of new criteria/policies

4

19.05%

Everyone should be treated equally/fairly

1

4.76%

The procedure should only be available for medical reasons on the NHS

1

4.76%

Psychological problems could occur if issue(s) left untreated

1

4.76%

Consider the impact on patient's quality of life if these procedures are removed/not available

2

9.52%

Tax payers pay for this service and are entitled to it/existing NHS funding should cover costs of treatment

1

4.76%

By not spending money on this treatment the NHS will spend more money on other services

1

4.76%

Concerns around how patients are evaluated for procedures/feeling that evaluation processes are not
accurate enough or consider all of the variables

1

4.76%

Psychological assessment should be carried out on all patients before a decision is made

2

9.52%

The decision for the procedure should be made by health care professionals

2

9.52%
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60

Male Breast Reduction – Change to proposed policy
you would recommend
Theme

Volume

Percentage

Do not agree or feel confident with some or all of new criteria/policies

1

12.50%

Everyone should be treated equally/fairly

1

12.50%

The procedure should only be available for medical reasons on the NHS

2

25.00%

Psychological problems could occur if issue(s) left untreated

1

12.50%

The procedure should not be available on the NHS under any circumstances

3

37.50%
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Review of your local policies. Have your say.

61

Male Breast Reduction – Sample comments
Makes sense to clarify, evidence based, not cosmetic - previously having criteria meant people then fit it
should be the same criteria for men and women gender equality.
Removing the criteria for male breast reduction will make it more difficult for GPs & Consultants to know when
somebody is/isn't eligible for exceptional funding
Breast reduction can dramatically improve the quality of life of the individual concerned. The assessment to
determine whether such treatment should be undertaken should be based mainly on the GP's assessment of the
individual's mental and physical wellbeing.
I feel that there is no gender equality with the male reduction mammoplasty policy. The male policy should have
criteria or the female policy should also be Not Routinely Commisisoned.
I believe that the procedure should be a commissioned service on this NHS and should not be subject to funding
requests.
Shouldn't be available on NHS
If anyone who wants this procedure they should have to pay for it themselves.

346
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62

Laser Tattoo Removal
Laser Tattoo Removal 9) (*) Have you: Please tick all that apply to you

Response percent

Response total

Received this treatment

0.00%

0

Had a close family member receive this treatment

2.33%

1

Had a close friend receive this treatment

4.65%

2

95.35%

41

I am aware of it, but have not used it
10) (*) To what extent do you agree with the proposed criteria for this policy?

Response percent

Response total

Strongly agree

53.49%

23

Slightly agree

9.30%

4

18.60%

8

Slightly disagree

2.33%

1

Strongly disagree

16.28%

7

Neither agree nor disagree
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Review of your local policies. Have your say.

63

Laser Tattoo Removal – Reason for agreeing or
disagreeing
Theme

Volume

Percentage

Fully agree and feel confident with all the new criteria/policies

1

5.26%

The procedure should only be available for medical reasons on the NHS

3

15.79%

Tax payers pay for this service and are entitled to it/existing NHS funding should
cover costs of treatment

1

5.26%

11

57.89%

Correction surgery as a result of private surgery should not be available on the
NHS

2

10.53%

By not spending money on this treatment the NHS will spend more money on
other services

1

5.26%

The procedure should not be available on the NHS under any circumstances

348

Review of your local policies. Have your say.

64

Laser Tattoo Removal – Change to proposed policy
you would recommend
Theme

Volume

Percentage

Do not change the criteria

2

22.22%

Concerns around how patients are evaluated for procedures/feeling that evaluation
processes are not accurate enough or consider all of the variables

1

11.11%

The procedure should not be available on the NHS under any circumstances

6

66.67%

349
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65

Laser Tattoo Removal – Sample comments
People get tattoos knowing they are permanent. They should pay to have them removed. This is a cosmetic not an
health issue
it is clear and acceptable
makes sense to clarify, evidence based, not cosmetic
I'm of the opinion this was agreed and paid for and should only be available for private use
People should not expect the NHS to correct problems they have created and paid for. I consider it an abuse of
the NHS to allow for removal of tattoos at the taxpayers expence
Tattoo removals are self inflicted and I believe should not be a service offered by the NHS
The NHS should not be funding tattoo removal for the vast majority. Individuals need to live with the consequences
of their bad decisions.
VERY FEW PEOPLE ARE FORCED INTO HAVING TATTOOS EXCEPT IN CERTAIN CULTURES OF ABUSIVE
SIUATIONS- IF ITS PERSONAL CHOICE THEN PAY FOR THE REMOVAL IF YOU COULD AFFORD TO PAY
THE HIGH PRICE FOR HAVING THEM DONE IN THE FIRST INSTANCE
Should not be available NHS
Anyone who wants this procedure should be made to pay for it themselves. Nothing to do with the NHS
The NHS should not spend scarce resources to remove what is basically a self inflicted problem.
Following 'abuse' only. Self-inflicted should not apply.

350

Review of your local policies. Have your say.

66

Abdominoplasty and Apronectomy
Abdominoplasty and Apronectomy - 'Tummy tuck' 9) (*) Have you: Please tick all
that apply to you

Response percent Response total

Received this treatment

4.88%

2

Had a close family member receive this treatment

0.00%

0

Had a close friend receive this treatment

9.76%

4

85.80%

36

I am aware of it, but have not used it
10) (*) To what extent do you agree with the proposed criteria for this policy?

Response percent Response total

Strongly agree

46.34%

19

Slightly agree

14.63%

6

Neither agree nor disagree

14.63%

6

Slightly disagree

4.88%

2

Strongly disagree

19.51%

8

351

Review of your local policies. Have your say.

67

Abdominoplasty and Apronectomy – Reasons for
agreeing or disagreeing
Theme

Fully agree and feel confident with all the new criteria/policies

Volume

Percentage

2

10.53%

10

52.63%

Psychological problems could occur if issue(s) left untreated

1

5.26%

Tax payers pay for this service and are entitled to it/existing NHS funding should cover
costs of treatment

1

5.26%

The procedure should not be available on the NHS under any circumstances

1

5.26%

Correction surgery as a result of private surgery should not be available on the NHS

1

5.26%

Object to the link to BMI/BMI is too low/more accurate way of measuring is needed

1

5.26%

Concerns around how patients are evaluated for procedures/feeling that evaluation
processes are not accurate enough or consider all of the variables

1

5.26%

Psychological assessment should be carried out on all patients before a decision is
made

1

5.26%

The procedure should only be available for medical reasons on the NHS

352

Review of your local policies. Have your say.

68

Abdominoplasty and Apronectomy – Change to
proposed policy you would recommend
Theme

Volume

Percentage

Fully agree and feel confident with all the new criteria/policies

1

11.11%

The procedure should only be available for medical reasons on the NHS

1

11.11%

Physical problems could occur if issue(s) left untreated

1

11.11%

More respect for the condition/procedure is needed by staff

1

11.11%

The procedure should not be available on the NHS under any circumstances

2

22.22%

Disagree with the link to BMI/BMI is too low/more accurate way of measuring is
needed

1

11.11%

Concerns around how patients are evaluated for procedures/feeling that evaluation
processes are not accurate enough or consider all of the variables

1

11.11%

Do not change the criteria

1

11.11%

353
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69

Abdominoplasty and Apronectomy – Sample
comments
This is vanity - should not be available on NHS unless medically required.
Only to be carried out in extreme cases where there is an health issue
The psychological impact of any condition should not be underestimated. Your policy risk being discriminatory if it does not give clear
guidelines about access to surgery based on psychological distress. It should not be assumed that this approach is a way of 'getting
around things' neither should this become onerous to local mental health services- ie psychiatric assessment needed. Health
psychologists should be able to make this assessment.
I think this operation should only be performed on NHS after serious injuries or weight loss.
makes sense to clarify, evidence based, not cosmetic
It may be difficult for those with large volumes of excess skin to meet the BMI criteria
the conditions which create the need for such surgery are very painful
The current policy is routinely commissioned ... but only in the listed circumstances. there is an established cohort and they are unlikely
to be approved on an exceptional basis via the IFR route.
Shouldn't be available on NHS unless it would cause serious medical problems
Health professionals need to find a more accurate way of measuring BMI as the present method is not fit for purpose.
Anyone wanting any form of cosmetic surgery should have to pay for it themselves. Nothing to do with the NHS except where a huge
weight loss has occurred.
People who have private bariatric surgery should then have to go private for any follow on reconstructive surgery this should not be
funded by the tax payer .
This surgery should not be offered at all. Needing a tummy tuck is entirely preventable.
Should be considered following massive weight loss to prevent the patient re-gaining weight.

354
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70

Cosmetic Surgery for Body Contouring
Cosmetic Surgery for Body Contouring 9) (*) Have you: Please tick all that apply to you Response percent

Response total

Received this treatment

0.00%

0

Had a close family member receive this treatment

0.00%

0

Had a close friend receive this treatment

4.55%

2

95.45%

42

I am aware of it, but have not used it
10) (*) To what extent do you agree with the proposed criteria for this policy?

Response percent

Response total

Strongly agree

45.45%

20

Slightly agree

11.36%

5

Neither agree nor disagree

22.73%

10

Slightly disagree

11.36%

5

Strongly disagree

9.09%

4

355

Review of your local policies. Have your say.

71

Cosmetic Surgery for Body Contouring – Reasons
for agreeing or disagreeing
Theme

Volume

Percentage

Fully agree and feel confident with all the new criteria/policies

2

9.09%

The procedure should only be available for medical reasons on the NHS

7

31.82%

Psychological problems could occur if issue(s) left untreated

3

13.64%

Consider the impact on patient's quality of life if these procedures are removed/not
available

1

4.55%

Tax payers pay for this service and are entitled to it/existing NHS funding should cover
costs of treatment

1

4.55%

The procedure should not be available on the NHS under any circumstances

1

4.55%

By not spending money on this treatment the NHS will spend more money on other
services

1

4.55%

Object to the link to BMI/BMI is too low/more accurate way of measuring is needed

1

4.55%

Concerns around how patients are evaluated for procedures/feeling that evaluation
processes are not accurate enough or consider all of the variables

4

18.18%

Psychological assessment should be carried out on all patients before a decision is
made

1

4.55%

356

Review of your local policies. Have your say.

72

Cosmetic Surgery for Body Contouring – Change to
proposed policy you would recommend
Theme

Volume

Percentage

Policies do not cover certain conditions/illness (e.g. mental health)

1

11.11%

The procedure should only be available for medical reasons on the NHS

2

22.22%

Physical problems could occur if issue(s) left untreated

1

11.11%

Psychological problems could occur if issue(s) left untreated

1

11.11%

Correction surgery as a result of private surgery should not be available on the
NHS

1

11.11%

Object to the link to BMI/BMI is too low/more accurate way of measuring is
needed

1

11.11%

Concerns around how patients are evaluated for procedures/feeling that
evaluation processes are not accurate enough or consider all of the variables

2

22.22%
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Cosmetic Surgery for Body Contouring – Sample
comments
Again - this is cosmetic, not medically necessary < lose skin such as after losing weight is not harming someones health
No cosmetic surgery unless it is a health issue
it is clear and acceptable
This should be only done on NHS as private practice doesn't always do a good job.
I feel there is a contradiction on this policy that need to be analysed more closely. It reads you are rewarded with body contouring if you
have has surgery to help reduce weight. This is not inclusive of people who may have worked hard to lose weight through diet and
exercise and end up with excess skin. I feel this is discriminatory, and promotes Bariatric surgery as an easy alternative where you
continue to receive ongoing care in the form of body contouring.
makes sense to clarify, evidence based, not cosmetic
cosmetic not on the nhs
It may be difficult for those with large volumes of excess skin to meet the BMI criteria
helping a serious dieter to finally achieve the look they want after shedding a lot of weight
it looks like it is fair enough and explained enough
I know many people whop have lost a lot of weight only to find the excess skin is like an apron hanging down. Imagine the phsycological
effect this has especially on somebody that is a young person, male or female
clinical evidence
If it's a preventable reason that the person would like body contouring, then surgery should not be offered.
I believe that the NHS should not pay for Body Contouring.
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Rhytidectomy – Face and Brow Lift
Rhytidectomy - Face and Brow Lift 9) (*) Have you: Please tick all that apply to you

Response
percent

Response
total

Received this treatment

0.00%

0

Had a close family member receive this treatment

0.00%

0

Had a close friend receive this treatment

2.44%

1

97.56%

40

I am aware of it, but have not used it

10) (*) To what extent do you agree with the proposed criteria for this policy?

Response
percent

Response
total

Strongly agree

43.90%

18

Slightly agree

12.20%

5

Neither agree nor disagree

17.07%

7

Slightly disagree

7.32%

3

Strongly disagree

19.51%

8
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Rhytidectomy – Face and Brow Lift – Reason for
agreeing or disagreeing
Theme

Volume

Percentage

Concerns around how patients are evaluated for procedures/feeling that
evaluation processes are not accurate enough or consider all of the variables

7

36.84%

The procedure should not be available on the NHS under any circumstances

1

5.26%

Tax payers pay for this service and are entitled to it/existing NHS funding should
cover costs of treatment

1

5.26%

The procedure should only be available for medical reasons on the NHS

9

47.37%

Fully agree and feel confident with all the new criteria/policies

1

5.26%
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Rhytidectomy – Face and Brow Lift – Changes to
proposed policy you would recommend
Theme

Volume

Percentage

Everyone should be treated equally/fairly

1

8.33%

The procedure should only be available for medical reasons on the NHS

2

16.67%

Psychological problems could occur if issue(s) left untreated

1

8.33%

Do not agree with age requirement change

1

8.33%

More awareness/education is needed in the general public around the policy

1

8.33%

The procedure should not be available on the NHS under any circumstances

2

16.67%

Concerns around how patients are evaluated for procedures/feeling that
evaluation processes are not accurate enough or consider all of the variables

3

25.00%

Do not change the criteria

1

8.33%
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Rhytidectomy – Face and Brow Lift – Sample
comments
Again - not medically necessary procedure, just cosmetic
No cosmetic surgery without a health issue
it is clear and acceptable
Shockingly narrow criteria. Too drastic to exclude accidental scarring and deformity caused by surgery with no
recourse to a funding panel.
makes sense to clarify, evidence based, not cosmetic
I was not a aware that this treatment and most of the other treatments have been offered on the nhs. I am not sure
of the circumstances. If for beauty reasons then not but if necessary due to facial injury following a car accident
then yes. Cataracts and lipoma are medical.
There could be other reasons for the treatment --if you provide a list of reasons then this becomes a necessary
requirement rather than 'examples'.
Removing 'facial deformity following surgery' suggests the damaged caused is severe, and although this policy
now implies this procedure for this reason is cosmetic....is it? Is fixing a deformity really cosmetic? I would think
that damage leading to a deformity would have significant impact on a persons day to day life with significant
psychological issues. If this deformity is a result if surgery then further damage to the patient should/could be
avoided by correcting it
it's traumatic to face the world with facial disfigurement whatever the cause
Never for cosmetic
Not on NHS unless facial deformity / pain etc
Absolutely nothing to do with the NHS and should have to be paid for in full by the individual
Except in exceptional circumstances, such as to repair damage caused by an accident,I believe that the NHS
should not pay for Cosmetic Surgery.
The proposal is unfair on those who have had accidents
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Male Circumcision
Male Circumcision – For Clinical Reasons only 9) (*) Have you: Please tick all that apply to
Response
you
Response percent total
Received this treatment

12.5%

6

Had a close family member receive this treatment

12.5%

6

Had a close friend receive this treatment

6.25%

3

68.75%

33

I am aware of it, but have not used it

10) (*) To what extent do you agree with the proposed criteria for this policy?

