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Background

The project team have conducted an independent appraisal of the evidence underpinning 
14 proposed policies for musculo-skeletal (MSK) procedures.
 
Northumberland CCG had developed an MSK resource pack to ensure that procedures 
are provided within the context of the needs of the overall population and the evidence 
of clinical and cost effectiveness. The CCG will only support the commissioning and pay-
ments of the 16 listed procedures in this policy when a patient meets the inclusion crite-
ria. Patients who are not eligible for treatment under this policy may be considered on an 
individual basis where their clinician believes exceptional circumstances exist that warrant 
deviation from this policy.
 
In September 2014, Northumberland CCG presented the MSK resource pack to the Value 
Based Clinical Policy Implementation Group. Northumberland indicated that, if agreed by 
other CCGs, these procedures would be incorporated into the regional Value Based Com-
missioning policy.
 
As part of this process we were asked to undertake an independent appraisal of the evi-
dence underpinning the proposed policies for MSK procedures. Two of the 16 proposed 
policies included in the MSK resource pack were already included in the regional Value 
Based Commissioning Policy and required an approved individual funding request. This 
briefing summarises our appraisals of the evidence for the remaining 14 policies. A sum-
mary of our methods are presented in Appendix 1.
 
Summary Table 1 was presented and discussed at the Value Based Clinical Policy Imple-
mentation Group Meeting on the 8th October 2014.
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Summary table 1

Disclaimer
This summary has been produced by Paul Wilson, Liz Bickerdike and Alison Booth as part of an NIHR 
HS&DR funded project evaluating whether access to an evidence briefing service can enhance research 
evidence use by NHS commissioners (www.nets.nihr.ac.uk/projects/hsdr/12500218). The content of this 
summary are judged to be up to date as of October 2014. The views expressed in this summary are those of 
the authors alone. For more information, contact paul.wilson@mbs.ac.uk or liz.bickerdike@york.ac.uk.

Value Based Commissioning of MSK Procedures

Summary of York evidence appraisals for proposed policies

October 2014

Procedure Policy evidence 
informed?

1 Autologous cartilage transplantation in knee joints √

2 Autologous blood injection for tendinopathy √

3 Bunions1 √

4 Surgery for carpal tunnel syndrome2 √

5 Discectomy for lumbar disc prolapse √

6 Dupuytren’s contracture √

7 Epidural injections for lumbar back pain √

8 Exogen Ultrasound Bone Healing √

9 Facet joint injections for back pain √

10 Ganglia4 √

11 Hip resurfacing3 √

12 Knee arthroscopy and irrigation1 √

13 Non-specific low back pain √

14 Trigger finger4 √
Notes:
1Wording of policy deviates slightly from national guidance
2Already included in the VBCP
3Policy should refer to updated NICE guidance
4Unable to access national guidance

Supported by national guidance and or good quality evidence from systematic reviews

No national guidance but reflective of current evidence (low or moderate quality evidence)

Contradicts national guidance and or is not supported by evidence from systematic 
reviews

http://www.n
mailto:paul.wilson@mbs.ac.uk 
mailto:liz.bickerdike@york.ac.uk 
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Proposed policy: 
Autologous cartilage transplantation in knee joints will not be funded by the CCG in line 
with NICE Technology Appraisal 89 unless agreed via the Individual Funded Request 
process. http://www.nice.org.uk/Guidance/TA89

Summary of current evidence:
A number of good quality reviews have been published since NICE guidance [TA89] was 
issued in 2005. The reviews provide no evidence that autologous cartilage implantation 
(ACI) or matrix-induced chondrocyte implantation (MACI) lead to better outcomes in the 
treatment of osteochondral lesions than any of the alternatives. The current evidence is 
consistent and supports the existing NICE guidance.

