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NHS Stockport Clinical Commissioning Group Governing Body
Part 1
A G E N D A 
The next meeting of the NHS Stockport Clinical Commissioning Group Governing Body will be held at Regent House at 13.00 on Wednesday 27 March 2013.
	
	Agenda item
	Report
	Action
	Indicative Timings
	Lead

	

	1
	Apologies
	Verbal


	To receive and note
	13.00
	J Crombleholme


	2
	Declarations of Interest


	Verbal


	To receive and note
	13.02
	J Crombleholme

	3
	Notification of items for Any Other Business
	Verbal
	To receive and approve


	13.05
	J Crombleholme

	4
	Update on the Transfer Scheme
	Verbal
	To note
	13.07
	G Mullins

	5
	2013/14 Budgets
	
[image: image2.emf]Item 5A 2013-14 

Opening Budget report (2).doc



 EMBED Excel.Sheet.12  [image: image3.emf]Item 5B Opening 

Budget 13-14 final.xlsx


	To approve
	13.15
	G Jones

	6
	Public Health Offer to NHS Stockport CCG
	
[image: image4.emf]Item 6A Public Health 

Core offer to CCG.doc



 EMBED Word.Document.12  [image: image5.emf]Item 6B CCG EUR 

policies March 2013 draft 2.docx


	To review and approve
	13.30
	V Owen-Smith

	7
	Any other business as raised in agenda item 3
	Verbal
	
	13.45
	J Crombleholme



	
	Date, Time and Venue of Next meeting

The next NHS Stockport Clinical Commissioning Group Governing Body meeting will be held on Wednesday 10 April 2013 at 10:00 at Regent House, Stockport.

Potential agenda items should be notified to sto-pct.SCCP@nhs.net by Friday 29 March 2013.


Chair:  		Ms J Crombleholme


Enquiries to: 	Paul Pallister


		0161 426 5617


		Paul.pallister@nhs.net








Appendix 1

						Revenue Budget 2013/14						APPENDIX 1



								2013/2014

								Recurrent		Non Recurrent		Total 13/14

								£'000		£'000		£'000

				1) Baseline Budgets

						NHS Commissioned Services		242,404				242,404

						Other Commissioned Services		6,312				6,312

						Non NHS Commissioned Services		31,315				31,315

						Prescribing		46,590				46,590

						Primary Care		2,936				2,936

						CCG Running Costs (included £25)		7,034				7,034

						CCG Running Costs (excluded £25)		2,809				2,809



						Sub-total CCG 'Baseline' map		339,400		0		339,400



				2) Inflationary & Demand Pressures

						Price Inflation		8,137		0		8,137

						Activity Growth (Demand)		7,414		0		7,414

						Tariff Mix pressure		900				900

						CQuINs		5,841				5,841

						Sub-total Inflationary & Demand		22,292		0		22,292



				3) Investments

						Investments - National		2,992		0		2,992

						Investments - Local		2,200		2,400		4,600

						Investments - GM Pool		0		4,600		4,600

						Sub-total Investments		5,192		7,000		12,192



				4) Contingency				4,500		1,500		6,000



				5) Savings and Efficiency

						Provider Efficiency (4% deflator)		(9,759)		0		(9,759)

						QiPP - Avoided Growth (Demand)		(5,303)		0		(5,303)

						CIP - Activity scoped		(3,201)		(566)		(3,767)

						CIP - Earmarked Presc		(1,800)				(1,800)

						Sub-total savings & Efficiency		(20,063)		(566)		(20,629)



						Total Commissioning Budgets		351,321		7,934		359,255



						CCG Allocations - notified		(357,168)		(4,394)		(361,562)

						CCG Allocations - anticipated		(1,193)				(1,193)

						CCG Allocation - Planned		(358,361)				(362,755)

						Planned (Surplus) / Deficit - £		(7,040)				(3,500)

						Planned (Surplus) / Deficit - %		2%				1%





Appendix 2

		Summary of Activity, Savings and Investments by strategic aim  2013/14																				APPENDIX 2

				2013-14

				Activity 								Saving 2013-14						Investment 2013-14

				Activity  		Real		%		Avoided		Real		Deflected		Total 				Recurrent		Non-recurrent		Total 

						No		%		No		£		£		£				£		£		£

		1. Transform adult long-term conditions management and complerx care 		A&E Attendances 		(234)		(0.25)		(1,764)		23,000		173,000		196,000		One Service  & Specialist Nursing 		350,000		525,000		875,000

				Non-elective FFCE's		(1,327)		(3.70)		(586)		2,347,000		1,024,000		3,371,000		Enhanced Primary Care 		332,000		232,000		564,000

																		Additional PC Capacity 		0		600,000		600,000

		2. Improve the care of children and adolescence 										2,370,000		1,197,000		3,567,000				682,000		1,357,000		2,039,000

				2013-14

				Activity 								Saving 2013-14						Investment 2013-14

				Activity  		Real		%		Avoided		Real		Deflected		Total 				Recurrent		Non-recurrent		Total 

						No		%		No		£		£		£				£		£		£

		3. Increase the clinical cost effectiveness of elective treatment  and prescribing 		GP First Outpatients 		(1,252)		(1.50)		(1,805)		235,000		335,000		570,000		GP Referral Management 		0		300,000		300,000

				Elective FFCE's		(10)		(0.03)		(864)		12,000		1,023,000		1,035,000		Folow-Up Reform 		0		300,000		300,000

				Follow-ups 		(4,440)		(1.82)		(12,227)		383,000		1,048,000		1,431,000		Enhanced Primary Care		0		200,000		200,000

				Pathology								200,000		0		200,000

												830,000		2,406,000		3,236,000				0		800,000		800,000

				2013-14

				Activity 								Saving 2013-14						Investment 2013-14

				Activity  		Real		%		Avoided		Real		Deflected		Total 				Recurrent		Non-recurrent		Total 

																				£		£		£

		4. Improve the quality and safety of services in line with national expectations 																C Difficile 		0		18,000		18,000

																		Lucentis		500,000		0		500,000

																		NICE PBR		500,000		0		500,000

																		IAPT		265,000		0		265,000

																				1,265,000		18,000		1,283,000

				2013-14

				Activity 								Saving 2013-14						Investment 2013-14

				Activity  		Real		%		Avoided		Real		Deflected		Total 				Recurrent		Non-recurrent		Total 

																				£		£		£

		5. Better Prevention and early identification of disease leading to reduced inequalities 																Health Visitors		120,000				120,000

																		Enhanced Primary Care		0		100,000		100,000

																								0

																								0

																				120,000		100,000		220,000

																		Enablers - IM&T		125,000		125,000		250,000

		Prescribing										1,800,000		1,700,000		3,500,000



		Total QiPP / CIP										5,000,000		5,303,000		10,303,000		Total Local Investments		2,192,000		2,400,000		4,592,000

																		GM Pool		0		4,600,000		4,600,000

																		Total Investment Envelope		2,192,000		7,000,000		9,192,000
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Public Health Core Offer to Stockport Clinical Commissioning Group

March 2013

		1.

		Summary



		1.1

		The council will discharge its core offer obligations to the CCG primarily by providing direct public health input to the processes of the CCG, supported by similar input into the FT, and the CCG will respond by ensuring that this input is able effectively to influence the achievement of public health goals in and through the CCG






		3.

		Background






		3.1

		The three domains of public health can only be delivered by collaboration across all partners. The three domains of public health are:

· Health Improvement


· Health protection


· Health care public health





		3.3

		The local public health function will continue to: 


· Protect the Borough’s health from major emergencies, incidents, communicable diseases, threats and ensure an appropriate response


· Engage with partners including communities to identify and tackle the wider determinants of health and well-being


· Support local people to take responsibility to choose and maintain a healthy lifestyle

· Aim to reduce the number of people living with preventable ill health through prevention, early identification and screening programmes


· Aim to prevent more people from dying prematurely and increase healthy life expectancy.






		3.4

		The Public health Outcomes Framework complements the NHS and Adult Social Care Outcomes frameworks and outlines key areas for joint responsibility. Within the Public health outcomes framework the CCG is a partner for all domains identified in the outcomes framework but a key area for specific collaboration is to deliver the outcomes relating to Domain 4: Healthcare public health and preventing premature mortality.






		3.5

		The NCB will have a key role in commissioning services and good outcomes in relation to a range of services including screening, immunisation, and child health 0-5 years. The CCG will be a key partner to monitoring and advocacy for equitable uptake and access to these services at a local level alongside the Local Authority.






		3.6

		The ten Directors of Public Health have established a Greater Manchester Public Heath Network and several work programmes are undertaken at this level funded from the local Public Heath budget.






		4.

		The Public Health Offer in Stockport






		4.1

		It is proposed that the specialist public health support to clinical commissioners will be provided by a public health consultant (the Deputy Director of Public Health) employed by the CCG and a team transferring to the Local Authority. From 2013/14 the CCG will recharge the local authority for the consultant’s salary.





		4.2

		The public health consultant will be the Deputy to the Director of Public Health and be part of the Local Authority public health leadership team. They will lead on providing clinical public health advice to the Local Authority, public health training and the public health relationship between the CCG and Local Authority. 





		4.3

		The Local Authority will also commission the public health team within Stockport NHSFT.





		4.4

		The offer to Stockport CCG is to ensure that the CCG receives appropriate access and benefits of Public health leadership and specialist skills. These include areas such as public health intelligence, epidemiology, surveillance, needs assessment, skills to tackle health inequalities, clinical effectiveness, health protection and commissioning health improvement across clinical and other pathways.





		4.5

		The local and GM team possess staff with generic skills across the ten core public health competencies as determined by the Faculty of Public Health and specialist skills within areas such as infection control and health protection





		4.7

		Public health delivers a number of key priorities for the CCG, which include:

· Infection prevention control (see appendix one)

· Leadership for Healthy Lifestyle programmes such as alcohol, tobacco, obesity, sexual health, healthy weight and physical activity


· Developing the health and well being strategy


· Leadership within the community development agenda, focussing on priority neighbourhoods


· Commissioning health improvement services including sexual health, health checks and lifestyle service


· Contributing to early years and leading child health promotion


· Leadership for the NHS Health checks programme and CVD primary prevention and early intervention work


· Leading Oral health promotion


· Leading on the Joint Strategic Needs Assessment 


· Provision of Public health support to addressing the determinants of poor health in Stockport through joint work with SMBC and other partners


· Leading on the Essential public health Programme (linking to Making Every Contact Count)


· Specialist skills in and delivery of Health needs assessment, health impact assessment, health equity audit and health service mapping.


· Public health support to the CCG/NHS including support to acute commissioning 


· Provision of support to a number of Greater Manchester work programmes.





		4.8

		The Public Health Consultant will lead a team and will:

· Be a Clinical Director of the CCG and member of the governing body of the CCG


· Provide generic public health specialist support and links to each locality clinical lead, and explore opportunities for local GPs, teachers and Councillors to work more closely together in supporting communities. 


· Will provide public health intelligence to assist the CCG to set priorities


· Refresh and share the public health team objectives including CCG work


· Will continue to support NHS commissioning and objectives within the capacity available which will be agreed with the CCG governing body


· Will involve the CCG as required for the delivery of priority public health outcomes, in particular working through locality leads and public health leads in priority areas.

· Provide support to member practices to enable them to maximise their contribution to disease prevention in areas such as LTCs / CVD etc.


· Support the CCG in developing their role with the Health & wellbeing Board 


· Will ensure that the CCG are actively involved in the development of the JSNA and health & wellbeing Strategy 


· Will support the CCG in aligning CCG plans to the JSNA and Strategy


· Will ensure local contribution to management of any public health related emergency or incident


· Clinical cost effectiveness: 


· Will support the CCG in developing future EUR processes and procedures and systems for individual funding requests


· Will support the service review and prioritisation processes


· Will support and facilitate joint working with the Local Authority and partners


· Will support the CCG in agreeing commissioning intentions


· Clinical governance: 

· Support the CCG in commissioning for quality and safety

· Innovation


· Provide support to identify gaps and risks around new NICE clinical guidance

· Will provide advice on research development, audit and evaluation.


· Will work with key partners, the NCB and PHE to ensure that the CCG delivers against its public health priorities


· Will support the development of public health skills within the CCG and constituent practices and lead on ‘Making Every Contact Count’.