Response
Response percent total

Strongly agree

62.79%

27

Slightly agree

11.63%

5

Neither agree nor disagree

6.98%

3

Slightly disagree

0.00%

0

Strongly disagree

18.60%

8
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Male Circumcision – Reasons for agreeing and
disagreeing
Theme

Volume

Percentage

Fully agree and feel confident with all the new criteria/policies

3

16.67%

Do not agree or feel confident with some or all of new criteria/policies

1

5.56%

The procedure should only be available for medical reasons on the NHS

8

44.44%

Concerns around how patients are evaluated for procedures/feeling that evaluation
processes are not accurate enough or consider all of the variables

3

16.67%

Consider the impact on patient's quality of life if these procedures are removed/not
available

1

5.56%

More respect for the condition/procedure is needed by staff

1

5.56%

Tax payers pay for this service and are entitled to it/existing NHS funding should
cover costs of treatment

1

5.56%
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Male Circumcision – Changes to proposed policy
you would recommend
Theme

Volume

Percentage

Fully agree and feel confident with all the new criteria/policies

1

10.00%

Do not agree or feel confident with some or all of new criteria/policies

1

10.00%

The decision for the procedure should be made by health care professionals

1

10.00%

Everyone should be treated equally/fairly

1

10.00%

The procedure should only be available for medical reasons on the NHS

1

10.00%

More awareness/education is needed in the general public around the policy

1

10.00%

More awareness/education is needed in the general public around patient conditions

1

10.00%

More respect for the condition/procedure is needed by staff

1

10.00%

Alternative options/support to surgery should be offered

1

10.00%

Concerns around how patients are evaluated for procedures/feeling that evaluation
processes are not accurate enough or consider all of the variables

1

10.00%
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Male Circumcision – Summary comments
it is clear and acceptable
are you having a circumcision through choice, religiously or feel you have to follow tradition After all have it done and sex will not
be as enjoyable as initially is
Male Jews and Muslims are required to circumcise. One shouldn't have to make a case on medical grounds for it. It should be
made available to those who would like to adhere to the religious beliefs.
Fortunately this area has improved greatly during the last 80 years, but still needs further improvement. There is also a need to be
aware that, for example, the cessation of NHS funding for religious ritual circumcision will inevitably move the procedure into the
hands of operators who are not doctors or other full medical professionals. There is also a need to question whether circumcision
for religions or even social reasons is any longer acceptable in the 21st Century. FGM is now accepted and recognised to be
nothing more than mutilation and is a criminial offence in may civilised contries, so why is MGM not in the same category? There is
a need for a fundamental change of attitude and rethink on this topic at a very high level, World Health Organisation at the least.
Male circumcision should be undertaken for clinical reasons only.
It is shocking that it was available in Liverpool for "cultural, religious and social reasons" and I am relieved to hear that such a nonessential service is being cut at a time when budgets are stretched.
It should most certainly not be available for any reason other than for an actual medical problem.
it looks like it is fair enough and explained enough
should not be offered on the NHS for social reasons
if it needs to be done for medical reasons - I agree
purpose of having this in the first place was to stop GP's undertaken this work. What is the risk of GP's being paid privately to
undertaken this work and the clinical risk to child if mistakes occur. Also cost to the NHS to rectify the mistakes.
I believe the
NHS should offer this service on religious grounds. The saving to the NHS would be cost avoidance! control this procedure in safe
way will reduce clinical negligence and the QALY cost of the patient life improved.
Should not be an issue if it is for a medical issue.
The NHS cannot afford to do this type of procedure for everyone who wants it, there must be a medical reason underpinning any
decision to perform the operation.
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Treatments for Hairloss – Alopecia, Male Patterned
Baldness and Hair Transplantation
Treatments for hairloss - 3 policies merging into 1 including Alopecia, Male Patterned
Baldness and Hair Transplantation 9) (*) Have you: Please tick all that apply to you

Response percent

Response
total

Received this treatment

4.76%

2

Had a close family member receive this treatment

0.00%

0

Had a close friend receive this treatment

9.52%

4

85.71%

36

I am aware of it, but have not used it

10) (*) To what extent do you agree with the proposed criteria for this policy?

Response percent

Response
total

Strongly agree

53.85%

21

Slightly agree

20.51%

8

Neither agree nor disagree

12.82%

5

Slightly disagree

2.56%

1

Strongly disagree

10.26%

4
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Treatments for Hairloss – Alopecia, Male Patterned
Baldness and Hair Transplantation – Reasons for agreeing
or disagreeing
Theme

Volume

Percentage

Fully agree and feel confident with all the new criteria/policies

2

20.00%

Everyone should be treated equally/fairly

1

10.00%

The procedure should only be available for medical reasons on the NHS

2

20.00%

More respect for the condition/procedure is needed by staff

1

10.00%

The procedure should not be available on the NHS under any circumstances

3

30.00%

By not spending money on this treatment the NHS will spend more money on other
services

1

10.00%
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Treatments for Hairloss – Alopecia, Male Patterned
Baldness and Hair Transplantation – Change to proposed
policy you would recommend
Theme

Volume

Percentage

Concerns around how patients are evaluated for procedures/feeling that evaluation
processes are not accurate enough or consider all of the variables

2

66.67%

Do not fully understand the criteria/policies and they need to be made clearer

1

33.33%
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Treatments for Hairloss – Alopecia, Male Patterned
Baldness and Hair Transplantation – Sample comments
Poor use of NHS resourses
makes sense to clarify, evidence based, not cosmetic
glad alopecia has been brought inline with the male pattern baldness policy.
Never for cosmetic
Not on NHS
Absolutely nothing to do with the NHS and the individual should bear the cost themselves
Perhaps some patients could ware a wig?
Female pattern baldness is ignored
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Focus Group
YPAS – Focus on Removal of ‘Children under 16 being exempt where psychological
distress is present’ statement

371
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Focus Group – Attendee Profile
Age

Gender
10-19
17%

40-49
50%

Transgender
17%

3 ‘young people’ and 3 YPAS representatives
and councillors attended this session. All
attendees where of English ethnicity

Male
16%

20-29
33%
Female
67%

Pinnaplasty

Surgical Revision
of Scars

Rhinoplasty

I have had this treatment/surgery
I know a family member who has had this

372

Surgical Removal of
Lipoma

1

1

2

I have a close friend or someone I know has
had this
I am aware of this, but have not had it myself

Surgical Removal
of Skin Lesions

1
1

4

5

3
5

4
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Focus Group – When should NHS help you, help
others?
Key themes;
• People should have help when they can’t help themselves
• Physical and mental health should both be treated, and treated equally by the NHS
Comments
All the time, as lots of people need help from the NHS
That both types of problems should be examined to a priority with cases relevant (Referring to both mental and physical)
All the time, through both mental and physcial health
Our looks can impact our mental health so individuals may need surgery to help improve this mental health or if itaffects physical health
Any need that can be met by the NHS, both physical and mental health conditions. Mental Helath conditions could be impacted by ohysical
appearance ie, if someone is feeling that their mental health is being impacted by something that can be helped by cosmetic surgery then this
should be allowed.
Physical and mental health are entwined together. If a person is very distressed because of a physical condition requiring surgery, then this
should be given equal consideration as to a functional condition. NHS is very good at emergency situations, but for preventative strategies which
would include surgeies that may be deemed for 'vanity purposed', the NHS is not so functional. I would like to see NHS consider person as a
whole, giving individuals more time and respect. If a piece of surgery is not completed as a proactive measure, then crisi intervention, costimg
more in most cases could be neede. Mental health does deterioriate and will reach crisi, costing far more.
When you need help with something that you can't resolve yourself
Whenever there is a medical need or issue, physical or psychological distress. There should be parity of esteem between physical and mental
health.Mental health affects access to services and procedures. NHS should help people regardless of demographic
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Focus Group – Do you agree with the removal of the
statement so that the same criteria and rules apply to all
ages?
100% of the group disagreed with this
Please explain why you have chosen this answer
Everyone should be given the opportunity to be eligble for surgeries as psychological problems can appear at any age as young people
are starting to leave home and education, they may need that sort of help in order to forget about past memories
Different surgeries might only be needed after turning 16. EVERYONE should have access to surgery as it can impact their mental and
physcial health
I feel that people aged over 16 should alos be allowed surfert as lots of psychological impact can arise above the age of 16 when young
people are moving out of school and into different chapters of their life
Everyone should have access on osychological grounds
Everyone should have access to surgery for psychological distress, regardless of age

374

Review of your local policies. Have your say.

90

Focus Group – Do you think that surgery is the only way
to solve psychological issues caused by physical
appearance?
100% of the group said no – they do not believe that surgery is the only answer. The main theme which arose was
that social and physiological interventions should always be made before surgery is the answer, but surgery should
still remain an option.
Please explain why you have chose this answer
Therapy is required because issues with child psych may be hurt by issues around their appearance
Counselling, therapy and other psychological help is available (for body dismorphia)
Community support
Multidisciplinary
There needs to be a combination of medical, social and therputic interventions
If more than the medical model is applied, a whole person perspective then surgery along side community support, talk therpaies. Social
model should be considered before surfery which may result in no surgery and is more cost effective
Surgery is not always the only options, but it is important to know that it is there. Having surgery could cause more self esteem issues,
because they feel they have had to change something that is wrong with them
Medical and social treatment should work together hand in hand. Social value and social model of difference is important. Mental health
should be considered alongside the pohysical interventions. Parity of esteem is vital in a modern medical world.
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Focus Group – Do you think that children under 16 should
have different access to treatments on the ground of
Psychological distress?
17% of the group said yes, 83% of the group said no. It was generally believed that access to treatments should not
be biased based on age.
Please explain why you have answered in this way
As children, when they go through changes, often have psychological problems as their body changes, which could lead them to be both
mentally and physically bullied, which could lead them to suicide problems as well as many different mental health problems
Everyone should have the same access - human rights act
Everyone should have equal access
Psyhcological distress at any age is just as important as a presenting phsyical issues. Having treatment available to children and young
people at a young age will lessen the 'ong term cost', prevent rather than react - Equality act 2010
I think there is a higher likelihood of people under 16 years needing this surgery but I think it should be equally available for people over
16 years with significant psychological distress. Specifically improval of scars as though scars from self harm may be made in childhoos,
in adulthood they are more likely to have got through self harm anand thereforeit will have a long term benefit to them to not have to wear
long sleeves all the time or refused jobs and safe guarded from children du e to the appearance of their scars
Both adults and children should have equal access
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Focus Group – Pinnaplasty
The group were showed the current policy which stipulates you must be aged between 5 and 18 to have the surgery.
Do you agree with the current policy? 100% people said

Please explain why you agree/disagree with the current policy. Please explain how you would change it.
You don't know what it is going to look like when older which means age should be scrapped all together as different ages could be
affected
You could grow into your ears, you never know.
Age could be changed to high school age where psychological impact might be more sever.
Would consider age 8-19 years rather than 5-18
Havig a full MDT working on the matters on first initial assesment
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Focus Group – What could good look like (In
reference to PLCP policies)
Everyone being able to have the same access to all services. Waiting lists should be reduced
Improve service funding cuts
Equal access to therapies
No waiting times
Services fully working together
People still have wellbeing after the age of 16
Children, young people and adults have equal access to services
If prevetion put in place early enough, long term costs could be reduced.
Holistic approach
Use common sense
Think long term not short term
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NHS Warrington Clinical Commissioning Group

Collaborative Policy Development Project: Governing Body paper seeking sign
off of all policies reviewed to date, ahead of implementation with Providers

Appendix 8

Summary of policies and issues arising from red policies that underwent a stage
2 EIA
December 2017
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Summary of policies and issues arising from red policies that underwent a stage 2 EIA:
Policy and progress

Protected Characteristics that may
be affected by this issue

Surgical treatments
for minor skin lesions

Certain groups that may be more
prone to minor skin lesions. For
example evidence indicates that:
• women in pregnancy
• teenagers
are more prone to benign pigmented
moles. This can be due to hormonal
changes.
• People that have undergone
surgery may be more
affected by sebaceous cysts
• People with rare genetic
condition called Gardeners
Syndrome which is linked to
these cysts
• Dermatafibromas is
experienced by more women
compared to men.
• Keratosis (crusty dry growths)
are usually experienced by
older people.
• Comedones (associated with
acne) is more associated with
people experiencing puberty
or hormonal change
(pregnancy or menstrual
cycle)
Information on Lipomas suggests
that they can be seen in all age

Stage 1 and 2 EIA
completed

Lipoma

Recommendations in the stage 1 EIRA

Update following stage 2 EIRA

1. Originally ragged green but then
ragged red due to impact of
change to introduction regarding
children and young people.
2. Engagement work – update
assessment with any further insight
3. To add monitoring data to the
assessment
4. To update EIA assessment with
any further discussion from policy
group
5. Clarify point regarding impaired
function – does this include mental
illness caused by the distress of
skin condition

Engagement has taken place.

1. Ragged red
2. Engagement work – update

Engagement has taken place.

Update from 14/12/2017: Policy group
decided to amend statement regarding
psychological impact.
No current areas of concern identified.
See EIA document for full report.

2
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Stage 1 and 2 EIA
completed

groups but usually appear in people
aged 40-60 years old.
Solitary lipomas are more common in
women, while multiple lipomatosis is
more common in men.

assessment with any further insight
3. To add monitoring data to the
assessment

Update from 14/12/2017: Policy group
decided to amend statement regarding
psychological impact. This issue unlikely to
affect young children.
No current areas of concern identified.
See EIA document for full report.

Rhinoplasty
Stage 1 and 2 EIA
completed

Haemorrhoidectomy Rectal Surgery &
Removal of
Haemorrhoidal Skin
Tags
Stage 1 and 2 EIA
completed
Policy for Cataracts
Stage 1 and 2 EIA
completed

The main cause of requiring a
Rhinoplasty is trauma / injury, failed
primary rhinoplasty, congenital
defects. (protected group of
disability)
Previous criteria relating to Non-core
procedure Interim Gender Dysphoria
Protocol & Service Guidelines
2013/14 relating to Gender
Reassignment.
People that are more at risk of
developing haemorrhoids are:
(1) Obese / overweight people.
(2) Age - older people
(3) Pregnant women
(4) workers in certain occupations
that lift heavy objects.

Cataracts tend to affect older people.
In terms of protected characteristics,
the policy will affect (1) Older aged
people, (2) Disability due to impaired
sight due to the condition. (3) Carers

1. Ragged red for engagement
2. Engagement work – update
assessment with any further insight
– link with trans services?
3. To add monitoring data to the
assessment
4. Policy group to discuss
transgender protocols and where
this request would sit.

Engagement has taken place.

1. Ragged red for engagement
2. Engagement work – update
assessment with any further
insight. Include older people
3. To add monitoring data to the
assessment

Engagement work completed.

1. Ragged red for engagement
2. Engagement work – update
assessment with any further
insight. This should include people
with sight impairment / Royal

Engagement work completed.

Update from 14/12/2017: Policy group
decided to amend statement regarding
psychological impact.
No current areas of concern identified.
See EIA document for full report.

No current areas of concern identified.
See EIA document for full report.

No current areas of concern identified.
See EIA document for full report.
3
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Policy for Hair
Removal Treatments
including Depilation,
Laser Treatment or
Electrolysis – for
Hirsutism
Stage 1 and 2 EIA
completed

who look after the care needs of
people with sight impairment.
Research shows that certain people
are more at risk of developing
cataracts. These include: Family
History, Diabetes, other eye
conditions, Eye injury, high dose of
corticosteriod medication. Other
factors may include smoking,
alcohol, poor diet and sunlight
exposure.
This revised policy will affect patients
that have Hirsutism. Research notes
that this condition mainly adversely
affects women, people with excess
male hormones – of all ages, women
after the menopause, women (premenopausal) with polycystic ovary
syndrome (PCOS). Other less
common causes are people with
Cushing syndrome, Obesity,
Acromegaly and some steroids using
in muscle building / athletic
performance. Or in rare cases it may
be related to a tumour.

National Institute for the Blind.
3. To add monitoring data to the
assessment
4. Update the EIA assessment with
finalised criteria

1. Ragged red for engagement
2. Engagement work – update
assessment with any further
insight.
3. To add monitoring data to the
assessment

Engagement work completed.
No current areas of concern identified.
See EIA document for full report.

Research shows it's more common
in people from the Middle East,
South Asia, and the Mediterranean.

Policy for Surgical
Revision of Scars
Stage 1 and 2 EIA

Reasons why people may have
scars include (1) Burns and scalds,
(2) Accidental injuries, (3) Intentional
harm, (4) Surgery. The policy makes

Ragged red for engagement

Engagement has taken place.

(1) engagement work is carried out with G.
P’s and public,

Update from 14/12/2017: Policy group
decided to amend statement regarding
4
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completed

Cosmetic Surgery Reduction
Mammoplasty

reference to different types of
scarring.

Women
Gender reassignment (removal of
gender dysphoria protocol)

Stage 1 and 2 EIA
completed

(2) policy group considers potential risk of
discrimination on grounds of 'disability' for
people with scaring due to self-harm or
due to psychological impact from scarring
(in cases where there is no loss to
functionality)
Ragged as red for engagement
Engagement – women regarding age.
Decision made at Policy Development
Group meeting on 14th November 2017 to
retain minimum eligibility age limit of 18.
Robust justification for change in age
required (18 to 21 years)

psychological impact.
No current areas of concern identified.
See EIA document for full report.
Engagement has taken place.
Update from 14/12/2017: Policy group
decided to amend age criteria to address
identified risk of discrimination on basis of
age with no justification.
No current areas of concern identified.

Cosmetic Surgery Breast Enlargement

Women
Gender reassignment (removal of
gender dysphoria protocol)

Stage 1 and 2 EIA
completed

Cosmetic Surgery Removal or
Replacement of
Silicone Implants

Ragged as red for engagement. Robust
justification for change in age required (18
to 21 years)
Removal of cancer – addressed through
cancer pathway Decision made at Policy
Development Group meeting on 14th
November 2017 to retain minimum
eligibility age limit of 18.