The current evidence supports the proposed commissioning policy.

leads to better outcomes than any of the 
alternative treatments and concluded that 
ACI is not superior but at best equal, at 
much higher cost. The findings of this report 
matches the reimbursement policies of 
many other European countries including 
England and Scotland.2

A Cochrane review including six trials (442 
participants) found insufficient evidence 
to draw conclusions on the use of ACI for 
treating full thickness articular cartilage 
defects in the knee.3

Another review published in 2010 included 
thirteen studies (917 participants). 
Microfracture, ACI, and osteochondral 
autograft were all found to provide short-
term success. There are patient-specific 
and defect-specific factors that influenced 
clinical outcomes.4 

In 2013 a systematic review including seven 
RCTs and two cohort studies (399 patients) 
was published. Meta-analyses combining 
either all ACI modifications or solely second 
and third generations of ACI showed no 
clinically relevant superiority of ACI over 
microfracture at 5-year follow up.5 

Current evidence: 
The Australian Medical Services Advisory 
Committee (MSAC) does not support public 
funding for MACI or ACI for the treatment 
of chondral defects in the knee and other 
joints, due to the increased cost compared 
to existing procedures and the lack of 
evidence showing short term or long-term 
improvements in clinical outcomes.1 

Although the evidence informing the 
MSAC assessment included 10 systematic 
reviews, 18 comparative studies, and 
39 case series, the overall quality of the 
evidence was poor.1 

The clinical effectiveness evidence relying 
on functional outcome measures suggested 
that MACI and ACI are no better than micro-
fracture or mosaicplasty in the short term, 
and imaging results up to five years post-
procedure suggest no changes indicative 
of longer term incremental benefits. Neither 
MACI or ACI nor the comparator procedures 
have been reliably shown to be superior to 
non-surgical treatments.1

An appraisal undertaken to inform Austrian 
guidelines included nine comparative 
studies and six systematic reviews. They 
found no evidence that ACI or MACI 

 1. Autologous cartiage transplantation in knee joints

http://www.nice.org.uk/Guidance/TA89
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Summary of current evidence:
NICE guidance [IPG438] was published in January 2013; a subsequent Cochrane 
review also concluded that there is currently insufficient evidence to support the use of 
autologous blood injection for tendinopathy.

The current evidence supports the proposed commissioning policy.

Current evidence: 
A 2014 Cochrane review came to the same 
conclusion as the 2013 NICE Guidance 
[IPG438].1,2 The evidence base is comprised 
of a diverse collection of small trials. While 
there is very low quality evidence from a 
subset of these small trials for a marginal 
short-term benefit in pain from platelet-rich 
therapies; other very low quality evidence 
indicates that the use of platelet-rich thera-
pies does not appear to have a clinically 
relevant effect on short-term or long-term 
function. Very low quality evidence showed 
no difference in adverse effects between 
platelet-rich therapy and no platelet-rich 
therapy or placebo. Overall, and for trau-
matic injuries and tendinopathy individu-
ally, the authors conclude there is currently 
insufficient evidence to support the use of 
platelet-rich therapies.1

There are a number of ongoing trials on this 
topic that are likely to be included in future 
updates of the Cochrane review.
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Proposed policy: 
Autologous cartilage transplantation in knee joints will not be funded by the CCG in line 
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process. http://www.nice.org.uk/Guidance/TA89

 2. Autologous blood injection for tendinopathy
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Summary of current evidence:
We did not identify any new systematic reviews since the publication of the Royal 
College of Surgeons of England (RCS) guidance in 2013.

The proposed policy is in line with the limited evidence available.

 3. Bunions

Proposed policy: 
Requests for the removal of symptomatic bunions will only be considered if specific criteria 
are met, as detailed below.

Requests for the removal of symptomatic bunions will only be considered where 
conservative methods of management have failed. Conservative management techniques 
include:

•	 Avoiding high heel shoes and wearing wide fitting leather shoes which stretch
•	 Applying ice and elevating painful and swollen bunions
•	 Non-surgical treatments such as bunion pads, splints, insoles or shields available 

from community pharmacies

AND the patient suffers from:

EITHER severe deformity (overriding toes) that causes significant functional impairment*

OR severe pain that causes significant functional impairment*

* Significant functional impairment is considered as:
•	 Symptoms which prevent the patient fulfilling vital work or educational responsibili-

ties, or
•	 Symptoms which prevent the patient carrying out vital domestic or carer activities

Guidance from the Royal College of Surgeons of England
http://www.rcseng.ac.uk/healthcare-bodies/docs/Painfuldeformedgreattoeinadults.pdf

Current evidence:
We did not identify any new systematic 
reviews since the publication of the Royal 
College of Surgeons of England (RCS) 
guidance in 2013.