· Will maintain and develop a skilled multi disciplinary work force that meet agreed standards 


· Work with colleagues to embed the lifestyle service into frontline services towards improving outcomes and reducing demand on treatment services


· Work with the CCG to ensure robust arrangements for Caldicott Guardianship.






		4.9

		The CCG will:

· Contribute to delivering shared public health outcomes for improving health and reducing health inequalities

· Commission to reduce health inequalities and inequity of access to services.


· Ensure that CCG strategies complement partner plans to improve health and reduce health inequalities


· Enable the public health consultant to carry out their role as Deputy Director of Public Health on the Local Authority public health leadership team in providing clinical public health advice to the Local Authority.


· Accept the public health advocacy role of the Deputy Director of Public Health


· Support the public health training scheme by providing experience and projects for trainees


· Be an active partner in the Health and Wellbeing Board 


· Support and contribute to the development of the JSNA and the health and well-being Strategy and use outputs to inform the CCG plans

· Enable access to CCG information systems for the public health intelligence team.

· Ensure that early intervention, primary and secondary prevention is within care pathway redesign and development


· Ensure that member practices maximise their contribution to disease prevention – for example by taking every opportunity to undertake the Health Checks, address smoking, alcohol, and obesity in their patients and by optimising management of long term conditions.


· Support ‘Making Every Contact Count’


· Work with the Director of Public Health to develop Locality based support to communities.


· Support the inclusion and monitoring of health and wellbeing priorities within NHS contracts and plans


· Embed public health priorities within the CCG strategic plan.


· Work jointly on public health programmes that require relevant action from the CCG 


· Ensure that the CCG is aware and ready to respond to any emergency or health protection incident and will participate in exercises to test systems 


· Nominate Clinical Directors to support prescribing relating to infectious disease outbreaks and work with the health protection team to ensure resilience around the management of outbreaks. 


· Work collaboratively to develop intelligence and insight about health and healthcare in Stockport.

· Ensure that a deputy  Caldicott Guardian function is provided.








Appendix 1

Health Protection 


The Health and Social Act (2012) has confirmed that Stockport Metropolitan Borough Council and the Director of Public Health have a series of responsibilities in respect of health protection. They will be required to ensure plans are in place to protect the health of the borough’s population from threats ranging from relatively minor disease outbreaks to full-scale emergencies.


Local authorities and Directors of Public Health (DsPH) will be expected to collaborate with NHS Commissioning Board and Public Health England (PHE) to plan and prepare for, and to contribute to responses to emergency situations. Plans should ensure 24/7 response capability for emergencies. When a Public Health incident emerges, the organisation that first becomes aware of it will need to notify other partners in the local health system at the outset, to ensure NHS and PHE organisations are engaged appropriately in delivering any response that may subsequently be required.  The DPH, with PHE, will lead the initial response to public health incidents at local level, in close collaboration with the NHS Lead.


The Act gives CCGs a duty to ensure that they are properly prepared to deal with relevant emergencies. The Secretary of State retains emergency powers to direct any NHS body to extend or cease functions, and is likely to discharge these through Public Health England.


To ensure robust health protection arrangements from 2013/14:


Stockport Metropolitan Borough Council will:


· Lead on and ensure that local strategic plans are in place for responding to the full range of potential health emergencies – e.g. pandemic flu, major incidents.


· Ensure that these plans are adequately tested in accordance with the requirements of the Civil Contingencies Act (2004) (CCA)


· Ensure that the CCG has access to these plans and an opportunity to be involved in any exercises.


· Ensure that any preparation required – for example training, access to resources – has been completed.


· Ensure that the capacity and skills are in place to co-ordinate the response to health emergencies, through strategic command and control arrangements.


· Ensure adequate advice is available to the clinical community via Public Health England and any other necessary route on health protection and infection prevention & control (IPC) issues.


· Provision of specialist public health advice.


· Provide expert advice & training to independent contractors including GPs, GDPs, Care Homes, including outbreak management (in collaboration with the HPU).


· Support independent contractors in working towards compliance with CQC registration and Health & Social Care Act Code of Practice on the prevention and control of infections – through policy development, compliance assessment, surveillance and other mechanisms.


· Ensure that IPC advice, support and leadership is available to enable the CCG to discharge its IPC responsibilities. 


These tasks form part of the work plan for the Health Protection and Control of Infection team (HP&COI Team). This is an evolving workstream and will develop and refine as the organisational responsibilities become clearer. 


This support will specifically include:


· Assist the CCG in developing contracts and services specifications that meet the required IPC standards including compliance with the Health and Social Care Act 2008 Code of Practice.


· Provide analytical skills and specialist IPC knowledge in order to review assurances and ensure appropriate actions are implemented in a timely manner.


· Monitoring the incidence of infections against nationally set targets.


· Monitoring adherence to infection prevention control standards through the development and oversight of Health Care Acquired Infection (HCAI) assurance frameworks.


· Providing expert advice to ensure recovery plans are realistic and implemented.


· Providing expert IPC advice in order to effectively monitor adherence to IPC standards.


· Assess any cases of HCAI that are over trajectory to provide evidence for the application of financial penalties.


· Raise concerns formally with the CCG when providers have inadequate IPC systems in place or fail to address incidents / outbreaks appropriately or fail to respond to PHE or infection prevention & control advice.


· Identify priority actions that will inform local delivery plans to reduce HCAIs. This includes leading the investigations for MRSA and CDI in non-acute setting acquired cases.


· Provide expertise regarding surge capacity required for outbreaks of infection.


· Provide specialist IPC advice and support to outbreak control team ensuring that commissioned services adopt the relevant protocols.


· To develop protocols for the identification and management of outbreaks including support materials in partnership with PHE Unit.


· To ensure that outbreaks brought to their attention are notified to PHE promptly and support the management of outbreaks where appropriate.


· Obtain assurance from the commissioned services that an outbreak / incident review has taken place and lessons learned implemented.


· Support the CCG in the provision of IPC intelligence to the CCG governing bodies.


· To provide analytical skills and specialist IPC knowledge in order to review assurances and ensure appropriate actions are implemented in a timely manner.


NHS Stockport CCG will:

· Be responsible for effective governance and reporting structures within the CCG Board.


· Familiarise themselves with strategic plans for responding to emergencies.


· As Category 2 responders, co-operate & share relevant information with Category 1 responders under the CCA (2004) and must respond to reasonable requests for assistance & support from Category 1 responders. Participate in exercises when requested to do so in accordance with the requirements of the CCA (2004).


· Ensure that provider contracts include appropriate business continuity arrangements and be responsible for ensuring commissioned services have plans in place for surge capacity in the event of an outbreak.


· Assist with co-ordination of the response to health emergencies, through local command and control arrangements.


· Ensure that resources are available to assist with the response to health emergencies, by invoking provider business continuity arrangements 

· Familiarise themselves with their responsibilities relating to the prevention of infection including those that are associated with healthcare, including MRSA and CDI reduction targets.


· Ensure IPC is part of the commissioning process and contractual requirements for all services the CCG commissions. This includes ensuring commissioned services have in place policies and procedures that are implemented and monitored in line with the Health and Social Care Act 2008 Code of Practice, and strive for continuous improvement.


· Assist in the planning of IPC activities to prevent avoidable harm from infections. 


This assistance will specifically include:


· Responsible for seeking assurances from commissioned services that Root Cause Analysis (RCA) / Post Infection Reviews (PIRs) are undertaken and action plans are monitored.


· Ensure cross organisational co operation in IPC investigations.


· Responsible for the continuous reduction of HCAI across their population (awaiting further technical guidance re quality premiums for HCAI esp. CDI).


· Responsible for the commissioning and performance management of providers against appropriate standards and the National HCAI objectives, including those relating to estates.


· Responsible for the adoption of relevant PHE protocols and risk assessments for the control of outbreaks of infection within services commissioned.


· Responsible for ensuring that commissioned services complete a post outbreak / incident review and recommendations are implemented and monitored via contract monitoring routes.


· Responsible for reporting and escalating inadequate IPC arrangements as well as HCAI untoward incidences appropriately (e.g.to other commissioners, regulatory agencies i.e. CQC, safeguarding teams, PHE)


Glossary


CCA – Civil Contingencies Act


CCG – Clinical Commissioning Group


CDI – Clostridium difficile infection


CQC – Care Quality Commission


DPH – Director of Public Health


DsPH – Directors of Public Health


HCAI – Healthcare Associated Infections


HP&COI – Health Protection & Control of Infection


IPC – Infection Prevention and control


MRSA – Methicillin Resistant Staphylococcus aureus


NHS CB – NHS Commissioning Board


PHE – Public Health England


PIR – Post Infection Review


RCA – Root Cause Analysis


� The NHS will determine, in light of impact on NHS resources and with advice from the Director of Public Health, at what point the lead role will transfer, if required to the NHS.








		CCG access criteria





		Procedure

		Category

		Commissioning Policy



		NICE IPGs

		Prior Approval

		http://www.nice.org.uk/guidance/ip/published/index.jsp?p=off

Where NICE  state ‘Normal’ and SFT are not already performing the procedure, an outline business case is required 

Where NICE state ‘Special , other or research’, these procedures are not commissioned without prior approval of the CPC

Where NICE state ‘do not use’, SFT should not be performing the procedure under any circumstances





		Avastin for wet AMD

		Group approval

		Patients are offered choice of drug as well as choice of provider



		Assisted conception

		Group approval

		This policy is under consultation



		Alternative / Complementary therapies

		Not supported

		Therapies included in this section are considered LOW PRIORITY.  Included in this section is: Acupuncture, Alexander Technique, Applied Kinesiology, Aromatherapy, Autogenic Training, Ayurveda, Chiropractic, Environmental Medicine, Osteopathy, Healing, Herbal Medicine, Hypnosis, Homeopathy, Massage, Meditation, Naturopathy, Nutritional Therapy, Reflexology, Reiki, Shiatsu, Other alternative therapies.  Complementary medicine/alternative therapies are not commissioned as stand-alone services.  Acupuncture is available within some musculoskeletal care pathway

Hypnotherapy in children with IBS is commissioned



		Bariatric surgery

		Prior approval - EUR team 

		Bariatric surgery is commissioned for patients with a BMI >50 or BMI between 45 and 49.9 with a serious obesity related co-morbidity (see appendix A) at first presentation who have completed an intensive weight management course provided by NHS Stockport’s Specialist Weight Management Team.  Successful completion of the course is defined as:  a minimum of 80% attendance; completion of a weekly food diary; weight loss or weight maintenance during the course and for the 6 months following completion of the course; and evidence of behaviour and lifestyle change during the course and for the 6 months following completion of the course e.g. weight loss and increased exercise levels.  The decision as to whether a patient meets these criteria will be made by the Weight Loss Surgery Panel which reports to the Individual Funding Panel.  Following a referral from the Weight Loss Surgery Panel to the Bariatric Surgery service the decision to proceed with surgery, the type of surgery and the patient’s fitness for surgery will be made by the surgeon after discussion with the patient.



		Cosmetic 

		Not supported

		Cosmetic treatments are considered low priority and not commissioned except in the following circumstances:  As part of reconstructive treatment following surgery for the treatment of malignant or other disease; As part of reconstructive treatment following trauma.  In exceptional clinical circumstances e.g. There is a significant likelihood that the individual will gain much higher than average benefit from treatment; The patient’s appearance is extreme and the proposed treatment is likely to be effective.



		CCG policies based on GMMMG recommendations





		Rivastigmine

		Group approval

		Commissioned in line with the GMMMG NTS guidance issued in February 2010 for the management of dementia with Lewy bodies for those patients who have non-cognitive symptoms causing significant distress to the individual (e.g. hallucinations) or leading to challenging behaviour.



		Risperidone

		Group approval

		In line with the GMMMG NTS guidance issued in September 2010 the use of risperidone for paediatric patients with learning difficulties or autism-spectrum disorders provided that use is in accordance with the guidance issued by the Child and Adolescent Mental Health Service at Central Manchester & Manchester Children’s University Hospitals NHS Trust is commissioned.



		Micafungin

		Group approval

		In line with the GMMMG NTS guidance issued in September 2010 the use of micafungin (Mycamine®) for the treatment of invasive candidiasis for patients that have failed standard antifungal therapy is commissioned.  Micafungin should be used in line with the treatment protocols available from the University Hospital of South Manchester NHS Foundation Trust.