Women
Gender reassignment (removal of
gender dysphoria protocol)
Other: low income

Ragged as red for engagement
women

See EIA document for full report.
Engagement has taken place.
Update from 14/12/2017: Policy group
decided to amend age criteria to address
identified risk of discrimination on basis of
age with no justification.
No current areas of concern identified.
See EIA document for full report.
Engagement has taken place.
No current areas of concern identified.
See EIA document for full report.

Stage 1 and 2 EIA
completed
Cosmetic Surgery Male Breast

Males (men and teenage)

Ragged as red for engagement

Engagement has taken place.
Statement regarding psychological impact
5
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Reduction Surgery for
Gynaecomastia
Stage 1 and 2 EIA
completed
Cosmetic Surgery Laser Tattoo
Removal
Stage 1 and 2 EIA
completed
Cosmetic Surgery Apronectomy or
Abdominoplasty
Stage 1 and 2 EIA
completed
Cosmetic Surgery Other Skin Excisions,
Body Contouring
Surgery

Hair loss:
Cosmetic Surgery Treatments to Correct
Hair Loss for
Alopecia. Cosmetic
Surgery - Hair
Transplantation.
Stage 1 and 2 EIA
completed.
Cosmetic Surgery Rhytidectomy - Face

none

Post pregnancy – excess skin
(not protected) Extreme weight loss

The changes in the policy may impact on
males aged 16 and below that would have
been previously eligible to request this
treatment on psychological reasons. Very
low data so unlikely to have impact.
Ragged as red for engagement
The revised policy should have no
negative impact upon any protected
characteristic group(s). This is due to no
significant changes.
Ragged as red for engagement. The policy
does commission this treatment under
certain clinical reasons relating to
functional impairment, skin conditions and
BMI within time criteria.

Disability – long term conditions
(skin)
Other: extreme weight loss

Ragged as red for engagement.

Disability – auto-immune problems /
cancer / trauma

Ragged as red for engagement.

Males – male pattern baldness Over 50 years
Gender reassignment.

Disability – sight impairment due to
hanging brows, Palsy, Deformity,

Change should not impact groups

being added – 14/11/2017
No current areas of concern identified.
See EIA document for full report.
Engagement has taken place.
Statement regarding psychological impact
being added – 14/11/2017
No current areas of concern identified.
See EIA document for full report.
Engagement has taken place.
Statement regarding psychological impact
being added – 14/11/2017
No current areas of concern identified.
See EIA document for full report.
Engagement has taken place.
Statement regarding psychological impact
being added – 14/11/2017
No current areas of concern identified.

See EIA document for full report.
Engagement has taken place.
Statement regarding psychological impact
Non-surgical measures (wigs)
being added – 14/11/2017
The removal of gender dysphoria protocols No current areas of concern identified.
should not have any impact as this noncore treatment was not routinely funded by See EIA document for full report.
CCGs.

Ragged as red for engagement

Engagement has taken place.
Statement regarding psychological impact
6
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or Brow Lift
Stage 1 and 2 EIA
completed.
Circumcision
Stage 1 and 2 EIA
completed.
Pinnaplasty
Stage 1 and 2 EIA
completed.

facial conditions

Men and boys
Sexual partners – indirectly
Religion / belief

being added – 14/11/2017
No current areas of concern identified.

Ragged as red for engagement Changes
only affect Liverpool CCG.

See EIA document for full report.
Engagement has taken place.
No current areas of concern identified.

Engage men / religious groups.
Children and young people aged 518 years
Psychological distress (disability)

Ragged as red for engagement.
The revised criteria could be negative for
5-18 years who had previously accessed
this treatment. However, the revised
criteria no longer treats them more
favourably than all other ages. Impact of
psychological distress may affect children
more than adults – due to less resilience
and effects of bullying. This may have
potential impact on
the numbers for seeking psychological
therapies as a result of non-cosmetic
treatment.

See EIA document for full report.
Engagement has taken place.
Policy group agreed to reduce concerns
regarding children by amending statement
regarding psychological impact.
No current areas of concern identified.
See EIA document for full report.
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Report no: GB 06-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 9TH JANUARY 2018
Title of Report

Corporate Risk Register Update (Jan 2018)

Lead Governor

Dr Simon Bowers, Chair

Senior
Management
Team Lead
Report Author

Ian Davies, Chief Operating Officer

Summary

Recommendation

Relevant
standards/targets

Joanne Davies, Corporate Services Manager
(Governance)
The purpose of this paper is to update the
Governing on the changes to the Corporate Risk
Register for January 2018.
That the Governing Body:
 Notes the new risks (CO71, CO72 and CO73)
that have been added to the Corporate Risk
Register;
 Notes the risks (CO51a and CO67) that have
been recommended for removal from the
Corporate Risk Register;
 Satisfies itself that current control measures
and the progress of action plans provide
reasonable/significant internal assurances of
mitigation, and;
Agrees that the risk scores accurately reflect
the level of risk that the CCG is exposed to
given current controls and assurances.
The Health and Social Care Act states that:
“The main function of the governing body will be to
ensure that CCGs have appropriate arrangements
in place to ensure they exercise their functions
effectively, efficiently and economically and in
accordance with any generally accepted principles
of good governance that are relevant to it.”
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CORPORATE RISK REGISTER UPDATE (JAN 2018)

1.

PURPOSE

The purpose of this paper is to highlight updates and amendments to the
CCG’s Corporate Risk Register and the key organisational responsibilities for
the mitigation of risks to the delivery of strategic, quality, performance and
financial objectives for the financial year 2017/18 and risks carried over from
the financial year 2016/17.
2.

RECOMMENDATIONS

That the Governing Body:
 Notes the new risks (CO71, CO72 and CO73) that have been added to
the Corporate Risk Register;
 Notes the risks (CO51a and CO67) that have been recommended for
removal from the Corporate Risk Register;
 Satisfies itself that current control measures and the progress of action
plans provide reasonable/significant internal assurances of mitigation,
and;
 Agrees that the risk scores accurately reflect the level of risk that the
CCG is exposed to given current controls and assurances.

3.

BACKGROUND

NHS Liverpool CCG aims to achieve its overall objectives, ambitions and
maintain its reputation via effective and robust risk management procedures.
As a public body, the CCG has a statutory commitment to manage any risks
that affect the safety of its employees, patients and its commissioned,
financial and business services by adopting a proactive approach to the
management of risk.
The Corporate Risk Register is a structured framework underpinned by
concepts of effective governance and other systems of internal control that
enable the identification and management of acceptable and unacceptable
risks. Opportunities for improvement in controls and assurances are
translated into action plans under specific named lead/managerial control so
that monitoring, tracking and reporting can be supported, with clear target
dates and milestones identified where appropriate.
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4. OVERVIEW OF THE CORPORATE RISK REGISTER: JAN 2018
As at 11th December 2017 a total of 26 risks are included in the CCG’s
Corporate Risk Register (24 when discounting the risks recommended for
removal). The CCG’s risk profile (low – extreme) is summarised below:
Risk
Category

Score Range

Total
Risks

Change
+/-

Extreme
High
Moderate
Low

15-25
8-12
4-6
1-3

6
13
5
0

+2
-3
+2
0

Analysis of the direction of travel for risks since the last Governing Body
update in September 2017 can be summarised as follows:
▲
▼
►

Risk increased
Risk reduced
No change (static)
New risks
Total

Total
2
2
17
3
24

4.1 ANALYSIS OF ‘EXTREME’ AND ‘STATIC’ RISKS AS AT 11TH
DECEMBER 2017
A total of five risks currently carry residual score ranges of 15-25, placing
them in the ‘Extreme’ category of risk against achievement of CCG
objectives. There are two static extreme / red risks reported below, and the
remaining three extreme risks are reported under section 4.3 as new risks
that have been added to the Corporate Risk Register during December 2017.
CO29 – ‘Red’ rating Failure of Royal Liverpool Hospital to meet the 4hr
AED target in 2017/18
Residual Risk Score 20
Trajectory ► Review Date: Jan 2018
CO35 – ‘Red’ rating Failure of Aintree Hospital to meet the 4hr AED
target in 2017/18
Residual Risk Score 20
Trajectory ► Review Date: Jan 2018
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Work has continued with the Trusts and key partners to improve patient flow
and reduce DTOC. Performance at the Royal Liverpool is showing shown
some signs of small improvement (as highlighted in the December 2017
Governing Body Performance Report) although performance remains below
the 95% NHS constitutional standard. Aintree’s A&E performance is also
now on a more positive trajectory following an extremely challenging period
where levels had fallen significantly below the 95% standard. In both cases
the Trusts met the required NHSI trajectories for improvement by the end of
November 2017.
In terms of key mitigating actions, the Liverpool CCG UEC team has led the
development of a ‘North Mersey’ approach in support of urgent care
pressures at acute trusts. Liverpool CCG, in partnership with South Sefton
and Knowsley CCG colleagues continue to provide appropriate support to the
hospitals in order for the Trust to achieve and sustain measurable
improvement in delivery of A&E standard.
Following the autumn budget statement announcement of additional “winter”
resource funding to help the NHS increase capacity over winter, urgent work
has been taking place across the local health and social care system to
identify schemes which could be mobilised immediately with the aim of:
• increasing hospital bed capacity;
• increasing community bed capacity to support discharge from acute
hospitals and allow patients to be cared for closer to home;
• improving patient flow within acute Trusts.
Additional resources have now been released as follows:
Aintree

Tranche 1
Tranche 2

£875,000
£1,149,000

Royal
Liverpool
Hospital
£952,000
£1,504,000

Alder Hey

Mersey Care

£456,000
N/A

N/A
£154,000

Note:
Tranche 1 – ‘fair shares’ allocation to Acute Trusts to reflect cost of urgent
and emergency care activity that is already in operational plans and being
incurred.
Tranche 2 – additional funding for new initiatives.
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CO35 – Delivery of the transformational programme ambition to
achieve a single integrated acute Trust for the city
Residual Risk Score 15
Review Date: Jan 2018
Trajectory ▲
The likelihood risk score for this risk has increased from 2 to 3 resulting in a
residual risk score of 15. This is to reflect the fact that NHSI have now
arrived at an interim decision which requires the application for the merger of
the Royal Liverpool and Aintree Hospitals to be reviewed and re-submitted for
further consideration in Summer 2018.

4.2 RISKS RECOMMENDED FOR REMOVAL FROM THE CORPORATE
RISK REGISTER AS AT 11th DECEMBER 2017
CO51a – Effective provision of nursing home beds to the residents of
Liverpool
Residual Risk Score 9
Trajectory: ►
Review Date: Jan 2018
Liverpool City Council and Liverpool CCG are working in partnership to
quantify the capacity required in Liverpool and how best to meet these needs.
Current nursing home bed availability is updated and shared across the
system (Liverpool) on a daily basis, with current bed capacity reported to the
joint Quality Assurance & Safeguarding Committee (QASSI). LCC have
updated their fee levels and as a result the city is now average in the league
tables. The increased fee rates now take in to account the living wage and
go some way to supporting homeowners in the city.
The three 60 bedded Hubs are still on target to be delivered during 2019. In
addition, LCC is commissioning 30 additional EMI Beds which should come
on stream during Dec 2017 / Jan 2018 depending on staff recruitment.
The risk is recommended for removal from the Corporate Risk Register as it
is considered that mitigation strategies are more influenced by Liverpool City
Council rather than Liverpool CCG. The impact to the CCG from this risk is
reflected in risk ID CO58 with regards to DTOC and enabling people to live
independently at home and performance will be monitored as part of
‘business as usual’.
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CO67 – Ensure the IMT infrastructure that supports the work of the
CCG is secure & protected from the risk & impact of a malicious cyber
attack
Residual Risk Score 15 Trajectory: ▼
Review Date: Dec 2017
The CCG contracts with iMerseyside (Mersey Care) to provide an IMT
infrastructure, network and user support, which includes infrastructure and
data security measures which are compliant with NHS Digital and best
practice requirements.
Infrastructure and data security management security and business continuity
plans are in place and subject to regular review against the evolving and
changing threats. Advice and guidance is provided by NHS Digital / GCHQ
weekly Care Cert updates, alongside scrutiny by internal audit.
The CCG and iMerseyside continue to be vigilant to the threat of further
cyber-attacks. This risk will continue to be monitored as part of 'normal
business'. This risk is therefore recommended for removal from the
Corporate Risk Register.

4.3

NEW RISKS ADDED TO THE CORPORATE RISK REGISTER
DECEMBER 2017

CO71 – Delays in waiting times for Adult ADHD services
Residual Risk Score 15 Trajectory: NEW RISK Review Date: Jan 2018
A ‘bottleneck’ identified in the pathway is exacerbated by inconsistent
prescribing patterns in primary care (and in particular the absence of
commonly acknowledged ‘shared care agreements’ and protocols in respect
of prescribing appropriate medication).
Demand for clinical services (provided by Cheshire and Wirral Partnership)
continues to increase and waiting times continue to lengthen. Monthly
contract monitoring has highlighted that for October 2017 there was a service
caseload of 308 and that 14 new referrals were received, with average waits
of 83 weeks (min 1 weeks; maximum 182 weeks). Only one ‘new’ discharge
from the service was achieved in-month.
Engagement with stakeholders continues across sectors to develop draft high
level care pathway as do discussions with current providers to increase
access to the service within current investment levels. A ‘shared care
agreement’ with general practice to support timely discharge from specialist
service is also being worked towards.
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CO72 – Achievement of elective care RTT Standard at RLBUHT
Residual Risk Score 16 Trajectory: NEW RISK Review Date: Jan 2018
The elective care RTT standard (92%) has not been met by the Trust since
January 2016 and performance has shown a steady decline over this period
of time. Latest performance data available (September 2017) is reported as
84.9% against the 92% target.
The CCG continues to meet with the Trust on a monthly basis to review
current performance and trajectories for the remainder of the financial year
2017/18. In addition to the monthly meetings between the Trust and the CCG,
NHS England and NHSI are also engaged with the Royal with future
meetings scheduled between partners and stakeholders to provide a ‘whole
system’ overview. Action plans at ‘Specialty’ level have also been formally
requested from the Trust, although at the time of writing the plans had not
been received.
The CCG is supporting the OPD transformation agenda and actively working
with key specialities to redesign clinical pathways. An IBS pathway is also
under development which is expected to have a positive impact on the
numbers of referrals to gastro. Ophthalmology has now gone ‘live’ with
Advice and Guidance at the Royal and plans remain on track to launch the
community post-op follow up pathway in January 2018.
The ‘Dermatology Strategic Review’ (led by South Sefton CCG) is ongoing
and a workshop was held on 8th December 2017 for the CCGs to consider
and identify the next steps regarding contracts/ procurement options.
The CCG is maintaining close working arrangements with NHS England’s
Specialist Commissioning Team around the current capacity issues in Allergy
Services at the Royal Liverpool.
A planned reduction in outpatient estate capacity of up to 25% is provided in
the Royal new build, although there is a gap in terms of assurances on how
exactly this will be delivered.
CO73 – Delivery of commissioned diagnostic services to patients by
RLBUHT
Residual Risk Score 16 Trajectory: NEW RISK Review Date: Jan 2018
Achievement of diagnostics 1% target has not been met consistently since
March 2017 and has experienced a rapid decline to the latest available
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position (November 2017) of 22.8% of patients waiting over 6 weeks for
diagnostic services. Endoscopy services are impacted most, particularly in
Gastroscopy and Colonoscopy.
CCG Lead Officers continue to engage regularly with the Trust to review
performance trajectories and recovery plans, in addition to focussing on the
design of those clinical pathways within gastroenterology which have
impacted heavily on the Trust’s overall performance. Similar to the focussed
discussions on RTT, the Royal Liverpool is engaging with Liverpool CCG,
NHSE and NHSI on recovery of its performance and to undertake a ‘whole
system’ overview of the current issues affecting both diagnostic and RTT
performance. The Trust has procured additional activity (which commenced
in November 2017) via an insourcing arrangement and has also internally restructured its Senior Management Team to ensure that there is a dedicated
Senior Manager to oversee the improvement and recovery work streams
currently underway.
The CCG will continue to seek assurances regarding clinical risk and patient
outcomes via formal reporting at the Royal’s CQPG.
Detailed weekly data is now being received from the Trust which has enabled
the CCG to monitor (in real time) the impact of recovery plans on reducing the
waiting list backlog and progress against recovery trajectories. There is now
evidential assurance that the backlog is reducing at a rate which slightly
exceeds expected trajectories, although it is unlikely that diagnostic
performance will be recovered before the end of June 2018 at the earliest.
In the meantime, Liverpool CCG is applying appropriate contractual levers in
response to the continued non-achievement of the diagnostic standard, and
will continue to do so until recovery is not only achieved but there is evidence
performance will be sustained. The CCG’s Chief Officer has also formally
written to the Royal Liverpool’s Chief Executive regarding the Trust’s RTT
and diagnostic performance, expressing the Governing Body’s concerns and
seeking assurances of ‘Trust Board’ level oversight of recovery and
sustainability of performance going forward.