The RCS guidance references a Cochrane 
review from 2004 which was withdrawn from 
The Cochrane Library in 2009 for being sub-
stantially out-of-date. That review had found 
very limited evidence to suggest surgery 
may be beneficial compared with orthoses 
or no treatment.1

The RCS guidance also references NICE 
guidance [IPG 332] published in 2010, 
which states that evidence about minimally 
invasive surgical correction techniques is 
limited and inconsistent and should only be 
used with special arrangements for clinical 
governance, consent and audit or research.2

References: 
1. Ferrari J, Higgins JPT, Prior TD. Inter-
ventions for treating hallux valgus (abduc-

http://www.rcseng.ac.uk/healthcare-bodies/docs/Painfuldeformedgreattoeinadults.pdf%0D
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD000964.pub3/abstract%20%0D
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD000964.pub3/abstract%20%0D
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 4. Carpal Tunnel Syndrome

Proposed policy: 
Carpal tunnel surgery is a low priority procedure for patients with intermittent or mild to 
moderate symptoms. The exception to this are patients who have not responded to 3 
months of conservative management, including:

•	 At least 8 weeks of night-time use of wrist splints and/or 
•	 Corticosteroid injection in appropriate patients

Carpal Tunnel Syndrome is already included in the IFR policy and to confirm:

The CCG will fund carpal tunnel surgery where:
•	 Symptoms persist or recur after conservative therapy with either local corticoster-

oid injections and/or nocturnal splinting
OR

•	 There is neurological deficit, for example sensory blunting, thenar muscle wasting 
or motor weakness

OR
•	 There are severe symptoms that significantly interfere with daily activities

Guidance from the Royal College of Surgeons of England http://www.rcseng.ac.uk/
healthcare-bodies/docs/Treatmentofpainfultinglingfingers.pdf 

The British Society for Surgery of the Hand Guidance http://www.bssh.ac.uk/education/
guidelines/carpal_tunnel_syndrome.pdf 

Referral guidance: Consider referral for electromyography and nerve conduction studies if 
the diagnosis is uncertain.

*Taken from the Northumberland CCG Value Based Clinical Commissioning Policies

Summary of current evidence:
The evidence comparing surgical treatment with splinting or steroid injections is limited, 
but suggests there may be better outcomes following surgery compared with splinting. 
Further research in to surgery for patients with mild symptoms has been recommended.

The proposed commissioning policy appears to be in line with the current limited 
evidence on this topic.

Current evidence:
A 2008 Cochrane review based on four 
RCTs suggested surgery produced bet-
ter outcomes compared with splinting, but 
it was unclear whether there was a better 
response with surgery when compared to 
steroid injections.1 The severity of patients’ 

symptoms included in the four trials was 
unclear, however the review authors stated 
that further research is needed to determine 
the effect of surgery in patients with mild 
symptoms. 

http://www.rcseng.ac.uk/healthcare-bodies/docs/Treatmentofpainfultinglingfingers.pdf
http://www.rcseng.ac.uk/healthcare-bodies/docs/Treatmentofpainfultinglingfingers.pdf
http://www.bssh.ac.uk/education/guidelines/carpal_tunnel_syndrome.pdf%20%0D
http://www.bssh.ac.uk/education/guidelines/carpal_tunnel_syndrome.pdf%20%0D
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A more recent scoping report by Healthcare 
Improvement Scotland found little new evi-
dence published since the 2008 Cochrane 
review.2 The report concluded that there is 
limited clinical and cost effectiveness data 
on this topic and that the conclusions of the 
Cochrane review have not been changed 
by any research published up to November 
2012. 