		Aliskiren

		Group approval

		Specialist initiation only. In line with the GMMMG NTS guidance issued in July 2011 the use of aliskiren (Rasilez®) for the treatment of hypertension is commissioned only when recommended by a specialist for those high risk patients who are poorly controlled or cannot tolerate conventional antihypertensive agents i.e. used as a fourth line or subsequent antihypertensive drug after use or consideration of alpha-adrenoceptor blocking drugs (e.g. doxazosin), potassium-sparing diuretics and aldosterone antagonists (e.g. spironolactone)



		Eplerenone

		Group approval

		In line with the GMMMG NTS guidance issued in January 2011 the use of eplerenone (Inspra®) is commissioned  in addition to standard therapy (including beta-blockers) to reduce the risk of cardiovascular mortality and morbidity in stable patients with LVSD (LVEF < or = 40%) and clinical evidence of heart failure after recent (in the last 14 days) myocardial infarction.



		Ivabradine 

		Group approval

		In line with the GMMMG NTS guidance issued in March 2011 the use of ivabradine (Procoralan ®) for use in chronic, systolic heart failure in patients in sinus rhythm for those patients who fulfil the same criteria as those used in the pivotal trial  is commissioned (i.e. LEVF <35% and a heart rate > 70bpm). This is commissioned when patients reach the optimum dose or maximum tolerated doses of beta-blockers/ACE inhibitors



		Ranolazine

		Group approval

		In line with the GMMMG NTS guidance issued in September 2010 he use of ranolazine (Latixa ®) for the treatment of stable angina pectoris only when initiated by a specialist for patients who are inadequately controlled on or intolerant of first line antianginal therapies and who are not suitable for surgical intervention is commissioned. 



		Tolvaptan

		Group approval

		Specialist prescribing only. In line with the GMMMG NTS guidance issued in February 2010  the use of tolvaptan for the treatment of hyponatraemia caused by SIADH for adult patients who have frequent hospital admissions and in whom fluid restriction has failed is commissioned



		Estradiol valerate and dienogest (Qlaira®) 

		Group approval

		In line with the GMMMG NTS guidance issued in July 2009 the use of Estradiol valerate and dienogest (Qlaira®) combined oral contraceptive pill as a third line treatment option in those patients who cannot tolerate more established and cost effective combined oral contraceptives is commissioned.



		Lanthanum carbonate

		Group approval

		Specialist initiation only. In line with the GMMMG NTS guidance issued in July 2011  the use of lanthanum carbonate (Fosrenol®) for the treatment of hyperphosphataemia for patients receiving dialysis only after at least one calcium-based phosphate binding agent has been tried including consideration of the use of calcium acetate is commissioned



		Lacosamide

		Group approval

		 Initiation by a Specialist only. In line with the GMMMG NTS guidance issued in June 2011 the use of lacosamide as a third or fourth line treatment option after more established therapies for partial-onset seizures is commissioned.



		Rotigotine

		Group approval

		Specialist initiation only. In line with the GMMMG NTS guidance issued in July 2011  the use of rotigotine transdermal patches (Neupro®) for the treatment of early stage idiopathic Parkinson’s disease and in combination with levodopa in the later stages of Parkinson’s disease for patients in whom oral dopamine agonists are ineffective or for patients with swallowing problems is commissioned.



		Rufinamide

		Group approval

		Specialist initiation only. In line with the GMMMG NTS guidance issued in June 2010 the use of rufinamide in patients with Lennox-Gastaut syndrome (LGS), aged four years and older, who have failed treatment with or are intolerant of alternative traditional antiepileptic drugs is commissioned.



		Metoject

		Group approval

		Specialist initiation only. In line with the GMMMG NTS guidance issued in June 2011 the use of Metoject® for the treatment of moderate to severe rheumatoid arthritis for patients in whom parenteral methotrexate is indicated is commissioned.



		Fesoterodine

		Group approval

		In line with the GMMMG NTS guidance issued in June 2011 the use of fesoterodine for the treatment of symptoms associated with overactive bladder syndrome in patients who do not achieve an improvement with immediate release oxybutynin is commissioned.



		Histrelin

		Group approval

		Prior Approval for initiation in primary care. In line with the GMMMG NTS guidance issued in March 2011 the use of histrelin subcutaneous implant for the palliative treatment of advanced prostate cancer in those patients with an anticipated life expectancy of at least one year and in whom annual administration will offer an advantage is commissioned



		Indacterol (OnBrez®) for COPD

		Group approval

		In line with the GMMMG NTS guidance issued in March 2010 the use of indacterol for the treatment of chronic obstructive pulmonary disease for patients in whom a long acting β-adrenoceptor agonist (LABA) is considered suitable is commissioned.



		Methylphenidate in adults

		Group approval

		In line with the GMMMG NTS guidance issued in September 2010 the initiation of methylphenidate for attention-deficit-hyperactivity disorder in adults is commissioned.  Where this condition is identified and this treatment is considered appropriate this will be managed via prior approval through the individual funding request process.  Methylphenidate is commissioned for attention-deficit-hyperactivity disorder in adults as a continuation of adolescent therapy.



		Zoledronic acid for osteoporosis

		Group approval

		In line with the GMMMG NTS guidance issued in July 2011 the use of zoledronic acid (Aclasta®) infusion for the treatment of post-menopausal osteoporosis only for those patients intolerant of oral bisphosphonate drugs or with established compliance or swallowing problems is commissioned



		Linagliptin

		Group approval

		In line with the GMMMG NTS guidance issued in September 2011 linagliptin as an option for the treatment of type 2 diabetes to improve glycaemic control in adults; as monotherapy, in combination with metformin or in combination with metformin and a sulphonylurea; in those patients who fulfil the criteria for a DDP-4 inhibitor as per NICE Clinical Guideline CG87 is commissioned.  The DDP-4 inhibitor with the cheapest acquisition cost should be used first line; however linagliptin may be a suitable choice in those patients with renal impairment.



		Fidaxomicin

		Group approval

		In line with the GMMMG NTS guidance issued in June 2012  fidaxomicin (Dificlir®▼) as a treatment option following a second relapse, i.e. as third line therapy, of Clostridium Difficile infection is commissioned.  Fidaxomicin should be initiated by a microbiologist or under microbiologist recommendation and is not to be prescribed in primary care



		Asenapine

		Group approval

		In line with the GMMMG NTS guidance issued in March 2012 asenapine as a treatment option for the treatment of manic episodes in adults with bipolar I disorder as per Mental Health Trust recommendations as part of an in-patient treatment regimen for the acute phase only is commissioned.  Asenapine for the treatment of manic episodes in adults with bipolar I disorder is not to be prescribed in primary care.



		Belimumab

		Group approval

		In line with the GMMMG NTS guidance issued in March 2012  belimumab for SLE for patients: with 4 or more American College of Rheumatology criteria for SLE; ANA or dsNDNA positive at the time of assessment; with active disease (SLEDAI of 6 or more or 1 BILAG A or 2 BILAG B); with positive dsDNA or low complement; with not a predominant renal or CNS flare; AND not eligible for a clinical trial is commissioned.  Initiation of belimumab is restricted to tertiary specialist clinicians; this may involve direct initiation or the advice to initiate following assessment of patient after referral.   Discontinuation of belimumab should be considered if there is no improvement in disease control after 6 months of treatment. 



		Degarelix 

		Group approval

		In line with the GMMMG NTS guidance issued in November 2011 the routine use of degarelix for the treatment of hormone dependent advanced prostate cancer is not commissioned.  However it may be a valuable treatment option in those patients who are particularly vulnerable to the clinical effects of a testosterone flare.  These patients may include those: (a) at risk of neurological compromise due to metastases, (b) with urethral or bladder outlet obstruction due to local encroachment or metastatic disease.



		Deferasirox  

		Group approval

		In line with GMMMG guidance issued in October 2007 oral iron chelators as first-line in patients aged over 6 years with beta thalassaemia major for chronic iron overload due to frequent blood transfusions; second-line in iron overload in patients with beta thalassaemia major, requiring infrequent blood transfusions and in patients with other anaemia’s including sickle cell patients and patients aged 2-5 years, when desferrioxamine therapy is not tolerated, contraindicated or inadequate is commissioned.  Oral iron chelators as first-line for the treatment of iron overload in patients with refractory anaemias (myelodysplastic syndromes, aplastic anaemia, myelofibrosis, red cell aplasia)  are not commissioned



		Aclidinium bromide

		Group approval

		In line with the GMMMG NTS guidance issued in October 2012  aclidinium bromide for maintenance bronchodilator treatment of Chronic Obstructive Pulmonary Disease (COPD) for those patients who are intolerant of tiotropium is commissioned



		Glycopyrronium bromide 

		Group approval

		In line with the GMMMG NTS guidance issued in October 2012  glycopyrronium bromide for maintenance bronchodilator treatment of Chronic Obstructive Pulmonary Disease (COPD) for those patients who are intolerant of tiotropium is commissioned



		Methylnaltrexone (Relistor®) for the treatment of opioid-induced constipation



		Group approval

		In line with the GMMMG NTS guidance issued in September 2010 the use of methylnaltrexone (Relistor®) for the treatment of opioid-induced constipation where it is recommended by a palliative care specialist and standard maximal laxative therapy is ineffective is commissioned.





		Duodopa for advanced Parkinson's disease

		Not supported

		This is not commissioned, in line with GMMMG guidance: Co-Careldopa (Duodopa) intestinal gel for the treatment for advanced Parkinson’s disease.   April 2010.  



		Sodium oxybate for narcolepsy with cataplexy

		Not supported

		This treatment is not commissioned, in line with GMMMG guidance: Sodium Oxybate (Xyrem ®) for the treatment of cataplexy in adult patients with narcolepsy.  April 2010



		Sativex

		Not supported

		In July 2009 the Greater Manchester Medicines Management Group New Therapies Subgroup (GMMMG NTS) issued a position statement for Sativex® which stated: The New Therapies Subgroup of the GMMMG recommends that a decision to prescribe Sativex® should be made on a case by case basis. Sativex should be reserved for patients in whom conventional therapies have failed. Initiation and prescribing of Sativex® should be restricted to a physician experienced in the treatment of Multiple Sclerosis or Chronic Neuropathic or Cancer Pain.  Sativex® is not recommended for prescribing in primary care as it is currently unlicensed. Following the issue of this position statement NHS Stockport reviewed its commissioning position with regard to Sativex® and decided to retain its previous position that: This treatment is not commissioned as there is limited published evidence of its clinical effectiveness. In July 2010 GMMMG NTS issued a recommendation on the use Sativex® for symptomatic treatment in patients with moderate to severe spasticity due to Multiple Sclerosis which stated: The group does not recommend the use of Sativex® for the above indication. NHS Stockport does not commission Sativex® for symptomatic treatment in patients with moderate to severe spasticity due to Multiple Sclerosis in line with this GMMMG NTS guidance.



		Grazax

		Not supported

		This treatment is not commissioned in line with the recommendation from the Greater Manchester Medicines Management Group New Therapies Subgroup (GMMMG NTS).  The group does not recommend Grazax® for the treatment of grass pollen induced hayfever in adult patients with clinically relevant symptoms and a positive skin prick test or specific IgE test to grass pollen.



		Lodotra

		Not supported

		The use of Prednisolone Modified Release Tablet (Lodotra ®) for the treatment of moderate to severe, active rheumatoid arthritis is not commissioned in line with the GMMMG NTS guidance issued in February 2011  because of insufficient evidence of cost effectiveness over available alternatives



		Omacor

		Not supported

		In line with the GMMMG NTS guidance issued in May 2012 Omacor® for the secondary prevention of myocardial infarction. Is not commissioned



		Pollinex® Quattro 

		Not supported

		In line with the GMMMG NTS guidance issued in July 2012  Pollinex® Quattro subcutaneous vaccine for the treatment of seasonal allergic rhinoconjunctivitis is not commissioned



		Rifaximin

		Not supported

		In line with the GMMMG NTS guidance issued in June 2012 rifaximin (Xifaxanta®▼) for the treatment of travellers’ diarrhoea (licensed indication) or for the treatment of Clostridium Difficile infection (unlicensed indication) is not commissioned.