5.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)

This section is not applicable.

6.

DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY
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Effective and robust risk management arrangements (and clear mitigation
strategies) support the CCG’s delivery of statutory Financial Duties and the
2017/18 Financial Plan.

7.

CONCLUSION

The Corporate Risk Register continues to be monitored on a monthly basis.
Action plans put in place against each risk identified are reviewed monthly by
the appropriate sub-committee of the CCG Governing Body with first-line
assurance of controls and actions conducted by the Senior Management
Team on a bi-monthly basis. Strategic risks to corporate objectives are
monitored on a monthly basis by the Senior Management Team. Where legal
issues arise from individual risks the Corporate Risk Register will include
plans to mitigate them. There are no inherent legal implications associated
with the Corporate Risk Register in January 2018.

Joanne Davies
Corporate Services Manager (Governance)
20th December 2017

Ends
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LIVERPOOL CCG: CORPORATE Risk Register (Governing Body 09/01/2018)

Ref

Organisational
Values &
Objectives

Date Entered Objective

Version: v2.0

L

Risk score
when
Risk
Management Actions re gaps in controls and
C
entered on accepted assurance or unacceptable risk rating
to register

Description of Risks

Current Controls

Assurance in Controls

Failure to agree with the
City Council the
investment schedule and
associated outcomes,
including service delivery
and continuity; and
relations with the City
Council

Negotiations with LCC led
by the Chief Finance
Officer, regular updates
to SMT and, briefings to
Governing Body.

Joint governance and 2 5
delivery systems
established to
oversee the delivery
of the BCF under
leadership of the
Health and
Wellbeing Board.

L

C

Residual
Risk
(score)

Lead
Officer

Completion Review
Date
Date

STRATEGIC RISKS
CO19

CO58

To maximise
01/12/2013 To agree with
value from our
Liverpool City
financial
Council the
resources and
'Better Care
focus on
Fund' for
interventions
2017/18,
that will make a
including
major
individual
difference
schemes,
outcomes and
performance.

Minimising
24/06/2016 To improve the Failure to reduce delayed transfers
of care and improve pathways out
delayed
ability of the
of hospital. Increased waiting times
whole system to and increasing risk of higher needs
transfers of
as a result. Increased strain of bed
ensure
care and
management in Acute and Non
enabling people
appropriate
Acute trusts. The four key
to live
transfer from
contributors to delays are RLBUH,
independently
hospital for the UHA, LCH and Mersey Care. The
impact of LCH on adult social care
at home is one
entire adult
delays is significant accounting for
of the desired
population. It is just under 40% of the total bed
days delayed. This increased
outcomes of
an important
social care.
marker of the volume for a single provider
accounts for 56% of the overall
effective joint increase in delays for Liverpool
working of local since 2014/15.
partners, and is
a measure of
the
effectiveness of
the interface
between health
and social care
services.

399

10

Y

A refresh of draft Section 75 agreement between
Liverpool City Council and Liverpool CCG is
currently being prepared in line with National
requirements. Retention of this risk on the
corporate risk register will be reviewed following
completion of the refreshed Section 75
agreement. All schedules to be reviewed by lead
officers in LCCG and LCC. Revised submission in
relation to outcome measures and performance
targets was submitted on the 11th September in
line with the national requirements for recent
amendments to DTOC trajectory (Update from
MB 24/11/2017).

1

5

5

TW

On going

Jan-18

►

12

Y

The CCG and Liverpool City Council have agreed
revised and reduced DTOC targets with NHSE
which are likely to be challenging.

2

4

8

TW

Ongoing

Jan-18

►

BCF approved by
Governing Body in
June 2017 and was
approved by the
Health and
Wellbeing Board
22nd June 2017.

Monthly and quarterly
updates on statutory /
BCF measures in line with
North West sector led
improvement framework.
Daily / Weekly coordination across health
and social care to actively
manage delayed
discharges.
Improved rates for home
care providers for
reablement services.
Implementation of the
Enhanced Care Home
Model commenced on
1st February 2017

3 4
Key national
measure within the
better care fund.
The 2016 submission
for the BCF target
put forward a
proposal to account
for a predicted
increase in delays.
Based on projected
growth in recorded
delays during
2016/17 to 2017/18
the relative target is
set to mitigate a 6%
growth in delays and
improve by a further
5% on current
volumes.

Progress since
last update

The impact of these revised targets is currently
being assessed, alongside what additional
measures can be put into place to support their
achievement.
CCG UEC team monitors delays on daily basis to
expedite discharges, LCC & LCH have agreed to
establish coordinator role during Q4 2017/18 as
part of ICRAS implementation to ensure closer
management of flow from acute to community.
(Update from AMcF 04/12/2017)

1

Ref

CO45

CO60

Organisational
Values &
Objectives

Date Entered Objective

To maximise
16/04/2015 Mental Health
value from our
Access Waits financial
waiting time
resources and
standards
focus on
for people
interventions
entering a
that will make a
course of
major
treatment in
difference
adult IAPT
services.

Minimising
delayed
transfers of
care and
enabling people
to live
independently
at home is one
of the desired
outcomes of
social care.

400

27/07/2016 To improve

handover of
patients from
ERT to statutory
care providers.

Description of Risks

Current Controls

Assurance in Controls

L

Risk score
when
Risk
Management Actions re gaps in controls and
C
entered on accepted assurance or unacceptable risk rating
to register

The waiting list that
transferred from Inclusion
Matters Liverpool to Talk
Liverpool has not been
addressed. There remains
a significant number of
patients awaiting second
treatment. This impacts
on LCCG's waiting time
targets and recovery
rates. Waiting time
standards were
introduced for IAPT from
1st April 2016. In addition
the service is not on
target to hit 15% access
for 2016/17.

A contract performance notice
was issued on 28th September
2015 in respect of the Talk
Liverpool performance and
contract sanctions have been in
place since April 2016. New
patients / referrals monitored
against IAPT standards separately
from those on inherited waiting
list to ensure proportionate
provider delivery against standard
and monitor progress of recovery
plan to address backlog. Patient
tracking lists implemented to
ensure transparency of waits and
those that will fail the standard.
Remedial action plan
implementation and impact
monitored via formal contract
review meetings. Despite this the
pace of change has been slow and
the anticipated impact has not
been realised.

Monthly contract
review meetings
include monitoring
of the action plan

4

4

16

N

Local contract reporting shows the Month 7
2017/18 performance for Access at 5.9% against a
national target of 9.33% and Recovery 37.4%
against a target of 50%. In -depth analysis against
the recovery target has been undertaken and
shows this is impacted by people dropping out of
the service prior to completing treatment (for
those who complete treatment the recovery rates
are over 73.9%). The service is working on an
engagement strategy aimed at supporting people
to complete treatment and are participating in a
national Behavioural Insight Trial. The service is
planning a targeted piece of work to improve
access which includes the development of a
trusted partner website to improve referrals.
(Update from TC 6/12/2017)

Frailty Service / ERT
Delays: handover of
patients from ERT to
statutory care providers.
Capacity of care providers
is limited. This is
impacting on the Frailty
service resulting in the
frailty service potentially
missing their targets,
expected LoS, throughput
and activity. This will
impact on resource
utilisation.

Meetings with the CCG and
LCH have taken place in
2015 resulting in new
domiciliary care providers
brought on line with higher
rate of funding established
in early 2016.

Frailty Performance
3
Group re-established
with first meeting to
be held on 13-10-16.
this group will review
impact on
performance with
minutes of meeting
Identified as an issue in the noted and action log.
recent Frailty Service
On Healthy Ageing Risk
Review.
log to be discussed at
Daily report circulated to a the healthy Ageing
Commissioning Group
wide group of
by commissioners
professionals.
across Health & Social
Care.

3

9

N

The Frailty meeting for this quarter was cancelled 2 3
with mutual consent due to numerous apologies.
The Clinical and Non-Clinical Lead contacted all
partners to ensure there were no significant issues
or concerns that needed to be raised. A
comprehensive review has been completed and
the only outstanding concern before the risk
moves to business as usual was reported
interaction difficulties between the Royal Liverpool
Hospital and LCH therapy staff which will be
addressed at the next meeting. Due to winter
pressures the next meeting will take place at the
beginning of February 2018. (Update from LH
05/12/2017)

Governing Body
oversight and
exception reporting
CCG working
collaboratively with
NHSE regarding the
RAP

L

C

Residual
Risk
(score)

Lead
Officer

3

4

12

TW

6

TW

Completion Review
Date
Date

Ongoing

Ongoing

Progress since
last update

Dec-17

►

Jan-18

►

2

Ref

CO51a

Organisational
Values &
Objectives

To hold
providers of
commissioned
services to
account for the
quality of
services
delivered

Date Entered Objective

03/11/2015 Effective
provision of
nursing home
beds to the
residents of
Liverpool

Description of Risks

Current Controls

Assurance in Controls

L

Risk score
when
Risk
Management Actions re gaps in controls and
C
entered on accepted assurance or unacceptable risk rating
to register

Reduction of care home
beds in the city as a result
of 'inadequate' or 'require
improvement' CQC rating

Current nursing home bed
availability is updated and shared
across the system (Liverpool) on a
daily basis.

Continued adoption
and refinement of
the fair cost of care
methodology used
by LCC

5

4

Liv City Council and Liv CCG are
working to understand capacity
required in Liverpool, and how to
effectively commission this.

20

N

LCC have updated their fee levels
and as a result the city are now
average in the league tables. The
increased fee rates now take in to
account the living wage and go
some way to supporting home
owners in the city.

To maximise
value from our
financial
resources and
focus on
interventions
that will make a
major
difference

401

01/04/2017 To secure a
smooth transition
of services
currently
provided by LCH
to provider
organisations as
part of a
transactional
process led by
NHS
Improvement,
within the
financial
envelope
available.

Uncertainty of future service
delivery model following
failure of planned
transaction and
implementation of interim
management arrangements.
Transaction of remaining
non-core services to new
providers by agreed
deadlines.

LCH Transition Board in
place, led by NHS
Improvement, with CCG
represented along with
other key stakeholders.

CCG Chief Officer, Chief
Finance Officer and
Community Programme
Director are members
of the NHSI led LCH
Transition Board.

Transition Risk Register in
place, owned by NHSI
and overseen by the LCH
Transition Board.

Operational oversight
by SMT Task and Finish
Group to ensure
alignment of key areas
of risk to service
delivery and planning.

PMO in place, delivered
Stability of the financial
envelope for Liverpool Core by LCH and led by NHSI.
Services due to differential
transaction dates for others
services including Liverpool
non-core and Sefton Core
Services.

C

Residual
Risk
(score)

Lead
Officer

3

3

9

TW

Ongoing

Jan-18

►

2 4
NHS Improvement has now completed the
transaction process and determined that the
services should transfer into Mersey Care from 1st
April 2018 with Mersey Care providing interim
management arrangements from 1st November
2017. Action is now underway to support this next
stage of the transaction including completion of a
contract for community services with the CCG.
(Update from TW 05/12/2017)

8

TW

Monthly
review

Jan-18

►

The three 60 bedded Hubs are still on target to be
delivered during 2019. In addition LCC is
commissioning 30 additional EMI Beds which
should come on stream during Dec 17 / Jan 18,
depending on staff recruitment (Update from CF
28/11/2017)

Completion Review
Date
Date

Progress since
last update

This risk is recommended for removal from the
Corporate Risk Register. The rationale being that
the risk is owned and managed by Liverpool City
Council. The impact to the CCG from this risk is
reflected in risk ID CO58 with regards to DTOC and
enabling people to live independently at home and
performance will be monitored as part of 'business
as usual'. (Update from TW 05/12/2017)

New Residential Nursing contract
out to the market, this will improve
capacity across the system
The current Bed capacity is
reported to the joint Quality
Assurance & Safeguarding
Committee (QASSI)

CO64

L

4

5

20

Y

Strategic oversight by
CCG Finance,
Procurement and
Contracting Committee
with standing item
report.

3

Ref

CO62

CO71

Organisational
Values &
Objectives

Date Entered Objective

We accept
responsibility
for our actions.
We make and
support
business
decisions
through
experience,
evidence and
good
judgement, and
we will deliver
against our
promises

03/03/2017 To ensure that

To hold
providers of
commissioned
services to
account for the
quality of
services
delivered

23/11/2017 Improve the
length of time
Adults are
waiting to
access ADHD
Assessment and
Services

clinical services
are delivered
without
interruption and
that access to
key systems to
ensure safe
decisions are
made for
patients are
always
available. To
prevent loss of
IT service for
both clinical and
commissioning
services.

Description of Risks

Current Controls

Assurance in Controls

Due to the age of the
current air cooling
systems at Bevan House,
there is a significant risk
that the cooling system
could fail causing a
restriction of key IT
systems including clinical
(EMIS) systems and the
loss of IP telephony
services and core office
support including email
and access to network
files and folders for a
minimum of 12 hours.
This will affect Liverpool
CCG, South Sefton CCG,
Southport & Formby CCG,
Liverpool Community
Health and all Liverpool
GP Practices.

Additional servicing is now
being carried out on the
cooling system, however it has
been advised that the system
is relatively frail and prone to
failure due to its age although
this risk is reduced with
enhanced servicing.

Weekly updates provided 3
to CCG Digital Lead on
performance and issues.

Failure to manage the
waiting list length for
Adult ADHD Asessment
and Services.

Commissioning of Health
Needs Assessment for
Children & Adults with
neurodevelopmental
Conditions in Liverpool
from Liverpool JMU to
inform future
commissioning
intentions.

Monthly contract
reporting, stock take
of issues across STP
footprint

The bottleneck in the
pathway is exacerbated
by inconsistent
prescribing patterns in
primary care and the
absence of a commonly
acknowledged shared
care agreements and
protocol in respect of the
relevant medication.

L

Risk score
when
Risk
Management Actions re gaps in controls and
C
entered on accepted assurance or unacceptable risk rating
to register

Sharing of information
across STP footprint to
explore possibiitiies of a
joint approach.

C

4

12

Y

Planned relocation activity is performing well with 2 4
internal migration preparation completed as
planned. Hardware has been purchased and is
currently being installed in the new data centre. A
delay due to waiting for 3rd party wayleave to
install a new data circuit has been resolved
however this may impact upon cost of delivery to
maintain end of Feb migration target (additional
personnel to transfer data may be required).
Options to complete this activity within budget are
being explored however this issue will not cause
the project to exceed the critical exit date of 31
March 18. (Update from DH 4/12/17)

4

20

N

Clinical services are provided by Cheshire and
Wirral Partnership. Contract reporting indicates
that demand for the service continues to increase,
and waits continue to lengthen. Monthly contract
monitoring has highlighted that for October 2017
the service has a caseload of 308, received 14 new
referrals, has average waits of 83 weeks (min 1
weeks; maximum 182 weeks) and made 1 new
discharge.

Business continuity plan
in place with disaster
recovery system ready
(requires minimum 12
hours fail-over time) and
secondary plan in place
Informatics Merseyside are
monitoring the performance to move the existing
server and network
of the system constantly to
ensure any system failures are equipment to a
secondary location
detected and acted on
should the cooling
immediately.
system be found beyond
The new 'shared infrastructure repair.
group' chaired by LCCG is
GPIT bid submitted to
operating well and meeting
regularly to oversee progress NHSE for funding a
replacement system to
and any issues.
be built in an enterprise
class facility.

5

L

5

3

Residual
Risk
(score)

Lead
Officer

8

TW

15

TW

Completion Review
Date
Date

Mar-18

Ongoing

Progress since
last update

Jan-18

►

Jan-18

NEW RISK

Engagement with stakeholders continues across
sectors to develop draft high level care pathway
Discussions continue with current providers to
increase access to the service within current
investment levels.
Work towards a shared care agreement with
general practice to support timely discharge from
specialist service continues.
(Update from AK 05/12/2017)

402

4

Ref

Organisational
Values &
Objectives

Date Entered Objective

CO67

We accept
responsibility
for our actions.
We make and
support
business
decisions
through
experience,
evidence and
good
judgement, and
we will deliver
against our
promises

01/07/2017 To ensure that

CO68

We accept
responsibility
for our actions.
We make and
support
business
decisions
through
experience,
evidence and
good
judgement, and
we will deliver
against our
promises

18/08/2017 Maintain and

403

Description of Risks

Failure to adequately
the IMT
secure and protect the
infrastructure IMT infrastructure from a
that supports
malicious cyber attack
the work of the leading to the loss of
CCG is secure
service and / or data
and protected
from the risk
and impact of a
malicious cyber
attack

secure public
organisational
and
professional
confidence in
the CCG

Inability to restore public
and partner confidence in
the CCG and its Governing
Body leading to further
reputational damage and
external scrutiny

Current Controls

Assurance in Controls

The CCG contracts with
iMerseyside (Mersey
Care) to provide an IMT
infrastructure, network
and user support, which
includes infrastructure
and data security
measures which are
compliant with NHS
Digital and best practice
requirements.