Methods of surgery have been compared in 
a Cochrane review of 28 studies. The au-
thors concluded, based on low quality evi-
dence, that open and endoscopic surgical 
release techniques are about as effective as 
each other.3

Splinting has been compared with non-
surgical treatments in another Cochrane 
review, which included 19 studies and con-
cluded that there is limited evidence that a 
splint worn at night is more effective than no 
treatment in the short-term.4 
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Proposed policy: 
Discectomy surgery is only commissioned in adult patients who meet the following criteria: 

•	 The patient has had magnetic resonance imaging, showing disc herniation (protru-
sion, extrusion, or sequestered fragment) at a level and side corresponding to the 
clinical symptoms; AND 

•	 The patient has radicular pain (below the knee for lower lumbar herniations, into 
the anterior thigh for upper lumbar herniations) consistent with the level of spinal 
involvement; 

OR 
•	 There is evidence of nerve-root irritation with a positive nerve-root tension sign 

(straight leg raise-positive between 30° and 70° or positive femoral tension sign); 
AND 

•	 Symptoms persist despite some non-operative treatment for at least 6 weeks (e.g. 
analgesia, physical therapy, bed rest etc.) provided that analgesia is adequate and 
there is no imminent risk of neurological deficit. 

 5. Discectomy for lumbar disc prolapse 

Summary of current evidence:
There is limited evidence to suggest discectomy provides faster relief and may be 
cost-effective compared with conservative treatment. The effectiveness and cost-
effectiveness of minimally invasive lumbar discectomy is unclear.

The proposed policy appears to be in line with the current evidence.

Current evidence: 
A UK health technology assessment re-
viewed the clinical and cost effectiveness of 
a range of treatments for sciatica, including 
lumbar discectomy. The findings support the 
use of disc surgery.1  

A Cochrane review of surgery for lumbar 
disc prolapse included 42 studies published 
up to the beginning of 2007.2 Only four 
RCTs compared discectomy with conserva-
tive management; the strongest evidence 
showed discectomy was more effective than 
chemonucleosis, and chemonucleosis was 
more effective than placebo. Overall, the 
authors concluded that for carefully selected 
patients with sciatica due to lumbar disc 
prolapsed, discectomy provides faster relief 
than conservative management although its 
effectiveness in addressing underlying disc 

disease is unclear. Microdiscectomy gives 
broadly comparable results to standard 
discectomy. There is insufficient evidence to 
draw firm conclusions about the effective-
ness of minimally invasive techniques.  

A recent Cochrane review of 11 studies 
(1172 people) suggested that more re-
search is needed to identify appropriate in-
dications for minimally invasive discectomy 
as an alternative to standard microdiscec-
tomy or open discectomy.3 These findings 
follow an earlier review which suggested 
minimally invasive discectomy and open 
discectomy produced substantial and equiv-
alent improvements in leg pain for patients 
with lumbar radiculopathy, although due to 
limitations of the evidence this may not have 
been a reliable conclusion.4 
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A cost-utility analysis in The Netherlands 
found recovery rates from sciatica caused 
by lumbar disc herniation were similar, but 
faster with early surgery compared with 
prolonged conservative care.5 The analysis 
found that, taking into account reduction in 
absenteeism from work, early surgery was 
likely to be cost effective, but patient prefer-
ence might indicate the best strategy. A US 
cost-utility analysis found standard open 
discectomy to be moderately cost-effective 
compared with non-surgical management.6

Relevant NICE interventional procedures 
guidance:
•  Percutaneous endoscopic laser lumbar 
discectomy [IPG 300], found inadequate 
quantity and quality of evidence therefore 
should only be used with special arrange-
ments for clinical governance, consent, and 
audit or research.7

•  Automated percutaneous mechanical lum-
bar discectomy [IPG 141]: says there are 
uncertainties about efficacy and should not 
be used without special arrangements for 
consent and for audit or research.8