		Tapentadol (Palexia®) immediate and prolonged release

		Not supported

		In line with the GMMMG NTS guidance issued in June 2011  tapentadol (Palexia®) immediate and prolonged release for the treatment of acute and chronic severe pain is not commissioned



		Paliperidone depot injection 

		Not supported

		In line with the GMMMG NTS guidance issued in January 2012   paliperidone depot injection (Xeplion®) for schizophrenia is not commissioned



		Insulin degludec

		Not supported

		In line with the GMMMG NTS guidance issued in July 2012  insulin degludec (Tresiba®▼) for the treatment of diabetes mellitus (Type 1 and Type 2) where insulin is required is not commissioned



		B vitamins in patients with Alzheimer’s disease

		Not supported

		In line with the GMMMG NTS guidance issued in September 2012  the use of B vitamins in patients with Alzheimer’s disease is not commissioned.



		Alemtuzumab

		Prior approval - EUR team

		In line with the GMMMG Neurosciences Medicines Management group guidance issued in May 2012 alemtuzumab for multiple sclerosis for patients: with rapidly evolving severe (RES) multiple sclerosis; who have failed on licensed natalizumab (Tysabri®), fingolimod (Gilenya®) or unlicensed mitoxantrone; and where the treatment will be initiated by a consultant neurologist with a special interest in multiple sclerosis is commissioned.



		Policies relating to prescribing





		Ulipristal (EllaOne ® )

		Group approval

		Ellaone® is recommended as a treatment option for those patients that present between 72 and 120 hours of unprotected sexual intercourse or contraceptive failure. Levonelle® (levonorgestrel) remains the first choice for those patients that present for emergency contraception 0 to 72 hours of unprotected sexual intercourse or contraceptive failure



		Rupatadine (Rupafin®)

		Group approval

		Rupatadine may be considered as a third line treatment option for allergic rhinitis after the use of more established cost effective therapies (e.g. cetirizine, loratadine) and as a second or third line treatment option in resistant CIU.



		High cost MS Drugs

		Group approval

		Based on NHS Bolton's Commissioning Policy Number 6: Beta interferon, glatiramer acetate, natalizumab, mitoxantrone and azathioprine for the management of multiple sclerosisbeta interferon, glatiramer acetate, natalizumab, mitoxantrone and azathioprine for the management of multiple sclerosis are commissioned when certain criteria are met



		Treatment for fungal nail infections

		Group approval

		Only commissioned if the following criteria are met: the patient is immunocompromised; or the patient has peripheral vascular disease; or the patient is diabetic; or the nail is painful; or the patient is due to undergo surgery on that limb; and there has been mycological confirmation.  When Terbinafine is the drug of choice only oral terbinafine should be prescribed as topical terbinafine has inferior efficacy.  Prescribers should ensure that they follow the British National Formulary (BNF) guidelines for monitoring patients and that patients do not continue treatment for longer than the recommended duration as outlined in The BNF.



		3,4 diaminopyridine (phosphate form) Firdapse ® when generic supplies run out

		Group approval

		The unlicensed DAP (base from) for Lambert-Eaton myasthenic syndrome and congenital myasthenic syndromes is commissioned.  Where there is a problem with supply of the DAP (base form) Firdapse may be substituted for patients gaining benefit from the DAP (base form) and for whom no other alternative treatment regimen will offer adequate benefit and where generic supplies have ran out.



		Capsaicin patch

		Group approval

		Commissioned where the following criteria are met: the patient has severe, non-diabetic neuropathic pain unresponsive to multimodal neuropathic analgesics; the patient’s pain significantly impairs activities of daily living as demonstrated on the Brief Pain Inventory; and the patient is under the care of a specialist pain clinic.



		Naltrexone for Multiple Sclerosis

		Not supported

		This treatment is not commissioned as there is insufficient published evidence of its clinical effectiveness



		Saw Palmetto (Prostasan)

		Not supported

		This herbal medicine is not commissioned as it is not licensed and there is evidence that it is not effective.



		Pregabalin for Generalised Anxiety Disorder (GAD)

		Not supported

		This is not commissioned as there is limited published evidence of effectiveness



		Azoles for Allergic Bronchopulmonary Apsergillosis and fungal sensitisation in asthma

		Not supported

		Posaconazole and voriconazole are not commissioned for the treatment of Allergic Bronchopulmonary Aspergillosis or for fungal sensitisation in asthma as there is limited published evidence of their effectiveness in these conditions.  An evidence review is attached



		Rituximab for SLE

		Not supported

		This is not commissioned as there is limited published evidence of effectiveness



		Fluconazole for thrush in breastfeeding

		Not supported

		This is not commissioned as there is little published evidence to support the use of fluconazole in the management of ductal candidiasis in breastfeeding women.



		Siklos for Sickle Cell Crisis

		Not supported

		In 2009 Nordic licensed Siklos (a form of hydroxycarbamide) for Sickle Cell Crisis.  Hydroxycarbamide has been available on the NHS as a licensed drug for a number of years, but neither of the two existing products are specifically licensed for Sickle Cell Crisis.  Siklos will be on average 10 times the cost of the current hydroxycarbamide products.  As a result only generic versions of hydroxycarbamide will be commissioned



		Oxycodone/Naloxone MR (Targinact®)

		Not supported

		Targinact®▼ is not recommended for routine prescribing as it has not demonstrated sufficient clinical or cost effectiveness. The clinical benefit of this preparation in patients already receiving regular laxative therapy is uncertain



		Oral posaconazole, long term Ambisome, IV Gamma Interferon, IV Micafugin for chronic pulmonary aspergillosis 

		Not supported

		The following are not commissioned for the treatment of Chronic Pulmonary Aspergillosis: Oral Posaconazole, Long term Ambisome as an outpatient, IV Gamma Interferon, IV Micafungin.



		Sildenafil for pulmonary hypertension out of proportion to COPD

		Not supported

		Sildenafil for pulmonary hypertension out of proportion to COPD is not commissioned



		Mycophenolate for interstitial lung disease

		Not supported

		Mycophenolate for interstitial lung disease is not commissioned 



		Vitamin B12 for CFS/ME

		Not supported

		Not commissioned due to insufficient evidence of effectiveness.



		Erfa / Armour thyroid

		Not supported

		Not commissioned owing to insufficient evidence of effectiveness over standard treatment with synthetic thyroxine.



		Rasagiline

		Not supported

		Not commissioned as the long-term safety and its relative efficacy compared with other drugs for Parkinson’s disease have not been examined and its role in treatment cannot be currently defined.



		Vitamin B12 for MS

		Not supported

		Not commissioned due to insufficient evidence of effectiveness.



		Teriparatide for the secondary prevention of fragility fractures in osteopenia where there is inadequate response to or intolerance of bisphosphonates 

		Not supported

		Not commissioned owing to insufficient evidence of effectiveness



		Probiotics for ulcerative colitis

		Not supported

		Probiotics for ulcerative colitis are not commissioned as although they are as clinically effective as the current standard treatment they are more costly



		Omalizumab for severe chronic urticaria

		Not supported

		Not commissioned owing to the limited evidence available of this intervention’s effectiveness and cost effectiveness for this indication



		Vitamin D

		Group approval

		Testing for symptomatic individuals is available by prior approval for patients with: rickets, osteomalacia or symptomatic hypocalcaemia or high risk patient group with suggestive symptoms such as proximal muscle weakness or musculoskeletal aches and pains. Patients with levels below 25nmol/l (<10 μg/L) require treatment with colecalciferol (Dekristol®) and monitoring as recommended in the GMMMG Vitamin D deficiency recommendation. Monitoring in primary care is available for patients commenced on high dose treatment in secondary care.

Patients from the following high risk groups but who are asymptomatic should be advised on regular sunlight exposure, dietary sources of vitamin D & use of over the counter vitamin D: Dark skinned patients, Institutionalised/Housebound or elderly, Alcoholics, Vegetarians, Obese, People who cover up e.g. Muslim women, Medical Risk (renal and hepatic disease, malabsorption, anticonvulsant and HAART use)



		Eculizumab

		Not supported

		Not commissioned for indications other than paroxysmal nocturnal haemoglobinuria (including antibody-mediated rejection, Guillain-Barre Syndrome, atypical haemolytic uraemic syndrome, thrombotic thrombocytopenic purpura (TTP) and systemic lupus erythematosus (SLE)) because the use of eculizumab in these conditions is considered to be experimental.



		Sunscreen preparations

		Not supported

		Sunscreen preparations are not available on the NHS except where there is abnormal cutaneous photosensitivity resulting from genetic disorders or photodermatoses, including vitiligo and those resulting from radiotherapy; chronic or recurrent herpes simplex labialis.



		Dermasilk clothing for eczema

		Not supported

		Not commissioned owing to inadequate evidence of clinical effectiveness.  This policy applies for both children and adults



		Colesevelam

		Not supported

		Colesevelam for bile acid malabsorption is not commissioned owing to a lack of evidence of superiority over the current standard treatment of colestyramine.



		Erythropoietin

		Not supported

		Not commissioned for anaemia associated with myeloma owing to inadequate evidence of cost effectiveness



		Idebenone

		Not supported

		Not commissioned for optic neuropathy, where both eyes have poor vision, owing to inadequate evidence of efficacy.



		Zostavax

		Not supported

		 Zostavax for the prevention of shingles in adults aged over 50 is not commissioned outside of the national vaccination programme.



		Betaine for homocystinuria

		Prior approval - EUR team

		This treatment is commissioned on an individual patient basis



		Rituximab for MAR (melanoma associated retinopathy)

		Prior approval - EUR team

		This treatment is commissioned.  There is no published evidence as to whether this treatment is clinically effective or not.  The Effective Use of Resources policy allows requests to be approved when there is ‘biological plausibility thatan uncommon condition (in this case MAR) would respond to treatment in a similar way to the common condition’ e.g. other auto immune conditions.   



		Azoles for invasive aspergillosis

		Prior approval - EUR team

		Posaconazole & Voriconazole are approved for the treatment and prevention of aspergillosis when used in tertiary care in line with the treatment protocols available from the University Hospital of South Manchester NHS Foundation Trust.



		Drugs for Primary Pulmonary (arterial) Hypertension

		Prior approval - EUR team

		Only patients who do not respond to sildenafil should be considered for treatment with an endothelian receptor antagonist (bosentan) or a prostacyclin (epoprostenol treprostinil).  As all these drugs have been shown to have some degree of effectiveness but have not been directly compared, the choice of drug should therefore be based on whichever is least expensive.



		Botulinum toxin injections for sialorrhoea (excessive salivation) secondary to upper motor neuron lesions in adults

		Prior approval - EUR team

		Commissioned for sialorrhoea (excessive salivation) secondary to upper motor neuron lesions in adults on a named patient basis where other methods have failed to control the condition and where there is a high risk of aspiration.



		Rituximab for chronic ITP in adults

		Prior approval - EUR team

		Rituximab for chronic idiopathic thrombocytopenic purpura is commissioned for adult patients with a platelet count <10,000 per µL of blood who have failed to respond to standard treatment.



		Nuvaring

		Prior approval - EUR team

		This contraceptive is commissioned on a prior approval basis



		Rituximab for Wegener’s granulomatosis

		Prior approval - EUR team

		Rituximab is commissioned for patients with Wegener’s granulomatosis who have failed to respond to all other conventional treatments or in whom the conventional treatments are contraindicated



		Dexamethasone implant (Ozurdex ®) for macular oedema resulting from uveitis

		Prior approval - EUR team

		Dexamethasone implant (Ozurdex ®) for the treatment of macular oedema resulting from uveitis, is commissioned on an individual patient basis



		Infliximab or adalimumab for hidradenitis suppurativa

		Prior approval - EUR team

		Infliximab and Adalimumab are commissioned on an individual patient basis for the treatment of hidradenitis suppurativa with the following restrictions:  The condition is refractory to or the patient is unable to tolerate commonly used first and second line treatments including self-care, antibiotics (most commonly rifampicin and clindamycin), Roaccutane®, corticosteroids and immunosuppressants (cyclosporine, azathioprine and methotrexate); and The patient has a DLQI of greater or equal to 21; and The patient has a GHQ12 score>15 (or >20 and all systemic agents not used in that patient); and The patient has had one or more admissions to control symptoms in the last 12 months; and Surgical options have been considered; and the patient has been counselled (and this is clearly documented) about potential adverse effects of the drug treatment.  It is expected that treatment using infliximab or adalimumab will be approved for a trial period of 4 months, with continuation being agreed only if the patient responds adequately.  Routine treatment will then continue until the patient loses response.