Infrastructure and
4 5
data security
management
security and business
continuity plans are
in place and subject
to regular review
against the evolving
and changing
threats. Advice and
guidance is provided
by NHS Digital /
GCHQ weekly Care
Cert updates,
alongside scrutiny by
internal audit

20

N

Directions from NHSE
that the CCG must
comply with.

NHSE oversight of
4 5
compliance with NHS
Directions.

20

Y

Implementation Plan in
place.

NHSE have now
approved the
specification for the
OD Review and work
has commenced.

Senior Management
Team meeting on a
weekly basis followed by
meeting with Chair /
Clinical Vice Chair

L

Risk score
when
Risk
Management Actions re gaps in controls and
C
entered on accepted assurance or unacceptable risk rating
to register

Residual
Risk
(score)

Lead
Officer

The CCG and iMerseyside continue to be vigilant to 3 5
the threat of further cyber attacks. This risk will
continue to be monitored as part of 'normal
business'. This risk is therefore recommended for
removal from the Corporate Risk Register.
(Update from ID 28/11/2017)

15

ID

Ongoing

Dec-18

▼

Final changes to Governing Body Remuneration
3 4
agreed at the Governing Body meeting held on the
14th November 2017. Recruitment to the 3 Lay
member vacancies expected to be concluded by
the middle of December 2017. (Update from ID
28/11/2017).

12

SB

Ongoing

Jan-18

▼

L

C

Completion Review
Date
Date

Progress since
last update

New Chair undertaking
series of 1:1 meetings
with key partners and
stakeholders and
attending practice
neighbourhood meetings.

5

Ref

CO70

Organisational
Values &
Objectives

We accept
responsibility
for our actions.
We make and
support
business
decisions
through
experience,
evidence and
good
judgement, and
we will deliver
against our
promises

404

Date Entered Objective

22/09/2017 Ensure

Description of Risks

Inability to comply with
compliance with NHS England directions
all NHS
within timescales leading
Liverpool CCG to risk of further direct
Directions 2017 intervention by NHS
within
England and potential
timescales as
further significant
directed by
restrictions on autonomy
NHS England on of CCG.
22/08/2017.

Current Controls

Assurance in Controls

Implementation Plan
completed with actions
commenced.

Directions presented 3 5
to Governing Body
meeting 12/09/2017

Remuneration
Committee Review
completed, new ToR
approved by Governing
Body on 12/09/2017

Revised Constitution
approved by
Governing Body on
12/09/2017, along
with revised ToR for
all committees

Revised Conflicts of
Interest Policy (Sept
2017) meets NHSE
Statutory Guidance
(policy approved by
Governing Body on
12/09/2017 and
disseminated to all staff)

L

Risk score
when
Risk
Management Actions re gaps in controls and
C
entered on accepted assurance or unacceptable risk rating
to register
15

N

L

C

1 5
Review meeting held as planned with NHSE and
evidence submitted of progress made to date. See
commentary above (Risk CO68) for further details
of actions completed or underway. (Update from
ID 28/11/2017)

Residual
Risk
(score)

Lead
Officer

5

ID

Completion Review
Date
Date

Ongoing

Jan-18

Progress since
last update

►

Conflicts of Interest
training delivered to
Governing Body
members by CCG
legal partners completed
20/09/2017 (over 2
sessions)

6

Ref

Organisational
Values &
Objectives

Date Entered Objective

QUALITY & SAFETY

CO51b

To hold
providers of
commissioned
services to
account for the
quality of
services
delivered

03/11/2015 Quality of

provision in
some care
homes is
variable. A
number of
homes are
closed to
admissions to
enable quality
improvements
to take place.

Description of Risks

Current Controls

Quality of provision is
variable leading to poor
outcome for some
residents.

Adult safeguarding board has
oversight of the work to improve
outcomes.

To hold
providers of
commissioned
services to
account for the
quality of
services
delivered

07/04/2017 Delivery of
community
services meets
commissioning
requirements

L

C

Residual
Risk
(score)

Lead
Officer

4

20

N

The Care Homes Safeguarding Standard Operating
Procedure was presented to and approved by
QSOC in November 2017. The Care Home training
programme is now being delivered. (Update from
JL 29/11/2017)

2

3

6

JL

Ongoing

Jan-18

▼

4 4
CQPG reports into
QSOC and ultimately
Governing Body

16

Y

As the transaction process is now complete, the
Transition Board led by NHSI has now been stood
down.

3

4

12

JL

Monthly
review via
CPQG/ QSG

Jan-18

►

Assurance in Controls

L

5
Nursing Home
integrated dashboard
will create a single
point of access for
Internally - developing a 'CQPG'
approach to care home.
information and to
highlight early warning
Monthly Joint Quality Assurance
signs and areas of
Group (QASSI) includes CCG, CQC,
concern.
LCC, and relevant clinicians

Completion Review
Date
Date

Progress since
last update

(designated safeguarding team).

Further development
of the performance
dashboard to
maximise the
intelligence and
information available
to commissioners,
NHS Liverpool CCG is engaged in
providers and the
the Liverpool City Region work
with regards to care homes via the general public.
QSG has established a Care Homes
Group.
Care home quality report
produced and reported to the CCG
QSOC committee (quality sub
committee of CCG) each month.

Integrated Joint Director role and
a Cheshire and Mersey summit
took place in June 2017.

CO63

Risk score
when
Risk
Management Actions re gaps in controls and
C
entered on accepted assurance or unacceptable risk rating
to register

Quality of services
transferred to new
providers may deteriorate
due to disruption caused
by transfer including core
bundle now subject to
interim management
arrangements led by Alder
Hey.

Clinical Quality Oversight Group
meeting fortnightly and reporting
directly to the Transition Board
Services transitioned to new
providers will be monitored via
respective CQPG
Current LCH CQPG will continue,
in order to monitor quality of core
bundle
Quality Surveillance Group will
continue to receive reports
regarding all transitioned services
and Liverpool core bundle
Services remain on enhanced
surveillance

Care Homes Quality
Assurance Group
meets monthly.

CQPG remains in
place currently
QSG have taken an
oversight role to
ensure quality of
services is
maintained /
improved with
receiving
organisation

A workshop is due to take place in January 2018
with commissioners of services that will be part of
Mersey Care NHS Trust to ensure appropriate
governance and oversight of quality from April
2018. As part of the workshop the Collaborative
Forum is to revise its Terms of Reference now that
LCH is transferring to Mersey Care Trust.
(Update from JL 29/11/2017)

Quality Summit took place on
16/03/2017 as part of the formal
handover to new providers (please
see CO64).

405

7

Ref

Organisational
Values &
Objectives

Date Entered Objective

Description of Risks

Current Controls

Assurance in Controls

4 4
Workshop
undertaken to
identify and resolve
key issues. Training
with LCC Social
Workers completed.
Support continues to
be provided to LCH
Staff.

CO65

To hold
providers of
commissioned
services to
account for the
quality of
services
delivered

30/06/2017 To ensure
compliance with
timescales for
Statutory
Looked After
Children Health
Assessments
and assurance
of robust
system-wide
processes
within provider
services

The CCG is at risk of not
delivering its strategic
responsibility of LAC due
to reduced capacity in the
LAC Team impacted by a
lack of trained staff.

Discussions being
brokered between Trusts
to clarify roles and
responsibilities between
LAC nurses and
community
paediatricians.
04.04.2017 Training
delivered to LCC Social
Workers to highlight the
importance of timely
information sharing with
LCH Staff. Problem
escalated to LCC assistant
director of Social Care.
Carlene Baines
continuing to support
LCH with staffing issues.

CO66

To hold
providers of
commissioned
services to
account for the
quality of
services
delivered

30/06/2017 Effective
provision to
complete the
CCG statutory
function for
Quality

The Quality Team has
insufficient staffing to
provide an adequate level
of cover across the whole
spectrum of its
responsibilities including
the SUI process

The issue has been raised Positions to be
at EMT and a paper has recruited to have
been prepared for SMT. been advertised
SMT are aware of the
issues verbally. The team
have reviewed their
capacity and capability
and where possible have
prioritised resources.
SMT have agreed for the
team to recruit to
strengthen the team

406

L

Risk score
when
Risk
Management Actions re gaps in controls and
C
entered on accepted assurance or unacceptable risk rating
to register

4

4

L

C

Residual
Risk
(score)

Lead
Officer

Completion Review
Date
Date

Progress since
last update

16

N

Mersey Care Trust are aware of the challenges,
and meetings have taken place and the risks have
been highlighted. A plan for managing the risk
moving forward will be going through QSOC.
(Update from JL 29/11/2017)

3

4

12

JL

Ongoing

Jan-18

►

16

N

1x WTE AfC Band 8b now in post with successful
recruitment in October of 2 x WTE 8a posts. The
start date for these posts has been confirmed as
2nd January 2018 (Update JL 29/11/2017)

2

3

6

JL

Ongoing

Jan-18

►

8

Ref

CO73

Organisational
Values &
Objectives

Date Entered Objective

To hold
06/12/2017 Delivery of
providers of
commissioned
commissioned
services to
services to
patients by
account for the
Royal Liverpool
quality of
and Broadgreen
services
University
delivered
Hospitals meet
constituitional
standards
regarding
diagnostic
waits, in
particular
endoscopy

407

L

Risk score
when
Risk
Management Actions re gaps in controls and
C
entered on accepted assurance or unacceptable risk rating
to register

Description of Risks

Current Controls

Assurance in Controls

Achievement of
diagnostics 1% target has
not been met consistently
met since March 2017
and has shown a steady
decline to a position of
22.8% of patients in
November waiting over 6
weeks for a diagnostic.
Endoscopy services are
impacted most

The CCG continues to meet
monthly with the Trust to
review performance.
The CCG is supporting the OPD
transformation agenda and
actively working with key
specialties to redesign clinical
pathways that impact on
diagnostic activity within
gastroenterology.
Joint meeting with the trust,
CCG, NHSE and NHSI have
been held and future meetings
scheduled to provide a whole
system overview.
The trust have procured
addtional activity which
commneced in November via
an insourcing arrangement,
with a recovery trajectory of
April to achieve 1% target. The
CCG continues to monitor this
weekly

The CCG has sought 4 4
assurance via formal
reporting at CQPG
relating to mitigation
of clinical risk and
patient harm.
Updates are
reported at CQPG
regularly. A detailed
action plan relating
to diagnostics has
been received and
the CCG are
monitoring
performance and
progress against this
weekly. Currently
diagnostics recovery
is ahead of
trajectory.

16

Y

Weekly data being received from the Trust to
monitor performance against recovery trajectory.
Regular RTT performance meeting re-established.
Joint meeting between NHSE, NHSI, CCG and the
Trust established.

L

C

4 4

Residual
Risk
(score)

Lead
Officer

16

JL

Completion Review
Date
Date

Ongoing

Jan-18

Progress since
last update

NEW RISK

Liverpool CCG is currently exploring all available
options in terms of contractual levers to address
RTT performance levels. The CCG’s Chief Officer
has also formally written to the Royal Liverpool’s
Chief Executive regarding the Trust’s deteriorating
RTT performance, expressing the Governing Body’s
concerns and seeking assurances of recovery and
sustainability of RTT performance going forward.
CCG is to formally write to the Trust Executive.
(Update from JN 06/12/2017)

9

Ref

Organisational
Values &
Objectives

Date Entered Objective

PRIMARY CARE
CO41a

To hold providers 27/01/2015 Effective
of commissioned
provision of
services to
commissioning
account for the
support services
quality of
to the CCG and
services
primary care
delivered
contractors.

Description of Risks

Current Controls

Assurance in Controls

L

Risk score
when
Risk
Management Actions re gaps in controls and
C
entered on accepted assurance or unacceptable risk rating
to register

Primary Care Support
Services Contract was
awarded to Capita in
September 2015. This
contract represents major
transformation to the
delivery of primary care
support services.

Standing agenda item for
Finance, Procurement &
Contracting Committee and
Primary Care Commissioning
Committee

Limited assurance on
control measures due to
uncertainty in terms of
gaps.

3

3

9

N

Minutes of committee
meetings & exception
Primary Care Team and
Finance Team strengthened in reporting to Governing
Body
anticipation of increased
workload.
NHS England awarded
contract (22 Jun 2015) to
Formal meetings in place
Capita to establish a
between LCCG Finance and
NHS England Finance Teams 'single provider
framework' for primary
to discuss provision of
care administrative
financial data
support functions

To hold
01/12/2017 Delivery of
providers of
commissioned
commissioned
services to
services to
patients by
account for the
Royal Liverpool
quality of
and Broadgreen
services
University
delivered
Hospitals meet
constitutional
standards
regarding
referral to
treatment time
for elective care

Achievement of elective
care RTT standard (92%)
has not been met since
January 2016 and has
shown a steady decline to
a current position of
84.9% in September 2017.

The CCG continues to
meet monthly with the
Trust to review
performance.

The CCG is supporting the
OPD transformation
agenda and actively
There is a lack of
working with key
assurance relating to RTT specialities to redesign
recovery at Trust Board
clinical pathways.
Level.
Joint meeting with the
Trust, CCG, NHSE and
NHSI have been held and
future meetings
scheduled to provide a
whole system overview.

CCG have sought
assurance via formal
reporting at CQPG relating
to mitigation of clinical risk
and patient harm.
Updates are reported at
CQPG regularly.

C

Residual
Risk
(score)

Lead
Officer

3

4

12

CM

Ongoing

Jan-18

▲

4 4

16

CM

Ongoing

Jan-18

NEW RISK

Completion Review
Date
Date

Progress since
last update

NHS England are undertaking a comprehensive review regarding the
processes that PCSE undertook during the APMS procurement
exercises across Liverpool and Sefton CCGs. Some 1,418 patients
have not been registered with the national system by PCSE. This has
meant that they may have missed their screening targets. LCCG has
StEIS (Strategic Executive Information System) this and a
multidiscplinary meeting has been established. LCCG have asked
each GP surgery impacted by the issues to prioritise the following
new patient groupings to ensure that their immunisation and
screening recalls have occurred:

LMC, Head of Primary
Care Quality and
Improvement and
Practice Manager
Governing Body leads on
attending local
stakeholder forum
(monthly).

CO72

Unfortunately no further update is available as the last Primary Care
Commissioning Committee was cancelled due to the meeting not
being quorate. This problem will be resolved once the new lay
member has been appointed. Performance data has been
requested from NHSE but this has not yet been received. Any
urgent business for the Primary Care Commissioning Committee will
be processed by the Governing Body. (Update from CM
27/11/2017)

L

1. Babies
2. 0-2 year olds
3. 3-5 year olds
4. 18-25 year old females
5. 1st acceptance patients
6. Transfer patients (all)
(Update from SA 05/12/2017)

4 4

16

Y

An IBS pathway currently being developed should have a positive
impact on referrals to gastro. Ophthalmology has now gone ‘live’ with
Advice and Guidance at the Royal and plans remain on track to launch
the community post-op follow up pathway in January 2018.
The Dermatology Strategic Review is ongoing (led by South Sefton
CCG) and a workshop is planned with all participating CCGs on 8th
December 2017 to consider and identify the next steps regarding
contracts/ procurement options.
Liverpool CCG is currently exploring all available options in terms of
contractual levers to address RTT performance levels. The CCG’s Chief
Officer has also formally written to the Royal Liverpool’s Chief
Executive regarding the Trust’s deteriorating RTT performance,
expressing the Governing Body’s concerns and seeking assurances of
recovery and sustainability of RTT performance going forward.
The CCG is maintaining close working arrangements with NHS
England’s Specialist Commissioning Team around the current capacity
issues in Allergy Services at the Royal Liverpool. Improvement and
recovery actions relating to diagnostic capacity and performance will
also have a positive impact on RTT performance but this will not be
realised until Q1 2017/18.
Specialty level action plans have been requested from the Trust,
however these are yet to be received.
A planned reduction in outpatient estate of up to 25% is provided in
the Royal new build, there is a lack of assurance on how this will be
delivered, timescales for delivery and any mitigation on RTT delivery
given the current performance.
(Update from JN 01/12/2017)

408
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Ref

Organisational
Values &
Objectives

Date Entered Objective

SYSTEM RESILIENCE

CO29

CO35

To hold
providers of
commissioned
services to
account for the
quality of
services
delivered

To hold providers
of commissioned
services to
account for the
quality of
services
delivered

409

01/06/2014 Delivery of the

NHS
constitution 4
hour standard
in AED to
patients
attending Royal
Liverpool &
Broadgreen
University
Hospitals NHS
Trust meeting
the
commissioning
requirements
(service and
quality).

13/10/2014 Delivery of the

NHS
constitution 4
hour standard
in AED to
patients
attending
Aintree
University
Hospital NHS
Foundation
Trust meeting
the
commissioning
requirements
(service and
quality).