NICE are developing guidance on:
•  Percutaneous transforaminal endoscopic 
lumbar discectomy.9 
•  Insertion of an annular disc implant at 
lumbar discectomy.10
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Proposed policy: 
Dupuytren’s contracture can be classified into: 

•	 Mild (no functional impairment, contractures < 30° at metacarpophalangeal joints 
(MCPJ, knuckles) 

•	 Moderate (notable functional impairment and 30-60° fixed flexion at the MCPJ and 
<30° at the proximal interphalangeal joint (PIPJ, small finger joint) 

•	 Severe (fixed flexion > 60° at the MCPJ and >30° at the PIPJ) (from British Society 
of Surgery of the Hand (BSSH) 

Northumberland CCG will fund surgery for patients with

•	 Flexion deformity >30° at the MCPJoint or PIPJoint. 
OR 

•	 Rapidly progressive disease 
OR 

•	 Contracture interferes with lifestyle and/or occupation 

*Based on NHS North West London policy 

Treatment with Collagenase can be considered as an alternative to surgery based on 
clinical opinion and NETAG guidance available here: http://www.netag.nhs.uk/files/
appraisal-reports/Collagenase%20-Xiapex-%20for%20Dupuytrens%20contracture%20
-%20NETAG%20appraisal%20report%20-%20Aug2011.pdf 

NICE Guidance: Needle fasciotomy for Dupuytren’s contracture 
http://www.nice.org.uk/nicemedia/live/11116/31124/31124.pdf 

The British Society for Surgery of the Hand Guidance 
http://www.bssh.ac.uk/education/guidelines/dd_guidelines.pdf 

Radiotherapy for Dupuytren’s contracture
Northumberland CCG concludes there is insufficient evidence of efficacy or cost 
effectiveness of radiotherapy for Dupuytren’s Contracture. Radiotherapy will therefore 
not normally be funded by the NHS. Radiotherapy should only be offered as part of an 
externally funded, ethically approved, randomised clinical trial, meeting the governance 
requirements of NICE IPG 368. https://www.nice.org.uk/guidance/ipg368

 6. Dupuytrens contracture

Summary of current evidence:
There is limited evidence that percutaneous needle fasciotomy is associated with 
higher recurrence of contracture compared with open partial fasciectomy or collagenase 
injections. 

The proposed policy appears to be in line with the current limited quality evidence on 
this topic.

http://www.netag.nhs.uk/files/appraisal-reports/Collagenase%2520-Xiapex-%2520for%2520Dupuytrens%2520contracture%2520-%2520NETAG%2520appraisal%2520report%2520-%2520Aug2011.pdf%20
http://www.netag.nhs.uk/files/appraisal-reports/Collagenase%2520-Xiapex-%2520for%2520Dupuytrens%2520contracture%2520-%2520NETAG%2520appraisal%2520report%2520-%2520Aug2011.pdf%20
http://www.netag.nhs.uk/files/appraisal-reports/Collagenase%2520-Xiapex-%2520for%2520Dupuytrens%2520contracture%2520-%2520NETAG%2520appraisal%2520report%2520-%2520Aug2011.pdf%20
http://www.nice.org.uk/nicemedia/live/11116/31124/31124.pdf
http://www.bssh.ac.uk/education/guidelines/dd_guidelines.pdf%20
https://www.nice.org.uk/guidance/ipg368
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Current evidence: 
The NICE guidance on needle fasciotomy, 
produced in 2004, states that there was 
adequate evidence to support the use of the 
procedure (with normal arrangements for 
consent, audit and clinical governance).  

A rapid review published in 2013 found lim-
ited evidence that percutaneous needle fas-
ciotomy was associated with a higher recur-
rence of Dupuytren’s contracture compared 
with open partial fasciectomy or collagenase 
injections.1 The majority of the data came 
from a previous systematic review (2011) 
of 13 studies which had a number of meth-
odological limitations, and did not describe 
the severity of patients’ symptoms which 
makes it difficult to apply their findings to 
other populations.2 Additional data for the 
rapid review1 came from 5-year follow up of 
a quasi-randomised controlled trial in pa-
tients with contracture  > 30° in the MCP or 
PIP joint. 