		Sildenafil for systemic sclerosis with severe Raynaud's phenomenon

		Prior approval - EUR team

		Commissioned on a prior approval basis



		IVIG for MAR (melanoma associated retinopathy)

		Prior approval - EUR team

		This treatment is commissioned on an individual patient basis as there is limited published evidence of effectiveness.



		Rituximab for AIHA (Autoimmune haemolytic anaemia) 

		Prior approval - EUR team

		This is commissioned for patients with refractory autoimmune haemolytic anaemia at the lowest clinically effective dose.  For appropriate patients, rituximab should be considered before treatment with IVIg. 



		Dexamethasone implant (Ozurdex®) for the treatment of post cataract macular oedema

		Prior approval - EUR team

		Commissioned for patients with macular oedema of greater than 90 days duration and who have failed to respond to conventional treatment.



		Insulin pump therapy combined with continuous blood glucose monitoring for the treatment of type 1 diabetes

		Prior approval - EUR team 

		Commissioned on a prior approval basis, for patients who: are under the care of a specialist centre; have received lifestyle advice suitable for insulin pump users; are motivated and comply with the insulin pump use; and fail to achieve a suitable HbA1c or are still experiencing significant hypoglycaemic episodes.



		International Normalised Ratio (INR) self-testing / self-management

		Prior approval - EUR team 

		NR self-testing or self-management for those patients on long-term anticoagulation with vitamin K antagonists who are competent at self-testing and where an appropriate mechanism is in place for the patient to obtain dosage information is commissioned.



		Erectile dysfunction

		Group approval

		No more than four drug treatments (not tablets) per four weeks are prescribable. Tadalafil Once Daily ® may not be prescribed. Drug treatments for erectile dysfunction should only be prescribed by General Practitioners for patients who: have a chronic disease associated with erectile dysfunction e.g. diabetes, multiple sclerosis, Parkinson’s disease, poliomyelitis, prostate cancer, severe pelvic injury, spina bifida and spinal cord injury; and / or are receiving dialysis for renal failure; and / or have had radical pelvic surgery, prostatectomy or kidney transplant; or were previously receiving Caverject®, Erecnos®, MUSE®, Viagra®, or Viridal® for erectile dysfunction at the expense of the NHS on the 14th September 1998.Erectile dysfunction may be a side-effect of some drug treatments for chronic conditions where possible the drug should be changed to one which has less effect on erectile function.  Drug treatments for erectile dysfunction may be prescribed where a drug switch is not possible and where counteracting the erectile dysfunction side-effect will improve compliance e.g. of a regime of antipsychotics. This also applies to vacuum pumps and constrictor rings for the treatment of erectile dysfunction. 



		Policies relevant to primary care





		Ear irrigation/ syringing

		Group approval

		Ear irrigation commissioned for:  Removal of a foreign body from the ear canal or removal of excess wax where 3 weeks of conservative measures (e.g. wax softening with olive oil) have failed and where the excess wax is impairing hearing or the wax needs removing prior to the fitting of a hearing aid. Ear irrigation where the sole indication is in preparation for an aircraft flight is not commissioned.



		Gluten free foods for gluten enteropathy

		Group approval

		NHS supply of gluten free foods should only be for patients with established gluten enteropathy.  Only the following gluten free foods may be prescribed: bread – brown or white, sliced or unsliced but NOT fresh;  bread mix; flour mix; part baked rolls, pasta



		Screening tests outside of national programmes

		Not supported

		Tests for employment medicals and paternity testing are not commissioned as they are low priority.  Patient requests for screening tests outside of national programmes should only be done when clinically indicated



		Sinus x-ray

		Not supported

		X-rays of sinuses are not routinely commissioned



		Direct access to barium enema

		Not supported

		Direct access barium enema is only available with prior approval from the EUR team



		Removal of mercury amalgam dental fillings for the treatment of chronic fatigue syndrome (CFS) or myalgic encephalomyelitis (ME)

		Not supported

		Not commissioned owing to a lack of evidence of benefit



		Tinted visual lenses

		Not supported

		Not commissioned owing to a lack of evidence



		Direct access barium enema

		Not supported

		Direct access barium enema is only available with prior approval from the EUR team.  The reason for this is that barium enema is indicated for: suspected colorectal cancer.  However these patients should be referred to a colorectal or anal cancer to a team specialising in the management of lower gastro-intestinal cancer as per the NICE CG27: referral for suspected cancer.  These guidelines also state that when referring, no examinations or investigations other than abdominal and rectal examination and full blood count are recommended as this may delay referral; suspected diverticulitis.  However other investigations such as colonoscopy and CT scan should be considered first; suspected inflammatory bowel disease.  However the investigation of suspected inflammatory bowel disease should be led by a specialist; treatment of some conditions, such as intersusseption.  However the treatment of these conditions with barium enema should be initiated by a specialist.  Barium enemas deliver a high radiation dose (equivalent to over 250 chest X-rays)



		Baby Milk

		Position statement

		Baby milk should not be supplied in the NHS for lactose intolerance.
Baby Milk should only be supplied on the NHS for the following conditions: Cow’s milk protein intolerance; extreme sensitivity to cow’s milk allergen; multiple food allergy; proven food allergy; faltering growth as evidenced on a growth chart; extreme prematurity



		Cutaneous and plantar warts

		Prior approval - CCC

		Warts normally resolve spontaneously although this may take up to 2 years.  Treatment for warts should only be considered if warts: are symptomatic i.e. painful or itchy; or interfere with functioning; or have been present for more than two years; or have spread extensively.  Treatment should initially be by duct tape occlusion; if this is unsuccessful then treatment with topical salicylic acid should be considered.  Treatment with cryotherapy should only be considered if treatment with both duct tape occlusion and topical salicylic acid has not cleared the wart.  Referral to the tier 2 dermatology service should only be considered if: there is genuine doubt about the diagnosis; or the wart is recalcitrant or rapidly growing; or malignancy is suspected (malignant changes in warts are extremely rare but should be excluded in older people or people with immunosuppression or subungual warts.)



		Policies relevant to primary care (as referrer) and secondary care (as provider)





		Hysterectomy (abdominal and vaginal)

		Group approval

		Hysterectomy should only be undertaken if patients have followed the map of medicine pathway, or are on a cancer referral pathway



		Vaginal ring pessaries in secondary care

		Group approval

		Replacement of vaginal ring pessaries should be undertaken out of hospital by a GP or the tier 2 service.  A patient may be referred to secondary care if replacement is difficult.



		Insertion and Removal of Inter Uterine Contraceptive Device

		Group approval

		As a stand-alone procedure IUCD insertions/ changes and removals for contraception and dysfunctional menstrual bleeding should be done out of hospital by a GP or the tier 2 service.  A patient may be referred to secondary care if insertion/ removal is difficult.  Insertion / change of an IUCD at the time of another procedure e.g. hysteroscopy or as part of heavy menstrual bleeding management in secondary care, is permitted in secondary care.



		Circumcision

		Group approval

		Circumcision is considered a low priority treatment and will only be considered for a small number of therapeutic reasons: pathological phimosis where inability to retract the foreskin is due to permanent scarring of the preputial orifice; penile malignancy; severe recurrent attacks of balanoposthitis (inflammation of the glans and foreskin); recurrent febrile UTIs particularly with high grade ureteric reflux where circumcision would reduce further infections; tight symptomatic phimosis in over 16 year olds.  Circumcision for religious, cultural or lifestyle reasons is not commissioned as it is low priority for NHS funding.  Circumcision to reduce future risk of contracting conditions including penile cancer or sexually transmitted diseases (including HIV/AIDS) is not commissioned owing to a lack of evidence of clinical and cost effectiveness.



		Wisdom teeth

		Group approval

		Wisdom teeth extraction only commissioned for patients meeting the criteria in NICE TA1



		Tattoo removal

		Not supported

		Removal of tattoos considered in the following cases: where the tattoo is the result of trauma, inflicted against the patient’s will (“rape tattoo”); the patient was not Gillick competent, and therefore not responsible for their actions, at the time of the tattooing; exceptions may also be made for tattoos inflicted under duress during adolescence or disturbed periods where it is considered that psychological rehabilitation, break up of family units or prolonged unemployment could be avoided, given the treatment opportunity. (Only considered in very exceptional circumstances where the tattoo causes marked limitations of psycho-social function). 



		Surgical Treatment for Snoring

		Not supported

		Treatment solely for snoring is considered low priority and not commissioned. Only snorers with at least one of the following symptoms present should be referred for assessment for sleep apnoea:  daytime sleepiness, not just tiredness (Epworth Sleepiness Score >9);  witnessed regular or frequent episodes, as opposed to occasional, of stopping breathing during sleep; waking from sleep with choking / obstructed episodes; regular waking feeling unrefreshed; large neck circumference (17 inches or over) or significant retrognathism; small oedematous pharynx on visual inspection.



		Revision of breast augmentation

		Not supported

		Revisional surgery will only be considered if the NHS commissioned the original surgery.  If revisional surgery is being carried out for implant failure, the decision to replace the implant(s) rather than simply remove them should be based upon the clinical need for replacement and whether the patient meets the policy for augmentation at the time of revision



		Split ear lobes

		Not supported

		Repair of split ear lobes will not normally be commissioned even when the split ear lobe is the result of trauma.



		Hypnotherapy for Irritable Bowel (IBS)

		Not supported

		This therapy Is considered LOW PRIORITY.  Hypnotherapy for the treatment of IBS is not commissioned due to insufficient evidence of effectiveness



		Removal of Haemorrhoidal Skin Tags

		Not supported

		This procedure should not be performed.  There may be consideration of special circumstances e.g. recurrent bleeding



		Labiaplasty

		Not supported

		This procedure is considered to cosmetic and hence low priority.  



		Cosmetic breast surgery : Breast enlargement (Augmentation mammoplasty), breast reduction, surgery for unequal breast size or gynaecomastia

		Not supported

		Considered LOW PRIORITY and hence not commissioned.



		Treatment for hirsutism

		Not supported

		Considered LOW PRIORITY and hence not commissioned.



		Winston's Wish

		Not supported

		Winston's Wish is a charitable organisation providing residential courses for children suffering bereavement after the death of a parent.
This service is not commissioned as local services are available.



		Hearing Link

		Not supported

		Hearing Concern Link is an organisation that provides an intensive psychosocial rehabilitation course for deafened adults.
This service is not commissioned as there is a local service and the level of evidence provided by Hearing Link is low.



		Motion sensing neurostimulation for chronic pain

		Not supported

		Not commissioned owing to insufficient evidence of effectiveness compared with current neurostimulation devices.  



		Gender realignment - procedures outside of commissioned service

		Not supported

		Breast augmentation, breast removal, hair removal, speech therapy and thyroid chondroplasty as part of gender realignment considered  low priority and hence does not commissioned



		Hyperhidrosis - surgery or botulinum toxin injections

		Not supported

		These therapies are considered LOW PRIORITY.  Treatment of hyperhidrosis with surgery or botulinum toxin injections is not commissioned.



		Acupuncture for diabetic neuropathy

		Not supported

		Not commissioned  owing to inadequate good quality evidence of effectiveness



		AMH testing

		Not supported

		 AMH testing to check fertility is not commissioned.  AMH testing for patients paying for private IVF cycles is not commissioned.  AMH testing is only commissioned where required as part of the NHS IVF pathway.



		Speech therapy to alter voice pitch 

		Not supported

		Not commissioned as this is considered a low priority.



		Device-guided breathing techniques (Resperate) for the treatment of hypertension

		Not supported

		Not commissioned owing to inadequate evidence of benefit over other relaxation techniques



		Surrogacy

		Not supported

		Not commissioned



		Pressure devices for autism

		Not supported

		Pressure devices, such as Squease, weighted vests and Grandin’s Hug Machine, for the treatment of autism are not commissioned



		Hypnotherapy for needle phobia

		Not supported

		Not commissioned owing to inadequate evidence of efficacy



		Powerbreathe

		Not supported

		Not commissioned owing to limited evidence of superior effectiveness compared to pulmonary rehabilitation. 



		Epilation of facial hair in males

		Not supported

		Epilation of facial hair in males is considered LOW PRIORITY and is not commissioned.  An exception is made for males with severe pseudofolliculitis who cannot reduce their frequency of shaving, for example, firemen who need to be close shaved to allow proper fitting of their airway masks.