Description of Risks

Current Controls

Assurance in Controls

Failure to achieve the 95%
4 hour standard results in
delayed care, treatment
and poorer outcomes for
patients

The CCG continues to work in
partnership with the Trust, and
broader partners through the AED
Delivery Board in order achieve
sustainable delivery of the 4hr
standard.

4 4
Governing Body
Corporate
Performance Report
provides
updates/assurance
on CCG controls on a
monthly basis

RLBUHT performance includes
attribution of Walk-in Centre (AED
type 3/4) activity.
Medworx system in place at Trust
to provide live data in respect of
flow - identified as key component
in achieving and sustaining AED
performance
ECIP concordat signed by all
system partners to support
delivery of improvement work
streams

Failure to achieve the 95%
4 hour standard results in
delayed care, treatment
and poorer outcomes for
patients

The CCG continues to work in
partnership with the Trust, and
broader partners through the AED
Delivery Board in order achieve
sustainable delivery of the 4hr
standard.
AUH performance includes
attribution of Walk-in Centre (AED
type 3/4) activity.
Medworx system in place at Trust
to provide live data in respect of
flow - identified as key component
in achieving and sustaining AED
performance
ECIP concordat signed by all
system partners to support
delivery of improvement work
streams

L

Risk score
when
Risk
Management Actions re gaps in controls and
C
entered on accepted assurance or unacceptable risk rating
to register

16

N

Winter plans
presented at
November 2017
Governing Body
meeting

Residual
Risk
(score)

Lead
Officer

5

4

20

ID

5

4

20

ID

Completion Review
Date
Date

Ongoing

Progress since
last update

Jan-18

►

Jan-18

►

A number of suitable schemes have been identified; at time of
update the CCG is awaiting confirmation of the local funding
allocation, which is expected in early December.

Winter plans
presented at
November 2017
Governing Body
meeting

Performance is
monitored via
Contract Review
Meetings on a
monthly basis

C

In addition, following the autumn budget statement announcement
of £335 million to help the NHS increase capacity over winter.
Urgent work has been taking place across the local health and social
care system to identify schemes which could be mobilised
immediately with the aim of:
- increasing hospital bed capacity;
- increasing community bed capacity to support discharge from
acute hospitals and allow patients to be cared for closer to home;
- improving patient flow within acute Trusts.

Performance is
monitored via
Contract Review
Meetings on a
monthly basis

4 4
Governing Body
Corporate
Performance Report
provides
updates/assurance
on CCG controls on a
monthly basis

Work has continued with the Trust and key partners to improve
patient flow and reduce DTOCs. Some positive progress has been
made and Trust performance has shown some improvement (see
Governing Body Performance Report) although performance
remains below the 95% NHS constitutional standard.

L

(Update from AMcF 04/12/2017)

16

N

Work has continued with the Trust and key partners to improve
patient flow and reduce DTOCs. Some positive progress has been
made and Trust performance has shown some improvement (see
Governing Body Performance Report) although performance
remains below the 95% NHS constitutional standard.

Ongoing

In addition, following the autumn budget statement announcement
of £335 million to help the NHS increase capacity over winter.
Urgent work has been taking place across the local health and social
care system to identify schemes which could be mobilised
immediately with the aim of:
- increasing hospital bed capacity;
- increasing community bed capacity to support discharge from
acute hospitals and allow patients to be cared for closer to home;
- improving patient flow within acute Trusts.
A number of suitable schemes have been identified; at time of
update the CCG is awaiting confirmation of the local funding
allocation, which is expected in early December.
(Update from AMcF 04/12/2017)

11

Ref

CO36

Organisational
Values &
Objectives

To hold
providers of
commissioned
services to
account for the
quality of
services
delivered

Date Entered Objective

13/10/2014 Delivery of
Urgent and
Emergency Care
commissioned
services is able
to meet likely
demands

Description of Risks

Current Controls

Assurance in Controls

L

Risk score
when
Risk
Management Actions re gaps in controls and
C
entered on accepted assurance or unacceptable risk rating
to register

Failure to meet patient
demand leading to a fall in
performance and a
potential adverse impact
upon service
responsiveness and
quality

The CCG and AED
Delivery Board continue
to monitor performance
closely and support
whole system
cooperation and
collaboration

Oversight of the
plans via the CCG
Urgent Care Team
and the North
Mersey & Southport
AED Delivery Board.

3

4

Additional resources
have been made
available to the local
authority to support
enhanced domiciliary
care.
The CCG has funded
implementation of
Escalation Management
System (EMS) which
supports transparency of
escalation reporting and
ability of system partners
to provide mutual aid

410

EMS used across
North Mersey
economy.
ECIP report received
by Governing Body
on 14/02/2017
Winter plans
presented at
November 2017
Governing Body
meeting

12

Y

L

C

Winter plans have been completed and submitted 3 4
to NHSE via the AED Delivery Board. Work
continues to develop arrangements across
Liverpool and Sefton for daily system management
and intervention.

Residual
Risk
(score)

Lead
Officer

12

ID

Completion Review
Date
Date

Ongoing

Jan-18

Progress since
last update

►

A further winter planning workshop was held in
November 2017 to develop additional 'exceptional'
responses to expected service pressures that will
impact on the system during early January 2018.
In addition, and following agreement of the iBCF
fund, additional resources will be made available
to support patient flow and further reduce DTOCs
with LCC & LCH have agreed to establish
coordinator role during Q4 2017/18 as part of
ICRAS implementation to ensure closer
management of flow from acute to community.
(Update from AMcF 04/12/2017)

12

Ref

Organisational
Values &
Objectives

Date Entered Objective

Description of Risks

HEALTHY LIVERPOOL PROGRAMME

CO18

CO54

We accept
01/10/2013 Deliver the
Failure to delivery the
responsibility
transformation transformational
for our actions.
of health and
programme ambition to
We make and
health & care
achieve a single
support
services across integrated Acute Trust for
business
the city through the city through the
decisions
the Healthy
merger of the Royal
through
Liverpool
Liverpool and Aintree
experience,
Programme
Hospitals
evidence and
good
judgement, and
we will deliver
against our
promises

To hold
providers of
commissioned
services to
account for the
quality of
services
delivered

01-Feb-16 To secure the

future
sustainability
and delivery of
safe and
effective
services for
women's health
and neonates.

Service and financial risks
undermine the
sustainable delivery of
services currently
provided by LWH.

Current Controls

Assurance in Controls

L

Risk score
when
Risk
Management Actions re gaps in controls and
C
entered on accepted assurance or unacceptable risk rating
to register

Programme Advisory
Board established;
Governing Body
commitment to HLP;
officer-led delivery group
in place.

Trusts application
completed in
accordance with NHSI
processes and
procedures.

2

5

Y

C

3 5
The Outline Business Case for the merger of the
Royal and Aintree was submitted to NHSI in
November 2017. The timescales for the
completion of the process are still to be confirmed.
(Update from CH 13/12/2017)

Residual
Risk
(score)

Lead
Officer

15

CH

12

CH

Completion Review
Date
Date

On-going

Progress since
last update

Jan-18

▲

Dec-17

►

NHSI have now arrived at an interim decision
which requires the application to be reviewed and
re-submitted for further consideration in summer
2018. (Update from ID 19/12/2017)

Clinically-led settings and
programme groups in
place.
List of Programme roles
necessary to mobilise
produced with
prioritisation of roles
assessed to mitigate risks
to delivery.
Women's health and
Regular oversight and
neonatal services remain a reports to the HLP
high priority within the HLP. Hospital and
Programme Board.
Future generations strategy Monitor to undertake
developed by LWH.
review of the Trust in
Application for distress
response to
funding made to monitor. application for distress
funding.
A Financial oversight board
has been established to
CCG Governing Body
identify potential solutions received and accepted
to the capital funding
a strategic case for
challenge of the options in change at its formal
the PCBC
meeting held on 8
March 2016.
CCG agreed with LWH
to now undertake a full
options appraisal of
the service delivery
options in response to
this case for change.

411

10

L

3

4

12

Y

Assurance process resumed in September 2017.

3

4

Apr-17

Work continues to progress the necessary
preparatory work and assurance process with
NHSE with regards to the proposals for LWH
consultation.
The Finance Oversight Board has developed a
Strategic Outline Case which sets out how funding
for reconfiguration could be secured, along with a
case regarding affordability and value for money.
This has been submitted as evidence for the
assurance process, along with the independent
clinical review of services. Proposals for short term
actions to address clinical risks have been
developed and are being considered by NHSI.
(Update provided by CH 30/10/2017)
Final report regarding the consultation for the
Liverpool Women's Hospital and Trauma &
Orthopaedics reconfiguration is to be presented to
Trust Boards and CCG Governing Bodies in January
2018. (Update from CH 07/12/2017)
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Ref

CO56

CO59

Organisational
Values &
Objectives

We accept
responsibility for
our actions. We
make and
support business
decisions
through
experience,
evidence and
good judgement,
and we will
deliver against
our promises

We accept
responsibility for
our actions. We
make and
support business
decisions
through
experience,
evidence and
good judgement,
and we will
deliver against
our promises

Date Entered Objective

30-Mar-16

Description of Risks

Deliver the
Failure to meet Statutory
transformation of requirements and due
health and health process
& care services
across the city
through the
Healthy Liverpool
Programme

22-Jun-16 Deliver the
transformation of
health and health
& care services
across the city
through the
Healthy Liverpool
Programme

The ability of the local
delivery system to
collaborate and act as one to
deliver the system plan for
financial & clinical
sustainability

Current Controls

Assurance in Controls

L

Risk score
when
Risk
Management Actions re gaps in controls and
C
entered on accepted assurance or unacceptable risk rating
to register

Internal processes to assess
risk regarding engagement
consultation, equalities
responsibilities and service
reconfiguration.

HLP Engagement and
Comms Strategy

3

4

12

Y

Committees in Common met during November
2017 and a workshop will take place in December
2017. Draft terms of reference for the joint
committee under consideration and review prior
to formal presentation to the Governing Body.
Proposals from this to establish the joint
committee of the North Mersey CCGs will then be
presented to the CCGs Governing Body meetings
in January 2018. (Update from CH 28/11/2017)

2

4

8

CH

On-going

Jan-18

►

3

4

12

N

Trust Directors of Finance and CCG Chief Finance
Officers are working together in partnership to
embed the operation of the 'Acting as One'
agreement and review the principles that will
apply through 2017-19, with a remit to explore
how the system will operate post April 2019.
(Update from CH 30/10/2017)

2

4

8

CH

Ongoing

Jan-18

►

In-house expertise
around statutory
requirements and
Relationship and
access to advice from
communication with Health external advisors
Select and OSC
HLP Leadership Group
Service reconfiguration
Committees in
progress is updated
Common
monthly on the NHSE
Service Reconfiguration
NHSE Assurance
grid.
meetings
Healthy Liverpool
North Mersey
Programme Board
Committees in
Common established.
CCG constitution makes
provision for the
External NHSE
establishing of the
assurance process.
proposed new joint
committee.

Healthy Liverpool engagement HLP Governance
and governance enables a
collaborative opportunity to
CCG Network
structural change
Establishment of a provider
collaborative to enable a
system wide approach to
reconfiguration.
Governance is in place for a
Merseyside LDS membership
group which is driving a
system Sustainability &
transformation plan
Acting As One contracts in
place

412

The local system has
applied for a North
Mersey system control
total to facilitate
collaboration and
ownership

L

C

Residual
Risk
(score)

Lead
Officer

Completion Review
Date
Date

Progress since
last update

CCG Strategic Plan for 2018 - 2021 to be
developed. (Update from CH 28/11/2017)

Second CCG
Constitution revision
of 2017/18 approved
by NHSE November
2017
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Ref

Organisational
Values &
Objectives

Date Entered Objective

Description of Risks

Current Controls

Failure to deliver statutory
financial duties

Development & approval of financial
plan delivering NHSE business rules
and CCG planning assumptions.
Approval of 2017/18 operational
financial plan by the Governing Body.
Budgets delegated and accepted by
budget holders.
Financial risk assessments;
Contingency reserves set aside.
Monthly reporting including variance
analysis; targeted corrective actions as
appropriate.
Contract negotiation and monitoring
processes.
Contract Performance monitoring and
reporting.

Assurance in Controls

L

Risk score
when
Risk
Management Actions re gaps in controls and
C
entered on accepted assurance or unacceptable risk rating
to register

L

C

Residual
Risk
(score)

Lead
Officer

3

3

3

3

9

MB

Completion Review
Date
Date

Financial Risk
CO57

To maximise
value from our
financial
resources and
focus on
interventions
that will make a
difference
To meet all
statutory duties

24-May-16 To achieve NHS
business rules
and to meet
statutory
financial duties

Poor or inappropriate use of
financial resources
Failure to secure maximum
value for money in
contractual arrangements
Failure to deliver cash
releasing efficiency savings
(CRES).

Monthly Finance report to
FPC and GB
Periodic internal audit
reviews on Financial,
Contracting and Business
Intelligence controls and
procedures.
External audit review of
arrangements for the
production of statutory
accounts - includes review of
contracting arrangements
Financial monitoring by NHS
E - monthly monitoring
reports
BI and contract activity
reporting to FPC
Financial Recovery Oversight Group
(FROG) continues to meet on a regular Finance Directors across the
region are meeting on a
basis and has oversight of the CRES
plan.
regular basis.
Financial Recovery Oversight
Monthly reporting continues with
Group meeting weekly.
regards to budget monitoring and
Financial Effectiveness Plan in
CRES delivery against plan.
place.
Performance against the CRES Plan
will be reported to appropriate
committees on a monthly basis,
alongside the SMT.

413

9

Y

Current Financial Performance (month 7) indicates
a year to date pressure of circa £1.552m but with
forecast outturn assumptions in line with financial
plan requirements subject to the delivery of
further mitigation of other risks to the value of
£1.501m . CRES monitoring indicates a shortfall of
£4.441m compared to plan requirements of
£26.2m which has been taken into account as part
of overall financial position and continues to be
monitored on a scheme by scheme basis

Ongoing

Jan-18

Progress since
last update

►

(Update from MB 24/11/2017)

Governing Body oversight
maintained by monthly stand
alone 'Financial Performance
Report'.

15

Ref

Organisational
Values &
Objectives

Date Entered Objective

KEY:

Updates to
existing risks in
'blue'

Description of Risks

Current Controls

Assurance in Controls

L

Risk score
when
Risk
Management Actions re gaps in controls and
C
entered on accepted assurance or unacceptable risk rating
to register

L

C

Residual
Risk
(score)

Lead
Officer

Completion Review
Date
Date

new risk
Recommended for removal

►
▲
▼

414

Progress since
last update

Risk Unchanged
Risk increased
Risk decreased
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Report no: GB 07-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 9TH JANUARY 2018
Title of Report
Lead Governor

Revision to Terms of Reference for Liverpool
CCG Governing Body
Jan Ledward, Interim Chief Officer

Senior
Management
Team Lead
Report Author

Jan Ledward, Interim Chief Officer

Summary

It has been agreed that the Governing Body
should meet formally in public on a bi-monthly
basis from January 2018 onwards. This has
required a minor change to section 9 of the
Terms of Reference around frequency of
meetings to bi-monthly with a minimum of one
meeting per year. The changes are marked in
red.

Recommendation

That Liverpool CCG Governing Body:
 Approves the minor changes contained in
the Governing Body Terms of Reference
around frequency of meetings being bimonthly with a minimum of one meeting
per year.

Relevant
standards/targets

NHS Act 2006.

Jan Ledward, Interim Chief Officer
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TERMS OF REFERENCE
1.0

INTRODUCTION
NHS Liverpool Clinical Commissioning Group’s Governing Body is established in
accordance with NHS Liverpool Clinical Commissioning Group’s (CCG)
constitution, Standing Orders and Scheme of Delegation. These Terms of
Reference set out the membership, remit and responsibilities and reporting
arrangements of the Governing Body and shall have effect as if incorporated into
the Clinical Commissioning Group’s constitution and Standing Orders.

2.0

PURPOSE
The purpose of the CCG’s Governing Body is to ensure that the Clinical
Commissioning Group (the group) has appropriate arrangements in place to
exercise its functions effectively, efficiently and economically and in accordance
with the group’s principles of good governance (its main function).

2.1

The Governing Body will support the objectives of the CCG, including the
provision of assurance to NHS England on the risks associated with the excise of
its functions.

3.0

ACCOUNTABILITY
NHS Liverpool CCG is a statutory NHS body. The Governing Body accountable
to its Membership and any changes to these Terms of Reference must be
approved by the Membership.
The Governing Body will, at all times, have due regard to the public sector
equality duty and the CCG’s overall equality objectives.
The Governing Body shall be authorised to decide on proposals and
recommendations put to it within the powers delegated to it by the Membership,
and/or as detailed in these Terms of Reference and NHS Liverpool CCG’s
Scheme of Delegation.
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4.0

MEMBERSHIP
The Governing Body shall not have less than 18 Governing Body Members,
comprising of:

i.