		Laser treatment for acne scarring

		Not supported

		This treatment is considered LOW PRIORITY.  Laser treatment for acne scarring is not commissioned



		Vasectomy in secondary care setting

		Prior approval -  EUR team

		Provision of vasectomy should only be undertaken in a primary care setting, it is not commissioned as a secondary care service.  However it is noted that referral to secondary care may be required in some circumstances e.g. GA for needle phobics.



		Surgery for ingrown toenails in secondary care

		Prior approval -  EUR team

		Surgery for ingrown toenails is not routinely commissioned in a secondary care setting.  Surgery for ingrowing toenails may be performed in secondary care when future orthopaedic surgery would be compromised.  For example, a recurrently infected in growing toe nail requiring treatment prior to joint replacement surgery.  Referral to secondary care for failed primary care management requires prior approval from the EUR team.



		Grommets/Surgical Treatment of Otitis Media 

		Prior approval - CCC 

		Children should meet one of the following criteria:   Persistent bilateral OME with a hearing level in better ear of 25–30 dBHL or worse confirmed over 3 months;  or persistent bilateral OME with hearing loss less than 25–30 dBHL and significant impact on child’s developmental, social or educational status.



		Varicose veins

		Prior approval - EUR team

		Referral to a specialist service for patients in whom varicosities are present or suspected in the following circumstances: they are bleeding from a varicosity that has eroded the skin; they have bled from a varicosity and are at risk of bleeding again; they have an ulcer which is progressive and/or painful or they have a stable, pain-free, ulcer and/or progressive skin changes that may benefit from surgery / sclerotherapy.



		Dermatology Minor surgery  (for cosmetic and benign skin lesions)

		Prior approval - EUR team

		Dermatological procedures that are purely cosmetic in nature are considered low priority and hence not commissioned.  Lipomas and sebaceous cysts that may be painful of become infected are not defined as cosmetic for these purposes.  Removal of skin lesions within secondary care will only be considered if:  lesions are suspicious or potentially malignant; or there is impairment of function or significant facial disfigurement.   Lipoma over 15cm in size are at risk of being malignant and should be sent on a 2 week pathway proforma.  Under no circumstances should a biopsy/excision of lipomas over 15cm in size be undertaken by anyone who is unable to perform / coordinate a compartmental resection if required.   



		Bleopharoplasty upper lid (Surgery on the upper eyelid)

		Prior approval - EUR team

		This procedure will be commissioned to correct functional impairment (not purely for cosmetic reasons) as demonstrated by:  impairment of visual fields in the relaxed, non-compensated state; or  clinical observation of poor eyelid function, discomfort, e.g. headache worsening towards end of day and/or evidence of chronic compensation through elevation of the brow 



		Bleopharoplasty lower lid (Surgery on the lower eyelid)

		Prior approval - EUR team

		This is available for correction of ectropion or entropion or for the removal of lesions of the eyelid skin or lid margin. 



		Apronectomy / abdominoplasty

		Prior approval - EUR team

		Will be considered when the patient :   has excess abdominal skin as the result of significant weight loss; and has had a body mass index (BMI) of less than 30 for a minimum of 12 months; and the abdominal skin hangs below the symphysis pubis when standing; and there are clinical symptoms, for example: intertrigo or other chronic persistent / recurrent skin condition that is refractory to good hygiene and medical management, severe impairment of functionality (e.g. ambulatory restrictions) that an appropriately trained clinician (i.e. doctor, physiotherapist or occupational therapist) has documented is likely to be alleviated following surgery or problems associated with poorly fitted stoma bags that an appropriately qualified clinician (i.e. doctor or stoma nurse) has documented are likely to be alleviated following surgery. Patients meeting these criteria will be assessed by the Plastic Surgeons at South Manchester University Hospitals NHS Trust and only those cases approved by that team will receive surgery



		Tonsillectomy for recurrent sore throat

		Prior approval - EUR team

		Based on SIGN guidelines 117: Management of sore throat and indications for tonsillectomy.  Watchful waiting is more appropriate than tonsillectomy for children with mild sore throats.Tonsillectomy is recommended for recurrent severe sore throat in adults.The following are recommended as indications for consideration of tonsillectomy for recurrent sore throat in both children and adults:sore throats are due to tonsillitis; the episodes of sore throat are disabling and prevent normal functioning;seven or more well documented, clinically significant, adequately treated sore throats in the preceding year; orfive or more such episodes in each of the preceding two years; orthree or more such episodes in each of the preceding three years.



		Rhinoplasty (Surgery to reshape the nose)

		Prior approval - EUR team 

		Rhinoplasty should be available for:  problems caused by obstruction of the nasal airway;  objective nasal deformity caused by trauma; correction of complex congenital conditions e.g. Cleft lip and palate; patients with isolated airway problems (in the absence of visible nasal deformity) may be referred initially to an ENT consultant for assessment and treatment.   



		Rhytidectomy (Face lifts and brow lifts)

		Prior approval - EUR team 

		These procedures will be considered for treatment of: congenital facial abnormalities;  facial palsy (congenital or acquired paralysis);  as part of the treatment of specific conditions affecting the facial skin e.g. cutis laxa, pseudoxanthoma elasticum, neurofibromatosis; to correct the consequences of trauma; to correct deformity following surgery.  



		Functional electrical stimulation for dropped foot

		Prior approval - EUR team 

		Commissioned on an individual patient basis



		Functional electrical stimulation for facial palsy

		Prior approval - EUR team 

		Commissioned on an individual patient basis



		Endosseous/ dental  Implants

		Prior approval - EUR team 

		Commissioned in the following circumstances:  As part of reconstructive treatment following surgery to the mouth and surrounding tissues for the treatment of malignant or other disease; or As part of oral and facial reconstructive treatment following severe facial trauma (two or more teeth); or For rehabilitation of patients with congenital defects, for example cleft palate, or multiple congenitally missing teeth (oligodontia); or Where there are severe eating or speaking disorders when wearing a conventional dental prosthesis.



		Cosmetic Procedures – Correction of prominent ears (pinnaplasty / otoplasty)

		Prior approval - EUR team 

		Pinnaplasty/otoplasty is commissioned on a prior approval basis where the condition is severe and the patient is under the age of 19 years at the time of referral.  This is because prominent ears may lead to significant psychosocial dysfunction for children and adolescents and impact on education as a result of teasing and truancy.  In addition, the procedure is more effective in children than adults owing to the pliability of the cartilage.  Where referral is approved the patient should be seen by an appropriate surgeon and following assessment, if there is any concern, assessed by a psychologist. Where referral is approved patients under 5 years of age at the time of referral should be referred with their family for a multi-disciplinary assessment that includes a child psychologist.  This is because children under 5 rarely experience teasing and referrals may reflect concerns expressed by the parent rather than the child. In exceptional cases pinnaplasty may be approved in individuals aged over 19 years, for example, if they were declined access to the procedure as a child.



		[bookmark: _GoBack]Surgery for Dupuytren's contracture

		Prior approval - OTS

		Commissioned if the patient has at least one of the following: 1) metacarpophalageal joint contracture of 30 degrees or more 2) Any degree of proximal interphalangeal joint contracture.



		Surgery for trigger finger

		Prior approval - OTS

		Commissioned if the patient has at least one of the following: persistent triggering 12 months after a single steroid injection; recurrent triggering or has a fixed deformity that cannot be corrected with conservative measures



		Surgery for bunion

		Prior approval - OTS

		Commissioned if both of the following criteria are met: 1) Confirmed diagnosis of hallux valgus associated with at least ONE of the following signs/symptoms attributable to a hallux valgus deformity: a) difficulty walking b) significant and persistent pain at the first metatarsal joint c) ulceration of the first metatarsal joint 2) signs/symptoms are unresponsive to at least six months of conservative treatment, including all  of the following: a) padding b) analgesics or anti-inflammatory drugs c) appropriate footwear



		Surgery for carpal tunnel syndrome

		Prior approval - OTS

		In line with the recommendation from the Greater Manchester Effective Use of Resources Group, surgery for carpal tunnel syndrome is commissioned, following prior approval, if the patient has at least one of the following:  Mild to moderate symptoms that have not responded to at least 4 months of conservative measure.  In pregnant women carpal tunnel syndrome often resolves and for those women with mild to moderate symptoms to be eligible for surgery they must have not responded to at least 4 months of conservative measures post-partum; or Severe symptoms including neurological deficit such as sensory loss or weakness that will not be resolved by conservative measures



		Surgery for ganglion

		Prior approval - OTS

		Not commissioned in the following circumstances: 1) The ganglion is at the wrist; 2) The ganglion is on the top of the foot; 3) For seed ganglion at the base of the digits unless they are painful; 4) For mucoid cysts at the DIP joints unless they are disturbing the nail or have a tendency to discharge



		Bunionectomy

		Prior approval - OTS

		In line with the recommendation from the Greater Manchester Effective Use of Resources Group bunion surgery is commissioned, following prior approval, in adults that have a confirmed diagnosis of hallux valgus deformity that meet both the following criteria: Conservative treatment to manage symptoms that includes padding, appropriate footwear and analgesics or anti-inflammatory drugs has been tried for six months; and the deformity is causing either significant and persistent pain, or an obvious difficulty in walking or recurrent ulcers or recurrent infections  



		Policies relevant to secondary/ tertiary care





		Wireless Capsule Enteroscopy for Investigation of the Small Bowel

		Group approval

		This investigation is commissioned on an individual basis in line with NICE guidance where patients meet one of the following criteria for investigation: Overt or transfusion dependent bleeding from the GI tract, when the source was not identified on OGD and colonoscopy; Crohn’s disease; or Hereditary GI polyposis syndromes.



		GM HCV strategy treatment guidelines for hep C

		Group approval

		This is commissioned in line with the GMMMG recommendation



		Neurophysiotherapy

		Group approval

		Maintenance neurophysiotherapy is not commissioned except for children under the age of 19 with cerebral palsy.
Only short courses of neurophysiotherapy (8 sessions) with well-defined treatment goals will be commissioned for new patients.
Only very short courses (4 sessions) with well-defined treatment goals will be commissioned for previously treated patients experiencing a relapse that has had a significant effect on mobility.



		Fenestrated AAA stents

		Group approval

		Fenestrated abdominal aortic aneurysm stents are commissioned where the all the following criteria are met: the patient has an expected >2 year life expectancy; and the patient has an orientated mental state; and the patient has an independent quality of life; and the patient does not require dialysis; and the patient has 2 or more abnormal parameters on cardiopulmonary exercise testing which  indicates a moderate or high risk of mortality with open surgery; andthe diameter of the AAA is >6 cm (equating to approximately 10% per annum rupture risk); and there is <10mm straight infrarenal neck, or <15mm angulated / conical neck making standard EVAR unsafe; and the patient has suitable ilio-femoral access i.e. suitable for 21 F sheath access or iliac conduit and <60º iliac angulation; and the AAA neck angulation and visceral artery suitability are within the device manufacturer’s instruction for use criteria; and the patient assessment and counselling is consultant led; and the case has been discussed in detail by the multidisciplinary team and with the device manufacture specialist representative; and the cases will be subject to departmental audit; and the case will be reported to Vascular Governance North West, National Vascular Database and British Society of Endovascular Therapy endorsed Globalstar registry; and the patient will be followed up long-term and the follow up will include CT imaging that will be reviewed by a multidisciplinary team.



		Surgery for erectile dysfunction

		Prior Approval (EUR team)

		Penile prosthesis are commissioned as part of reconstructive treatment following surgery of the treatment of malignant or other diseases as part of reconstructive surgery following trauma and all non-surgical methods of treatment must previously have been exhausted. Penile Prostheses are not commissioned for cosmetic reasons. Patients with erectile dysfunction may make use of any NHS psychological and psychosexual counseling services that are available within the portfolio of service agreements.



		Sperm washing

		Group approval

		as per Greater Manchester Sexual Health Network (GMSHN) commissioning guidelines for access to sperm washing for HIV+ men



		Collagenase injections for Dupuytrens contracture

		Group approval

		Commissioned where the following criteria are met:  the patient has a metacarpophalangeal joint contracture of 30 degrees or more; or any degree of proximal interphalangeal joint contracture; the patient has no more than two joints per hand affected; the patient has a palpable cord; and percutaneous needle fasciotomy is not suitable.



		Selective dorsal rhizotomy

		Group approval

		An assessment for selective dorsal rhizotomy is commissioned, at the Robert Jones & Agnes Hunt Orthopaedic & District Hospital NHS Trust in Oswestry, when all the following criteria are met:  the assessment is recommended by a consultant paediatrician;  the child is aged 4-11 years; the child has bilateral lower limb spastic cerebral palsy; the child has lower limb strength against gravity; the child is ambulatory with or without assistive devices; and there is no injury to basal ganglia evident on an MRI.  Children meeting the above criteria may not be suitable for a referral if any of the following are present: athetosis, dystonia, orthopaedic surgery within the last 6 months, chronic conditions such as bronchopulmonary dysplasia, refractory epilepsy, severe visual impairment, severe fixed joint deformities, severe scoliosis, hip dysplasia, a history of meningitis, a history of hydrocephalus unrelated to prematurity, a history of head trauma, a high BMI, poor motivation of child and/or family with regard to intensive rehabilitation required post-procedure.  Selective dorsal rhizotomy for those children found suitable for the procedure following an assessment is commissioned.



		Bone Anchored Hearing Aid 

		Group approval

		Unilateral BAHA is commissioned using the following criteria:  Patients with bilateral conductive or mixed hearing loss (with an air-bone gap of greater than 30dB hearing loss), due to one of the following otological indications: a) congenital malformation of the middle/external ear or microtia; b) chronically draining ear that does not allow use of an air conduction hearing aid; c) bilateral conductive hearing loss due to ossicular disease (and not appropriate for surgical correction); and for whom a conventional hearing aid is not appropriate or likely to cause harm; and a) Can still benefit from sound amplification; and b) Meet the following criteria: Average bone conduction thresholds (0.5-4kHz) of <40dBHL (ear level aid), <60dBHL (body worn aid); Speech discrimination score greater than 60%; Realistic expectations about the BAHA; Reasonable social support; Understand practical implications for maintaining BAHA; and Mechanisms in place to ensure the abutment is kept clean. Additional considerations for BAHA implantation in children: 1. In children with binaural congenital hearing loss, intervention should take place as early in life as possible; BAHA may be provided on a headband until the child is old enough for surgery. The minimum age for first surgery, as identified by the equipment manufacturer, is three years. It is recommended that implant surgery be performed in two stages in children of up to 10 years of age. 2. In children with unilateral hearing loss; BAHA would not normally be approved. Decisions should be taken on a case-by-case basis through the exceptional case process, centred on information regarding the child’s development, audiometry results and communication needs. Bilateral BAHA is not commissioned.



		Botulinum toxin 

		Group approval 

		Commissioned in line with GM neuroscience network recommendations



		Endoscopic Lumbar Decompression

		Not supported

		This treatment will not be routinely commissioned 



		Intraocular telescope for age-related macular degeneration

		Not supported

		This is not commissioned as there is limited published evidence of effectiveness.



		TAMARS (Technology Assisted Micromobilisation and Reflex Stimulation)

		Not supported

		There is no published evidence as to whether this treatment is clinically effective or not.  



		ESWT (Extracorporeal Shockwave Therapy) for prostadynia or pelvic floor syndrome

		Not supported

		This is not commissioned as there is limited evidence of effectiveness.



		Hyperthermia treatment for prostadynia or pelvic floor syndrome

		Not supported

		This is not commissioned as there is limited evidence of effectiveness



		Enhanced External Counterpulsation (EECP)

		Not supported

		This procedure is considered to be experimental and is not commissioned.



		Breakspear Hospital

		Not supported

		Breakspear Hospital is a privately owned and run day hospital in Hemel Hempstead, Hertfordshire specialising in the treatment of allergy and environmental illness.  Their services have a limited evidence base and hence are not commissioned. 



		Infliximab for uveitis secondary to idiopathic juvenile arthritis

		Not supported

		This treatment is not commissioned



		Sequential cochlear implant

		Not supported

		Greater Manchester PCTS have agreed that for sequential cochlear implants, approval will only be given for those cases that are considered to be exceptional, rather than those cases whom the clinical team considers will obtain sufficient benefit.



		Bobath therapy

		Not supported

		Services at The Bobath Centre for either new patients or patients that have previously been assessed and treated at the Centre are not commissioned.
The service has not been commissioned for new patients for a number of years as there is lack of evidence of the superiority of the Bobath Centre over local services.



		ESWT (Extracorporeal Shockwave Therapy) for Peyronie’s disease

		Not supported

		This treatment is not commissioned owing to inadequate evidence of efficacy.



		Custom-made prosthetic limbs

		Not supported

		Only prosthetic limbs that are provided as standard by the NHS are commissioned.



		Angioplasty for chronic cerebrospinal venous insufficiency in multiple sclerosis

		Not supported

		Not commissioned owing to insufficient evidence of effectiveness.  



		Gastroelectrical stimulation for gastroparesis

		Not supported

		Not commissioned owing to insufficient high quality evidence of effectiveness



		Transoral incisionless fundoplication for the treatment of gastro-oesophageal reflux disease (GORD)

		Not supported

		Not commissioned owing to insufficient good quality evidence of effectiveness



		Percutaneous mitral valve repair for mitral regurgitation

		Not supported

		Not commissioned owing to inadequate evidence of clinical effectiveness



		Occipital nerve stimulation for headache

		Not supported

		Not commissioned for severe, chronic headache disorders owing to inadequate evidence of effectiveness.



		anti VEGF for retinal vein occlusion

		Not supported

		Not commissioned as their use in this condition is considered experimental.  



		Dexamethasone implant (Ozurdex ®) for Diabetic Macular Oedema (DMO)

		Not supported

		Not commissioned  owing to insufficient evidence of effectiveness



		Facet Joint Injections

		Not supported

		Therapeutic facet joint injections are not commissioned.  A single diagnostic facet joint injection prior to radiofrequency lesioning is commissioned



		Height reduction surgery

		Not supported

		Not commissioned as it is considered a cosmetic procedure and hence of low priority



		Residential interdisciplinary management for the treatment of complex regional pain syndrome in adolescents

		Not supported

		Residential interdisciplinary management for the treatment of complex regional pain syndrome in adolescents is not commissioned owing to a lack of evidence of its superiority over out-patient interdisciplinary pain management services



		Reversal of Female Sterilisation

		Not supported

		Reversal of sterilisation for males or females is not commissioned.  Reversal of sterilisation is considered to be low priority because sterilisation is provided under the NHS on the understanding that it is an irreversible procedure. Patients are informed and written consent is sought before the operation is carried out.  IVF is not commissioned following male or female sterilization or when azoospermia or oligospermia occurs following male reversal of sterilisation



		Reversal of Male Sterilisation

		Not supported

		Reversal of sterilisation for males or females is not commissioned.  Reversal of sterilisation is considered to be low priority because sterilisation is provided under the NHS on the understanding that it is an irreversible procedure. Patients are informed and written consent is sought before the operation is carried out.  IVF is not commissioned following male or female sterilization or when azoospermia or oligospermia occurs following male reversal of sterilisation



		Replacement equipment

		Not supported

		Funding is not available for replacement equipment, including but not limited to BAHAs and cochlear implant speech processors, which has been lost or damaged .



		ACI for knee cartilage damage

		Not supported

		 ACI, including CCI in the form of ChondroCelect, is not commissioned for the treatment of knee cartilage damage owing to limited evidence of additional benefit over the current standard treatment of microfracture.



		Lycra splinting for neurological patients

		Not supported

		Not commissioned owing to inadequate evidence of effectiveness



		Surgery for Short Sight

		Not supported

		This is considered LOW PRIORITY and hence not commissioned.  This includes laser correction of short sightedness; and insertion of intraocular lens for correction of refractive error.



		Hyperbaric oxygen therapy

		Notified approval

		This treatment is commissioned for decompression illness, gas embolism and carbon monoxide poisoning in patients at high-risk of immediate or long-term complications.  This treatment is not commissioned for diabetic lower extremity ulcers, venous ulcers, pressure ulcers, other chronic wounds, crush injuries, blunt chest injury, acute ophthalmological ischaemia, grafts and flaps, necrotising soft-tissue infections, surgical site infections, livedoid vasculopathy, acute coronary syndrome, stroke, traumatic brain injury, soft tissue radionecrosis, osteoradionecrosis, cancers and tumour sensitisation to radiotherapy, chronic refractory osteomyelitis, surgery, cardio-pulmonary bypass, urology, headache, multiple sclerosis, thermal burns, sports injuries, osteonecrosis of the mandible, peridontitis, chronic hepatitis, Crohn’s disease, Bell’s palsy, pain syndromes, cognitive impairment, calciphylaxis, infertility, severe anaemia and malignant otitis externa.  



		Local risk sharing schemes between a hospital, Stockport CCG and the manufacturer of the drug to give patients access to a drug that would otherwise not be commissioned on cost-effectiveness grounds.

		policy position

		Risk sharing schemes are a way of reducing the overall cost of a drug for a specific disease, through a special agreement with the manufacturer. On a national scale, risk sharing schemes (also known as patient access schemes) exist between the Department of Health and pharmaceutical manufacturers for NICE approved technologies (TAs).   A local risk sharing scheme is an agreement between a hospital, its PCT and the manufacturer of the drug, used to give patients access to a drug that would otherwise not be commissioned on cost-effectiveness grounds.  Stockport CCG will not enter into local risk sharing schemes.



		Botulinum for Urinary Incontinence

		Prior approval - EUR team

		This treatment is commissioned on an individual basis, for adults and children, where urinary incontinence results from idiopathic or neurogenic detrusor over activity, which is refractory to treatment with anticholinergics.  This treatment is commissioned on an individual basis, for adults and children, with spinal cord disease and with urodynamic investigations showing impaired bladder storage and in whom antimuscarinic drugs have proved to be ineffective or poorly tolerated.



		Nocturnal Non-Invasive Ventilation for Muscular Dystrophy

		Prior approval - EUR team 

		This treatment will be reviewed on an individual basis where patients’ blood CO2 levels are high enough.



		Gender Dysphoria

		Prior approval - EUR team 

		Treatment for gender dysphoria via gender reassignment is a low priority and will only be agreed in accordance with the referral criteria and collaborative commissioning arrangements.  Patients with gender dysphoria should be registered with a Stockport GP Practice.  Referrals for gender reassignment will only be made through the NHS general psychiatrist in Stockport with the support of the patient’s GP.



		Vagal nerve stimulators for epilepsy

		Prior approval - EUR team 

		This investigation is commissioned on an individual basis in line with NICE guidance (IPG050) where patients have seizures that are refractory to anti-epileptic medication.  This includes patients whose epileptic disorder is dominated by partial seizures (with or without secondary generalisation) or generalised seizures.



		Extracorporeal photopheresis for GvHD 

		Prior approval - EUR team 

		This treatment is commissioned on an individual patient basis as the treatment is considered clinically and cost effective.  



		Cough Assist Machine

		Prior approval - EUR team 

		New equipment is commissioned if there are no machines available.



		Artificial urinary sphincter

		Prior approval - EUR team 

		This procedure is an established treatment that is rarely performed.  This procedure is commissioned on an individual patient basis.



		Pre-implantation genetic diagnosis (PIGD)

		Prior approval - EUR team 

		Up to two cycles of PIGD are commissioned where the genetic condition is included on the list of conditions licensed for PIGD by the Human Fertilisation and Embryology Authority (HFEA)



		Knee Arthroscopy

		Prior approval - EUR team 

		Diagnostic knee arthroscopy should not be carried out for the investigation of knee pain unless an MR scan is contraindicated (e.g. because of foreign body in the eye, pacemaker or cerebral clips)  Therapeutic knee arthroscopy may be used for the following where conservative measures have failed or unlikely to be effective: removal of loose body, meniscal surgery (repair or resection), ligament reconstruction/repair (including lateral release), synovectomy, treatment of localised chondral lesions.  Knee arthroscopic washout alone should NOT be carried out for the treatment of osteoarthritis



		Continuous passive motion therapy  for rehabilitation after limb-preserving surgery for osteosarcoma

		Prior approval - EUR team 

		The rental of continuous passive motion (CPM) machines for rehabilitation after limb-preserving surgery for osteosarcoma is commissioned 



		Ultrasound to promote bone fracture healing

		Prior approval - EUR team 

		Not commissioned.  In cases of delayed union where the alternative intervention is unsuitable or has been unsuccessful ultrasound will be considered on an individual case-by-case basis.  