9 GP Representatives, one of whom shall be elected as the Chair, to be elected
in respect of the Localities as follows:
a) Liverpool Central Locality – 4 GP Representatives
b) Matchworks Locality – 3 GP Representatives
c) North Locality – 2 GP Representatives

ii.
iii.
iv.
v.
vi.
vii.
viii.
ix.
x.

1 Practice Nurse Representative
1 Lay Person (Governance)
1 Lay Person (Audit)
1 Lay Person (Engagement)
1 Lay Person (Financial Management)
1 Registered Nurse Member
1 Secondary Care Specialist
The Accountable Officer
The Chief Finance Officer
Invited (non-voting) members will be determined by the Governing Body, and may
include but not be exclusive to the following:

xi.
xii.
xiii.
xiv.

The Director of Public Health for Liverpool
A representative from Liverpool City Council (Social Care)
A GP representative from each of the three Localities (which shall be the Locality
Chair if this person is not an elected member of the Governing Body)
A Practice Manager working in one of the Member Practices

In the absence of the Chair of the Governing Body, the Committee will be chaired by
either of the Vice-Chairs.
Other staff members of NHS Liverpool CCG may be invited to attend as appropriate to
enable the Governing Body to discharge its functions effectively. The Governing Body
may also invite guests to attend to present information and/or provide the expertise
necessary for the Governing Body to fulfil its responsibilities.
4.1

Deputy Chairs of the Governing Body

The deputy chairing responsibilities will be jointly allocated to the Lay Member for
Governance (the Non-Clinical Vice Chair) and the Clinical Vice Chair.
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Where both Vice Chairs are present (in the Chair’s absence) the nature of the business
to be conducted, ie clinical or non clinical and/or any conflicts of interest, will determine
the appropriate Vice Chair to chair the meeting.
The Clinical Vice-Chair shall be a voting Clinical Member of the Governing Body and will
be elected by a majority vote of Governing Body Members.
The deputy chair(s) of the Governing Body deputise for the chair of the Governing Body
where he or she has a conflict of interest or is otherwise unable to act.
In the unlikely event that the Chair, the Non-Clinical Vice-Chair and Clinical Vice-Chair of
the Governing Body are conflicted or otherwise unable to act, then the Lay Member
(Patient and Public Involvement) will take the Chair.
5.0

DECISION MAKING

Decisions will normally be reached by consensus. The Chair will, in the event of the
Committee being required to vote on an issue, be eligible to cast a single vote. If the
vote is tied, the Chair may cast a second and casting vote. When called upon to act as
Chair, the Vice-Chair will, in the event of the committee being required to vote on an
issue, be eligible to cast a single vote. If the vote is tied, the Vice-Chair may cast the
Chair’s second and casting vote. Eligibility to vote will be held by those entitled to vote
and present at the time. Voting by proxy will be permitted in exceptional circumstances
at the Chair’s discretion and only by using the approved proxy voting form.
6.0

QUORUM

The Governing Body will be quorate when there is a minimum of 9 Governing Body
Members present:
i.
ii.
7.0

including either the Chair or a Vice Chair; and
a majority of whom shall be clinical representatives.

REMIT AND RESPONSIBILITIES

The Governing Body has the following functions conferred on it by sections 14L(2) and
(3) of the 2006 Act, inserted by section 25 the 2012 Act, together with any other
functions connected with its main functions as may be specified in regulations or in the
Clinical Commissioning Group’s Constitution. The Governing Body’s responsibilities
shall include:
i.

Ensuring that the CCG has appropriate arrangements in place to exercise its
functions effectively, efficiently and economically and in accordance with the
CCGs principles of good governance (its main function);
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ii.

Determining the remuneration, fees and other allowances payable to employees
or other persons providing services to the CCG and the allowances payable
under any pension scheme it may establish under paragraph 11(4) of Schedule
1A of the 2006 Act, inserted by Schedule 2 of the 2012 Act;

iii.

Approving any functions of the CCG that are specified in regulations (section
14L(5) of the 2006 Act, inserted by section 25 of the 2012 Act);

iv.

Prior to the start of each Financial Year,
a) receiving from the Chief Financial Officer a report showing the total
allocations received and their proposed distribution including any sums to
be held in reserve;
b) receiving from the Accountable Officer a commissioning strategy which
takes into account financial targets and forecast limits of available
resources;
c) receiving and approving budgets prepared and submitted to the Governing
Body by the Chief Finance Officer;

v.

Periodically receiving reports from the Chief Finance Officer with regard to
financial performance against budget and plan, including explanations for
variances;

vi.

Approving consultation arrangements for the CCG’s commissioning plan;

vii.

Receiving a proposed timetable for the production of the CCG’s annual report
and accounts from the Chief Finance Officer and agreeing this with the CCG’s
external auditors;

7.1

In addition, the Governing Body will:

i.

Seek advice and assurance on any issues which may affect the delivery of its
responsibilities, objectives and/or functions or any of the overall objectives of the
CCG;
Ensure that all conflicts of interest raised are recorded, effectively managed and
any actions taken to mitigate are clearly documented within the minutes.

ii.
7.2

Committees of the Governing Body

The Governing Body has appointed the following committees and sub-committees:
a)
b)
c)
d)
e)
f)

Audit, Risk and Scrutiny Committee;
Remuneration Committee;
Finance, Procurement and Contracting Committee;
Quality, Safety and Outcomes Committee;
Primary Care Commissioning Committee;
Healthy Liverpool Programme Board
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g) Human Resources (HR) Committee
The Governing Body holds and keeps under review the Terms of Reference for all the
above Committees, which can be found in the CCG’s Constitution. The Governing
Body may change the number of committees, their terms of reference and membership
as required to meet the needs of the organisation and in line within the principles of
good governance subject to the requirements laid down in the Constitution and the
requirements of NHSE.
8.0

POLICY AND BEST PRACTICE

The Governing Body will seek to apply best practice in the decision making processes
and will comply with (but not limited to the following:







9.0

NICE guidance & CQC Reports;
NHS England Planning Guidance
NHS England Statutory Guidance;
The Nolan Principles;
NHS England Conflicts of Interest Statutory Guidance and best practice;
Data Protection Act;
Freedom of Information Act.
FREQUENCY AND NOTICE OF MEETINGS

NHS Liverpool CCG will meet bi-monthly. This will not be less than once a year and
meetings will be open for the general public to attend.
An agenda will be issued five calendar days prior to the meeting. Requests for items to
be included on the agenda should be sent to the supporting PA at least ten working
days before the meeting.
Additional meetings may be called by the Chair to address particular issues arising
judged sufficiently urgent that waiting for the next scheduled meeting would potentially
compromise either overall financial performance, the delivery of the Operating Plan or
strategic objectives.
During each financial year the Governing Body will hold an Annual General Meeting
(also open to the general public) to present its Annual Report and Accounts and
describe how NHS Liverpool CCG has discharged its functions and delivered its
objectives during the previous financial year.
If an agenda indicates the requirement for a ‘Private and Confidential’ session of the
meeting (part two), then separate agendas and minutes will be produced. The Chair of
the Governing Body will determine whether any invitees to the meeting may remain in
attendance for the part two. However, the default position will be to restrict the meeting
to Governing Body members only and officers invited to specifically present and discuss
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the part two subject matter. Part of the justification for establishing a private and
confidential agenda will be the identification of an appropriate Freedom of Information
exemption together with, where required, an assessment of the public interest test on
each agenda item.
Agendas for ‘part two’ Governing Body meetings will be issued five calendar days prior
to the meeting. Requests for items to be included on the agenda should be sent to the
supporting PA at least ten working days before the meeting.
10.0

ADMINISTRATION AND SECRETARY

The Governing Body will be administratively supported by the CCG’s Committee
Secretary, who will be responsible for supporting the Chair in the management of its
business and for drawing their attention to best practice, national guidance and other
relevant standards/documents as appropriate.
The duties of the person appointed to fulfil this role shall include:











Agreement of agendas with the chairperson;
Preparation, collation and circulation of papers in good time and in line with the
CCG’s current procedures;
Ensuring that those invited to each meeting attend;
Taking the minutes and helping the chairperson to prepare reports to the
Governing Body;
Keeping a record of matters arising and issues to be carried forward
Arranging meetings for the chairperson;
Maintaining records of members’ appointments and renewal dates etc.;
Advising the auditor panel on pertinent issues/areas of interest/ policy
developments;
Ensuring that panel members receive the development and training they need;
Providing appropriate support to the chairperson and panel members;

This administrative support will include minuting of meetings of the Committee. Draft
minutes and action tables will be prepared within 10 working days of the meeting and
shared with all Committee members and presenters of agenda items. Draft minutes will
be submitted for agreement at the next ensuing Committee meeting. No discussion
shall take place upon the minutes except upon their accuracy or where the Chair
considers discussion appropriate. The agreed minutes will be signed by the Chair and
will be conclusive evidence of the events of the meeting.
A register of perceived or actual conflicts of interest will be held and updated at the start
of each meeting (the requirements for declaring interests and their applicability to
Committee Members are outlined in NHS Liverpool CCG’s Constitution and Standing
Orders).
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11.0

REPORTING ARRANGEMENTS

Established Committees and sub-committees of the Governing Body will be required to
submit their minutes to the Governing Body for oversight. Feedback from Committees
will be a standing agenda item and will require the Chairs of each committee to present
key issues discussed, recommendations or decisions made to the Governing Body to
provide assurance on the work undertaken by the Committee.
12.0

REVIEW

These Terms of Reference will be reviewed at least annually or in response to changes
imposed by the Governing Body or changes to legislation with the next review date
being inserted into the Terms of Reference.
Any suggested changes to its Terms of Reference shall be represented to Governing
Body for formal approval.
13.0

CONDUCT

All members are required to make open and honest declarations of their interests at the
commencement of each meeting or to notify the Chair of any actual, potential or
perceived conflicts of interest in advance of the meeting.
All members are required to uphold the Nolan Principles and all other relevant NHS
Code of Conduct requirements.
14.0

STATUS OF THESE TERMS OF REFERENCE

Version
Version 3

Date
9.1.18

Date approved by the Governing Body
Date of next review
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Report no: GB 08-18
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 9TH JANUARY 2017
Title of Report

Establishing a North Mersey Joint
Committee of Clinical Commissioning
Groups

Lead Governor

Jan Ledward, Chief Officer

Senior
Management
Team Lead

Carole Hill, Healthy Liverpool Integrated
Programme Director

Report Author

Carole Hill, Healthy Liverpool Integrated
Programme Director

Summary

This paper sets out a proposal to establish a
Joint Committee across South Sefton,
Southport and Formby, Knowsley and
Liverpool CCGs.
That Liverpool CCG Governing Body:
 Supports the establishment of a Joint
Committee across Liverpool, South
Sefton, Southport and Formby and
Knowsley CCGs;
 Notes the draft Terms of Reference
and next steps to establish the Joint
Committee.
Delivery of statutory responsibilities for the
CCG.

Recommendation

Relevant
standards/targets

Page 1 of 5

423

ESTABLISHING A JOINT COMMITTEE OF NORTH MERSEY
CLINICAL COMMISSIONING GROUPS

1. PURPOSE
The purpose of this paper is to propose the establishment of a North
Mersey Joint Committee across Knowsley, Liverpool, South Sefton and
Southport and Formby CCGs, to enable joined-up, effective decisionmaking for programmes of service redesign and transformation across a
defined range of services which are commissioned collectively.

2.

RECOMMENDATIONS

That Liverpool CCG Governing Body:
 Supports the establishment of a Joint Committee across Liverpool,
South Sefton, Southport and Formby and Knowsley CCGs;
 Notes the draft Terms of Reference and next steps to establish the
Joint Committee.

3.

BACKGROUND

The Next Steps on the NHS Five year Forward View (March 2017)
stated that commissioners and providers need to work closely together
to improve the health and wellbeing of their local population. For
commissioners this included a call to establish appropriate decision
making mechanisms for service improvement/transformation proposals
relating to populations larger than a single CCG footprint.
A Joint Committee is a statutory mechanism to support integration and
strategic alignment in commissioning decisions. The NHS Act 2006 (as
amended) (‘the NHS Act’), was amended through the introduction of a
Legislative Reform Order (“LRO”) to allow CCGs to form joint
committees.
The CCGs serving the populations of Knowsley, Liverpool, Southport
and Formby and South Sefton propose that North Mersey is the
appropriate footprint on which to establish and constitute a Joint
Committee as this represents the geography of our NHS health system,
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where commissioners plan and fund services delivered by a shared
network of NHS providers.
There is a track record of collaboration in commissioning in North
Mersey which this proposal seeks to build upon. A Committee(s) in
Common (CIC) was established across Liverpool, South Sefton and
Knowsley CCGs in October 2014 to consider changes in hospital
services arising from the Healthy Liverpool Programme. However, the
CIC does not have delegated decision making powers; its role has been
to make recommendations to constituent Governing Bodies on hospital
service change proposals.

4. PURPOSE AND SCOPE OF THE JOINT COMMITTEE
The Joint Committee would be responsible for decisions regarding the
delivery of agreed programmes of transformation / service redesign
across a defined range of services which are commissioned collectively.
The services within scope would be defined in an annually agreed
forward programme, approved in advance by each CCG.
Individual CCGs would remain accountable for meeting their statutory
duties, and the Joint Committee would undertake its delegated functions
in a manner which complies with the statutory duties of the CCGs, as set
out in the NHS Act 2006.
In delegating specific decisions, agreed through the annual work plan,
decisions made by the Joint Committee would be binding on member
Clinical Commissioning Groups.
The full member organisations of the North Mersey Joint Committee:
•
•
•
•

NHS Knowsley CCG
NHS Liverpool CCG
NHS South Sefton CCG
NHS Southport & Formby CCG

Each full member organisation would nominate three Governing Body
representatives to sit on the Committee, one of which would be an
Executive member.
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The Joint Committee would aim to make decisions through consensus.
In the event of a requirement to make a decision by taking a vote, the
threshold for a decision would be a majority of 10 out of 12 votes.
In addition to full voting members, the committee may include associate
members who are partners with an interest in the decisions to be made
but are not legally bound by the decisions of the Committee.
Each CCG Governing Body would receive assurance through
representation on the committee as well as the submission of minutes
and an annual report to inform annual governance statements.

5. NEXT STEPS
A draft Terms of Reference for the North Mersey Joint Committee, at
Appendix 1, has been developed by the North Mersey Committees in
Common, which has representation from each CCG Governing Body.
The Terms of Reference remain in draft, pending a review by CCG legal
advisors.
Other actions required to establish the Joint Committee include:
• Amendment of CCG constitutions to formally include the Terms of
Reference of the Joint Committee;
• A process to determine the Joint Committee membership from
each CCG, associates and in-attendance representation;
• An annual forward work programme to be proposed for approval
by each CCG;
It is anticipated that each CCG will be asked to approve the
establishment of the Joint Committee in January/February meetings,
followed by presentation for approval of a proposed work programme in
March, enabling the Joint Committee to be fully established by April
2018.
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6. STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
6.1 Does this require public engagement or has public
engagement been carried out? No
Each CCG has the authority to establish Joint Committees as described
in their Constitutions.
6.2 Does the public sector equality duty apply?
This has no impact on the Public Sector Equality Duty.
6.3 Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following areas
showing how this is constructed to achieve the most:
a) Economic wellbeing
b) Social wellbeing
c) Environmental wellbeing
The Joint Committee will take into account social value considerations
in its decision-making processes.
6.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
The Joint Committee will take into account health inequality and
outcomes considerations in its decision-making processes.

7. DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY
The Joint Committee will take into account financial sustainability
considerations in its decision-making processes. It will also reduce the
costs associated with service change/ transformation programmes and
decision-making.

8. CONCLUSION
The proposal to establish a North Mersey Joint Committee is intended to
support integration and strategic alignment in commissioning decisions
through streamlined processes and adherence to effective governance.
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Appendix 1

NHS Knowsley CCG
NHS Liverpool CCG
NHS South Sefton CCG
NHS Southport and Formby CCG

North Mersey Joint Committee of Clinical Commissioning Groups
(CCGs)

1 Introduction
1.1

The NHS Act 2006 (as amended) (‘the NHS Act’), was amended through the
introduction of a Legislative Reform Order (“LRO”) to allow CCGs to form joint
committees. This means that two or more CCGs exercising commissioning
functions jointly may for a joint committee as a result of the LRO amendment to
s.14Z3 (CCGs working together) of the NHS Act. Joint committees are a
statutory mechanism which gives CCGs an additional option for undertaking
collective strategic decision making.

1.2

The Five Year Forward View footprints were established in accordance with the
NHS Shared Planning Guidance requirements 2015/16 which required every
health and care system to come together to create their own ambitious local
blueprint for accelerating implementation of the NHS Five Year Forward View.

2 Establishment
2.1

The CCGs have agreed to establish and constitute a Joint Committee with
these terms of reference to be known as the North Mersey Joint Committee of
Clinical Commissioning Groups (CCGs).