		TMJ replacement

		Prior approval - EUR team 

		Unilateral or bilateral temporomandibular joint replacement commissioned in extreme cases with high pain scores and very limited mouth opening, where the patient is aware of the inadequate evidence of safety and long-term efficacy.



		Gender realignment - hysterectomy

		Prior approval - EUR team 

		Hysterectomy in female-to-male realignment is commissioned owing to the risk of endometrial cancer from the hormone supplementation.



		Radiofrequency lesioning

		Prior approval - EUR team 

		Radiofrequency denervation of facet joints is commissioned when the following criteria are met: the patient is aged over 18 years; AND the condition has failed to respond to 12 months of non-invasive therapy such as medication and physiotherapy; AND the patient experienced an 80% reduction in pain following a diagnostic facet joint injection with local anaesthetic; AND where the patient has received a previous radiofrequency denervation at the same location they received benefit that lasted as least six months; AND the radiofrequency denervation is provided as part of a comprehensive pain management plan



		Ketogenic diet for difficult-to-control epilepsy

		Prior approval - EUR team 

		Commissioned in children, on an individual patient basis



		Sacral Nerve Modulation

		Prior approval - EUR team 

		This treatment is usually commissioned on an individual basis for patients in one or more of the following categories: individuals with urinary urge incontinence where conventional treatment has failed; individuals with urgency-frequency where conventional treatment has failed.



		PleurX peritoneal catheter drainage system for vacuum-assisted drainage of treatment-resistant, recurrent malignant ascites. 

		Prior approval - EUR team 

		Commissioned, on an individual case basis based on the evidence and recommendations made in NICE Medical Technology Guidance (MTG)9



		Cultivated limbal stem cell allograft for regrowth of corneal epithelium

		Prior approval - EUR team 

		Commissioned where:  both eyes are affected by disease;  other techniques have failed; and   vision is severely affected and likely to be significantly improved if the allograft is successful



		Hypnotherapy for Irritable Bowel (IBS) in children

		Prior approval - EUR team 

		Hypnotherapy for the treatment of IBS in children (under 18s) is commissioned on an individual case basis for children where all alternative, conventional treatments have failed to alleviate symptoms



		Prosthetic testicle post-orchidectomy

		Prior approval - EUR team 

		The provision of a prosthetic testicle post-orchidectomy either at the time of the orchidectomy or at a later date is commissioned.



		Sacral Nerve Modulation for faecal incontinence

		Prior approval - EUR team 

		Commissioned where there is an intact anal sphincter AND severe incontinence of liquid or solid faeces AND an unsatisfactory response to all appropriate non-surgical treatments and any previously attempted surgical ones AND a satisfactory response to a test procedure. 



		Specialist epilepsy services

		Prior approval - EUR team 

		Some specialist epilepsy services are commissioned on an individual basis.  A maximum of one week for videotelemetry and one week for assessment will be commissioned.  Other specialist epilepsy services are not commissioned, including residential care.



		Autologous chondrocyte implantation (ACI) for the treatment of ankle cartilage damage

		Not supported

		Not commissioned owing to inadequate evidence of effectiveness.
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Finance Report – Draft Opening Budget 13/14

1.0
Introduction

1.1
This report presents the 13/14 Draft Opening Revenue budget for the CCG and represents the first budget approved by Stockport CCG as a ’stand alone’ authorised body.  

1.2
This budget has been formulated based on the requirements set out in the NHS Commissioning Board document “Everyone Counts: Planning for patients 2013/14” published December 2012. This publication sets out the requirements demanded from commissioning organisations i.e. CCGs, in terms of delivering a surplus requirement, managing risk and planning assumptions (efficiency & tariffs).

1.3
This budget reflects the financial plans 13/14 shared by the CCG with the NHS Commissioning Board Local Area Team (LAT) throughout February 2013. This has been an iterative process with revised plans produced to reflect changes around  allocation adjustments and QiPP targets. These have been shared with members in draft format.

1.4
Following the abolition of strategic Health Authorities, the CCG is now accountable to the NHSCB LAT and will be performance managed via monthly reports.and link meetings with LAT Director of Finance.


2.0
Financial Duties

2.1
In producing our financial plans, we are required to demonstrate that our plan delivers against each of the following financial duties:-


· Operational Financial balance in each and every year

· Deliver recurrent balance


· Live within the approved cash limit


· Live within the approved Programme and Admin resource limit


· Achieve ‘Better Payment Practice Code’.

3.0 
Financial Planning Requirement


3.1
Following on from the need to deliver the above financial duties, the financial requirements set out in the NHSCB ‘Everyone Counts’ publication requires us to specifically plan on the following basis:-

· Create 2% recurrent surplus (equates to £7.0m for SCCG)

· Deliver a 1% in-year surplus (£3.5m)


· Running costs maintained within £25 per head envelope


· Set aside 2% for non recurrent investment (subject to NCB managed business case process)

· 4% efficiency deflator applied to Trusts


· Set aside at least 0.5% as contingency

4.0
Key Issues – 13/14 Revenue budget

4.1
Members are reminded that the key underpinning element of our financial strategy in 13/14 was to produce a plan which would both provide headroom in year 1 and set the foundations to build financial resilience going forward. This is a key ‘reference point’ that members are asked to note. This has been set in context of the first year following a major structural re-organisation in the NHS which itself will have inherent risks of funding flows between the new NHS Commissioning bodies in 13/14.


4.2
The 13/14 financial year will also be a very challenging year for the CCG not just in terms of business as usual i.e. the need to maintain grip / improve on performance,  but also driving transformation and reform at pace whilst the new operational processes within the new NHS architecture are still ‘bedding in’. 

4.3
Attached at Appendix 1 is the 13/14 Opening budget reported on a recurrent & non-recurrent basis. This summary outline shows that the CCG is planning to deliver in 13/14 the following:-


		 

		Recurrent

		In-Year



		 

		£'000

		£'000



		(Surplus)

		(7,040)

		(3,500)



		 

		2%

		1%






Allocations Funding

4.4
The CCG received a recurrent opening allocation of £357.2m which is based on the ‘baseline mapping’ exercise conducted by the PCT in Sept 12. The table below shows how the allocation has been derived from the baseline exercise carried out in Sept 12:
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Members will note from the above that the most significant item relates to an additional adjustment for Specialist services c£33m. This reflects the widened definition of specialist services and these figures are still subject to further adjustment on a North West footprint basis. The general understanding is that the impacts of these movements will be neutralised by a further reallocation of resources between CCGs and NCB. This will be further explained in the risks section below.


4.5
As can be seen in Appendix 1, we have submitted an amendment to the Dept of Health for £1,193k in respect of items deducted from our opening allocation in error. This has been shown in Appendix 1 as an anticipated adjustment.

Expenditure Budgets

4.6
This section of the report will provide a brief explanation of the opening 13/14 Revenue budget which, for ease of reference, has been categorised into the following 5 section:-


1. Baseline Budgets


2. Inflationary & Demand Pressures


3. Investments


4. Contingency


5. Savings & Efficiency

4.7
Baseline budgets (£339,400k) – this section reflects the PCT commissioning budgets 12/13 which were earmarked as CCG responsible as part of the Baseline mapping exercise carried out Sept 12. Members must note that these figures represent 12/13 budget as distinct from 12/13 outturn. Particular attention is drawn to the ‘NHS Commissioned Services’ budget given that these will need to be further ‘disentangled’ as resources will continue to shift between CCG and NCB in 13/14 to adjust for (i) changes to the specialist services alogorithym (ii) actual 12/13 outturn post final accounts.


4.8
Inflationary & Demand Pressures (£22,292k) – this section reflects the impact of inflationary pressures on the baseline budgets i.e. £339,400k above. The inflationary factors used are:-






 SHAPE  \* MERGEFORMAT 





Also included is the impact of demand growth (c£7.4m) which reflects natural growth trends which would otherwise arise if activity is left unchecked. This mainly reflects growth from both secondary care activity (c3.7% assumed) and prescribing growth (4% assumed in line with national trends).  Also included here is the payment for CQuINs at £5.8m which will be part of contract payments to the Providers. 

4.9 
Investments (£12.192k) – the investments have been separated into three categories depending on whether these are (i) National / topslices (ii) Local CCG priorities and (iii) GM Risk Share/pooling. 


Detailed at Appendix 2 are the local CCG investments shown against our 5 key priority areas totalling £4.6m. The release of the £2.4m non recurrent funding will be subject to an NCB managed business case scrutiny process. The release of other investments will be subject to a locally managed business case process. It is important that these investments drive both the QiPP and system reform agenda’s. 


The Association of GM CCGs have signed upto a joint collaborative agreement to drive system reform on a GM wide footprint eg Healthier Together. All CCGs have planned on the basis of a 1.3% GM levy. 

4.10
Contingency (£6m) – this is a key element of our financial strategy given all the system and structural risks faced in 13/14. We have set aside £4.5m recurrent contingency (1.26% of budget, guidance stated min of 0.5%) and supplemented this by £1.5m non recurrent funds.

4.11
Savings and Efficiency (-£20,629k) – there are 3 key elements to our Savings and efficiency programme:-

(i) Provider efficiency (£9.8m) – 4% tariff deflator will be applied to all Trust contracts which will generate £9.8m cost reduction on CCG Baseline budgets

(ii) Avoided Growth (£5.3m) – this reflects growth above 12/13 levels which needs to be contained and built into activity plans.


(iii) CIP (£5m) – this represents cost reduction on 12/13 levels which again will be managed via activity planning.


Appendix 2 shows these planned reductions expressed in both financial and activity terms over our 5 key priority areas i.e. as per Plan on a Page.


The table below shows these plans by point of delivery
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5.0
Financial Risk


5.1
The CCGs financial strategy has been built on the need to create financial headroom (i.e. 2% surplus) and sustainability going forward to ensure we can deliver on our system reform and transformation agenda across the Stockport economy. 


5.2
We must acknowledge that there is inherent risk within the health system at all levels i.e. national, regional and local level. Our key areas of risk can be split into 3 distinct areas:-


· Baseline risk – the opening 13/14 Baseline budgets are based on 12/13 budgets and not, as traditionally is the case, on 12/13 outturn. The risk borne is the in-year recurrent overspend against the 12/13 budget.


· In-Year risk – again traditionally the main source of in-year risk relates to secondary care (unscheduled care and high cost patients)

· Specialist Services transfer – this is considered to be our main risk given the financial values involved and the technical interpretation and consistency of financial impact by the Trusts.


5.3
The main area of risk for the CCG (and other CCGs) is the risks arising from the transfer of Specialist services to the NCB and at the same time introducing a new definition for Specialist services.

The table below sets out the scale of the amounts involved in the transfer between ourselves and the NCB

		 

		£m



		Existing Definition

		20



		NW Team interpretation of 'new' def

		33



		Trusts further notified

		12



		Total current values

		65






This is a complex area of work in mapping the financial values derived from Trusts, impact on individual CCGs and then comparing this to the amounts already deducted from CCGs i.e. the £53m in the table above [£20m + £33m]. This has been made all the more complicated by the ‘re-running’ of the activity data by the Trusts producing constantly changing figures. This has been managed intensively across GM and all GM CCGs recognise the significant inherent risks in this exercise.  The impact of the latest round of figures shared show that Stockport will lose a further £12m of resources of which we currently estimate that £7m of this is an unfunded pressure.

Given the significant risks around this, the GM CCGs have signed upto a Co-commissioning agreement for 13/14 only which contains the following key elements:-


· Resources will flow between commissioners based on 12/13 forecast outturn


· Signatories to the agreement are not disadvantaged financially or put at additional risk by the allocation process.


· A stocktake will be carried out at Q1 to review and assess the financial impact and compare with CCG allocation reductions.


· The agreement is on baseline risk and not in-year 

In essence, this agreement is seen as the ‘safety net’ to ensure that no CCG is financially exposed by this ongoing exercise around the Specialist transfer. 


However, it is important that we recognise this as a significant risk (place this on the risk register) given that the detailed work-up and impact on a pan GM CCG approach is yet to be fully quantified and reconciled. Members are asked to note the £7m of risk currently estimated around this single issue.

6.0 
Recommendation


6.1
Members are asked to formally approve the 13/14 Draft Revenue budget subject to sign off by the NHS CB LAT. 

Gary Jones


Chief Finance Officer


     2013/14 











Inflation Categories







Inflation 







Percentage







Non Tariff/ Other







3.00%







Tariff







2.30%







Prescribing







2.00%
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