1
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3 Role of the Committee
3.1

The overarching role of the Joint Committee is to take collective commissioning
decisions about services provided for the North Mersey population. Decisions
will be appropriate and in accordance with delegated authority from each CCG
Member. Members will represent the whole North Mersey population, rather
than the populations of the CCGs they represent.

3.2

Decisions will also support the aims and objectives of the Cheshire &
Merseyside STP, whilst contributing to the sustainability of the local health and
social care systems. The Joint Committee will at all times, act in accordance
with all relevant laws and guidance applicable to the Parties.

4 Remit of the Joint Committee
4.1

The Joint Committee will be responsible for decisions regarding the delivery of
programmes of transformation / service redesign across a defined range of
services commissioned collectively by its members. The services within scope
will be defined in an annually agreed forward programme, the scope of which
may include locally initiated proposals and proposals developed by the
Cheshire and Merseyside STP. In setting a forward work programme for
delegation to the Joint Committee, members will consider the materiality and
geographical scope of proposals, with only significant and collaborative
proposals to be included.

4.2

The Joint Committee will take into account other service providers as may be
relevant to the transformation / service redesign under consideration.

4.3

The Joint Committee will develop an annual work plan to reflect the agreed
priorities of the Cheshire & Merseyside STP and North Mersey Plan, where
joint commissioning decisions are required. The draft work plan will be
presented to the respective CCG Governing Bodies for approval, defining the
conditions for progressing individual work streams in advance of the work
commencing. The priorities within each of the work streams will align with that
of the Cheshire & Mersey STP and will incorporate/take account of any
proposals or dependencies that need consideration or decisions.
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5 Functions of the Joint Committee
5.1

The Committee is a Joint Committee of NHS Knowsley CCG, NHS Liverpool
CCG, NHS South Sefton CCG and NHS Southport & Formby CCG established
through the powers conferred by section 14Z3 of the NHS Act 2006 (as
amended). Its primary function is to make collective decisions on the review,
planning and procurement of health services within its delegated remit.

5.2

In order to deliver its delegated functions the Joint Committee will:
 Agree an annual work plan for approval by each Governing Body
 Agree and oversee an effective risk management strategy to support
decision-making in all areas of business related to the Joint Committee’s
remit
 Approve individual programme and project briefs, initiation documents and
plans. This will include agreeing the parameters at the start of each
programme of work, governance and financial arrangements for individual
programmes.
 Act as a decision-making body; authorising sub-groups to oversee and lead
implementation of service changes
 Approve future service reconfiguration, service models, specifications, and
business cases up to the value as determined for the Governing Body by
each constituent CCG’s Scheme of Reservation & Delegation
 Ensure appropriate patient and public consultation and engagement and
compliance with public sector equality duties as set out in the Equality Act
2010 for the purposes of implementation.
 Ensure consultation with the Overview and Scrutiny Committees and Health
and Wellbeing Boards (or equivalent) established by the relevant Local
Authorities
 Agree and oversee the communications and engagement framework
relevant to areas of work of the Joint Committee.

5.3

Whilst it is acknowledged that individual CCGs remain accountable for meeting
their statutory duties, the Joint Committee will undertake its delegated functions
in a manner which complies with the statutory duties of the CCGs as set out in
the NHS Act 2006 and including:
 Management of the conflicts of interest (section 14O)
 Duty to promote the NHS Constitution (section 14P)
 Duty to exercise its functions effectively, efficiently and economically
(section 14Q)
 Duty as to the improvement in quality of services (section14R)
 Duties as to reducing inequalities (section 14T)
 Duty to promote the involvement of patients (section 14U)
 Duty as to patient choice (section 14V)
 Duty as to promoting integration (section 14Z1)
 Public involvement and consultation (section 14Z2)
3
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5.4

In discharging its responsibilities the Joint Committee will provide assurance to
each Governing Body through the submission of minutes from each meeting
and an annual report to inform constituent members’ annual governance
statements.

5.5

The Committee will conduct an annual effectiveness review which will be
reported to each CCG’s Audit Committee.

6 Membership
6.1

The Committee will have two levels of membership, full members and
associate members. Full member organisation means those which have the
final ‘vote’ on agreements as the Committee is a Joint Committee of those
organisations. Associate members are partners who have an interest in the
work plan of the Committee but are not legally bound by the decisions of the
Committee

6.2

The full member organisations are:
 NHS Knowsley CCG
 NHS Liverpool CCG
 NHS South Sefton CCG
 NHS Southport & Formby CCG

6.3

Each full member organisation will nominate three Governing Body
representatives to sit on the Committee, one of which must be an Executive GB
member.

6.4

Chairing of the Joint Committee will be managed on a 6 month rotation
between the four CCG members.

6.5

Decisions made by the Joint Committee will be binding on its member Clinical
Commissioning Groups.

6.6

Healthwatch will be invited to have one representative to be in attendance on
behalf of the local Healthwatch Groups in the North Mersey footprint.

6.7

Other organisations, including local authorities within the North Mersey area,
may be invited to send representatives to the meetings. In attendance
members represent other functions / parties/ organisations or stakeholders who
are involved in the programmes of work of the Joint Committee and will provide
support and advise the members on any proposals.

6.8

Representatives from NHS England will be co-opted to attend as required.
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7 Deputies
7.1

A deputy must have delegated decision making authority to fully participate in
the business of the Committee. Each full member organisation will identify a
named deputy member to represent one of the full members in the event of
absence.

8 Decision-Making
8.1

The Joint Committee will aim to make decisions through consensus. In the
event of a requirement to make a decision by taking a vote, the threshold for a
decision will be by achieving a majority by members of 10 out of 12 votes.

9 Quoracy
9.1

The meeting will be considered quorate with two representatives of each CCG
(including the Joint Committee Chair); one representative from each CCG must
be an executive GB member.

10 Meetings
10.1 The Joint Committee shall meet at least annually and then as required in order
to deliver the workplan; the Chair will have authority to call an extraordinary
meeting with at least 2 days’ notice.
10.2 Meetings will be scheduled to ensure they do not conflict with respective CCG
Governing Body meetings.
10.3 Meetings with other Joint Committees in the Cheshire & Merseyside STP
footprint will be arranged, as required. In the event that a sub group or working
group is considered appropriate from such a meeting, all parties will need to
agree the reporting arrangements.
10.4 Joint Committee meetings will be held in public, members of the public may
observe deliberations of the Committee but do not have the right to contribute
to the debate. Items the Committee considers commercial in confidence or not
to be in the public interest will be held in a private session (Part 2) of the
meeting, which will not be held in public as per Schedule 1A, paragraph 8 of
the NHS Act 2006.
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11 Conflicts of Interest
11.1 Individual members of the Joint Committee will have made declarations to their
own CCG; a register of the interests of all members of the committee (full and
associate) will be compiled and maintained as a Joint Committee Register of
Interests. This register shall record all relevant and material, person or
business interest, and management action as agreed by the individual’s CCG.
The Joint Committee register of interests will be published on each individual
CCG’s website.
11.2 Each member and attendee of the Committee shall be under a duty to declare
any such interests. Any change to these interests should be notified to the
Chair.
11.3 Where any Joint Committee member has an actual or potential conflict of
interest in relation to any matter under consideration at any meeting, the Chair
(in their discretion) taking into account any management action in place at the
individual’s CCG and having regard to the nature of the potential or actual
conflict of interest, shall decide whether or not that Joint Committee member
may participate in the meeting (or part of meeting) in which the relevant matter
is discussed. Where the Chair decides to exclude a Joint Committee member,
the relevant party may send a deputy to take the place of that conflicted Joint
Committee member in relation to that matter, as per section 7 above.
11.4 Should the Committee Chair have a conflict of interest, the committee members
will agree a deputy for that item in line with NHSE guidance.
11.5 Any interest relating to an agenda item should be brought to the attention of the
Chair in advance of the meeting, or notified as soon as the interest arises and
recorded in the minutes.
11.6 Failure to disclose an interest, whether intentional or otherwise, will be treated
in line with the respective CCG’s Conflicts of Interest Policy , the Standards of
Business Conduct for NHS Staff (where applicable) and the NHS Code of
Conduct.

12 Attendance at meetings
12.1 Members of the committee may participate in meetings in person or virtually via
video, telephone, web link or other live and uninterrupted conferencing
facilities.
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13 Administration
13.1 Support for the Joint Committee will be provided on a rotation basis by the
participating CCGs in line with the rotation agreed for Chairing the Joint
Committee.
13.2 Papers for each meeting will be sent to the Joint Committee members no later
than five working days prior to each meeting. By exception, and only with the
agreement of the Chair, amendments to papers may be tabled before the
meeting. Every effort will be made to circulate papers to members earlier if
possible.

14 Review
14.1 These terms of reference shall be reviewed by the Joint Committee at least
annually, with input from governing bodies, and any consequential
amendments approved by each CCG members’ Governing Body.
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HEALTHY LIVERPOOL PROGRAMME
HOSPITAL BASED SERVICES
COMMITTEE(S) IN COMMON
KNOWSLEY, LIVERPOOL, SOUTH SEFTON CCGS AND
SOUTHPORT & FORMBY CCGS
BOARDROOM LIVERPOOL CCG
FRIDAY 15TH SEPTEMBER 2017
PRESENT:
Simon Bowers (SB)
Fiona Lemmens (FL)
Chris Grant (CG)
Carole Hill (CH)
Graham Morris (GM)
Fiona Taylor (FT)

Iain Stoddart (IS)
Susan Rogers (SR)
Andrew Bibby (AB)
Paula Jones

Chair
Clinical Vice Chair
Hospital Services Programme
Director
Healthy Liverpool Integrated
Programme Director
Deputy Chair
Chief Officer

NHS Liverpool CCG
NHS Liverpool CCG
NHS Liverpool CCG

Chief Finance Officer
Assistant Director Adult
Services, Strategic Integration,
Adult Social Care & Health
Assistant Regional Director of
Specialist Commissioning
Committee Secretary/minute
taker

NHS Knowsley CCG
Liverpool City Council

APOLOGIES:
Andrew Mimnagh (AM) GP/Chair
Ian Moncur
Dyanne Aspinall
(DAsp)
Rob Caudwell (RC)

Councillor/Health & Wellbeing
Board Chair
Interim Director of Adult Health
& Social Care
Chair

Diane Johnson (DJ)

Chief Officer

NHS Liverpool CCG
NHS South Sefton CCG
NHS South Sefton CCG/
NHS Southport &
Formby CCG

NHS England
NHS Liverpool CCG

NHS South Sefton CCG
Sefton Council
Liverpool City Council
NHS Southport &
Formby CCG
NHS Knowsley CCG
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Donal O’Donoghue
(DOD)
Andrew Pryce (AP)
Ian Davies (ID)

Secondary Care Clinician

NHS Liverpool CCG

Chair
Chief Operating Officer

NHS Knowsley CCG
NHS Liverpool CCG

1.0 Welcome, Introductions and apologies:
1.1 Chair welcomed all to the meeting and introductions were made. It was
agreed by all present that the Chairing of the meeting would remain for
the foreseeable future with the Chair of Liverpool CCG. As the Fiona
Taylor was running late for the meeting it was agreed to start with item 4.
2.0 Declaration of Interest:
2.1 There were no declarations of interest made specific to the agenda.
3.0 Minutes & Actions of the previous meeting: 9TH JUNE 2017
3.1 The minutes of the 9th June 2017 meeting were agreed as an accurate
record of the meeting subject to the following amendments:
 “Interim” to be removed from Craig Porter’s title
 Correction to spelling of Mike Maguire’s name, Chief Officer at
West Lancs CCG.
 Item 6.1 3rd bullet – to be changed to read that the review of
women’s and neonatal services was commissioner led by LCCG on
behalf of all commissioners, not all joint committees.
 Item 7.1 “struggle” to be changed to “journey”.
 Item 7.1 3rd bullet to refer to Initial Case for Change.
 Item 8.1 2nd bullet – typographical error – “hyper acute stroke
provision and 3rd bullet to refer to Southport & Formby as well as
Aintree and the Royal re stroke services under pressure.
 Item 8.1 8th bullet – typographical error “a small part”.
3.2 The Committees in Common addressed the outstanding actions from the
meeting of the 9th June 2017:
 Membership of Joint Committee:
 The number of five member CCGs and 20% voting split needed
to be reviewed today.
 FT asked if the Terms of Reference had been discussed at the
Knowsley CCG Governing Body meeting. IS responded not yet
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but would be discussed at the meeting on 12th October 2017
although the Chief Officer had spoken to Governing Body
members. Action: TOR for Joint Committee to go back to
member Governing Bodies after today’s discussions.
 CH updated on the Orthopaedic Consultation which closed that day.
The analysis would be pulled together into a report over the next
couple of months. FT commented on an issue around the extent of
consultation around the impact on diabetes which required more
clarity.
4.0 Update on Review of Services Provided by Liverpool Women’s
Hospital – Report No: CIC 04-17 – Carole Hill/Dr Fiona Lemmens
4.1

 Clinical Senate/Peer Review of Pre Consultation Business Case
report included in the paper, planning to publish this later this
month.
 Review of women’s and neonatal services brought about due to the
significant clinical risks and financial challenges. Pre Consultation
Business case shortlisted 4 options: relocate to new building same
site as new Royal, relocate to new building same site as Alder Hey,
make major improvements to
Crown St and make small
improvements to Crown St (no longer valid due to NHS
Improvement funding of extension to neonatal/ICU at Crown St).
Preferred Option was new building same site as new Royal.
 Pre Consultation Business Case had been well received by NHS
England/NHS Improvement but concerns raised about finances and
funding options available. Also they asked for the clinical case for
change to be subject to Clinical Senate/Peer Review (report
attached).
 Findings of Clinical Senate:


Dilemma of significant clinical risk due to isolation of women’s
and neonatal services acknowledged and that optimum solution
of one site for all was not available to us.



Preferred option of new build at new Royal site was the “least
worst option” and aligned with local and national strategic
policies and was supported. The Case for Change was agreed.



Significant clinical risks currently, services were potentially
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unsafe.


Anaesthetic
consultant posts recruitment would alleviate
clinical risk and make services more resilient

 Financial case:


Looked at sources of capital funding, accounting treatment,
affordability and value for money. The Oversight Board (led by
LWH) had considered all options and a Strategic Outline Case
produced, with the evidence agreed by NHS England for
assurance processes.



Two finance options: Public Sector finance via public dividend
capital option or public sector loan (Liverpool City Council had
provided a Letter of Comfort re an offer) and Private Finance
Initiative 2 which was less affordable and viable. Public Sector
Finance was the option we wanted to take.



Next steps: NHS England assurance processes had required
additional evidence and the response from the regulators had been
extremely positive. A small amount of additional evidence was to
be submitted next week to NHS England and then their approval
process would begin through to the NHS England North Region
SMT to hopefully by October give the go-ahead for the
consultation.



Public Consultation Framework: it was clear there was only one
viable option (new building on new Royal site) however the others
needed to be explained to show how we had arrived at this
conclusion i.e. more about “tell us what you think about what we
are proposing to do. Clinical risk would need to be managed for
the next seven years. We would no doubt be asked to explain
about what we would do with the Crown St site, we would state
that the site would be used within health and social care so there
would always be something we could do with the site rather than it
be sold.



Governance: the decision around the consultation had been
delegated to the Committees in Common but we needed to close
the loop with all our Governing Bodies, so this paper could be
shared under private business with the constituent Governing
Bodies. It was confirmed to AB that the Strategic Outline Case
had been endorsed in private session of the Liverpool Women’s
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Hospital Board and submitted to NHS Improvement with the CCGs
asked to confirm that the assumptions were part of the auditory
evidence. It had also been discussed at the Directors of Finance
meetings. IS asked about the Crown St “Light” proposals and the
investment from NHS Improvement. Action: CG agreed to put IS
in touch with the correct person at LWH who would have all
the details for him.

The Committees in Common:
 Noted the new clinical and financial evidence to support
the proposal;
 Noted the next steps, the governance process and key
milestones towards a formal public consultation.
5.0 Joint Committee Update – Verbal – All
5.1 FT began the discussion:
 Pressure was on us to have a joint committee in place to make
strategic commissioning decisions but South Sefton had concerns
to be dealt with first. IS agreed there was more work to be done.
SB noted that with regards to the voting issue % split and number of
members we needed to ensure a strategic relationship across North
Mersey defined by patient flow Action: It was agreed that the
Accountable Officers would “tidy up” the Terms of Reference
with the involvement of CH re the Sustainability &
Transformation Plan element and bring back to the
Committees in Common for the next meeting in October 2017.

The Committees in Common:
 Noted the verbal update and the Terms of Reference of the
Joint Committee would be reviewed by the AOs and CH and
come back to the next meeting.

6.0 Any Other Business
None
7.0 Date of next meeting
Friday 13th October 2017, 12pm to 2pm Boardroom, Liverpool CCG
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