The rapid review analysis of three economic 
evaluations suggested needle fasciotomy 
was cost effective1 however, this appears 
to be based on data from the US and Can-
ada3,4 which may not be applicable to a UK 
setting. One of the analyses concluded that 
open partial fasciectomy was not cost effec-
tive compared with needle fasciotomy and 
collagenase injections but the paper pro-
vided insufficient information to be confident 
in the conclusions.4

The NETAG guidance on collagenase 
could be updated with the outcomes from 
new RCTs identified and presented by the 
National Horizon Scanning Service in April 
2012.5 A protocol for a Cochrane review 
on surgery for Dupuytren’s contracture has 
been published but it is unclear when the 
full review will be available.6 A UK Health 
Technology Assessment on collagenase is 
due to be published in May 2015.7

We found no new systematic reviews on ra-
diotherapy for Dupuytren’s contracture since 
the publication of NICE [IPG368].8
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Proposed policy: 
Lumbar interlaminar, transforaminal and caudal epidural injections for adult patients with 
radicular pain are commissioned when the following criteria are met: 

•	 The patient has radicular pain (below the knee for lower lumbar herniation, into 
the anterior thigh for upper lumbar herniation) consistent with the level of spinal 
involvement; 

OR 
•	 There is evidence of nerve-root irritation with a positive nerve-root tension sign 

(straight leg raise-positive between 30° and 70° or positive femoral tension sign); 
AND 

•	 Symptoms persist despite some non-operative treatment for at least 6 weeks (e.g. 
analgesia, physical therapy, rest etc.) 

Patients may receive up to three injections to diagnose and achieve therapeutic effect. If 
therapeutic effect is achieved, patient may receive up to six injections in total, minimum 
2-3 months apart as part of a comprehensive pain management programme (including 
physiotherapy, psychological support, medication and patient education). 

Occasionally, epidural injections may be the only effective treatment for a cohort of 
patients. These patients may be considered for prior approval for further epidural injections 
if they demonstrate sustained benefit from the procedure objectively evidenced and 

•	 must have participated in a comprehensive back pain programme including psy-
chology and physiotherapy e.g. Coping with pain course and 

•	 must have been considered for denervation procedures and 
•	 must have had a surgical review and must participate in self-directed physiotherapy. 

 7. Epidural injections for lumbar back pain 

Summary of current evidence:
There is evidence that epidural injections relieve short-term low back pain associated 
with disc herniation and radiculitis, spinal stenosis/discogenic pain and post-surgery 
syndrome. 

The proposed policy is in line with current evidence on this topic.

Current evidence: 
A UK health technology assessment re-
viewed the clinical and cost effectiveness 
of a range of treatments for sciatica, includ-
ing epidural injections. Overall improve-
ment was found with epidural corticosteroid 
injections compared with inactive control or 
usual care.1 

A number of reviews have looked at caudal, 

interlaminar and transforaminal epidural 
injections for back pain caused by disc her-
niation and radiculitis, spinal stenosis/dis-
cogenic pain, and post-surgery syndrome. 
There is evidence from a number of RCTs 
and non-randomised studies in two reviews, 
that caudal epidural injections (with or 
without steroids) relieves short-term pain in 
all conditions although the size of the effect 
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was not clearly reported in either review.2,3 
The effectiveness of interlaminar epidural 
injections, based on a review of 26 stud-
ies, varied by condition but was generally 
more successful than local anaesthetic plus 
steroids.4 A review of 25 studies suggested 
similar findings for transforaminal epidural 
injections, with the strongest evidence in 
people with back pain caused by disc her-
niation with radiculitis.5

One recent review included 23 RCTs of all 
three forms of epidural injection for pain as-
sociated with disc herniation only and from 
a limited analysis, concluded that injections 
under fluoroscopic control improved pain 
and function in well-selected patients with 
disc herniation.6 

A UK health technology assessment pro-
duced in 2005 found epidural injections for 
sciatica produced only transient benefits 
and were not considered to be good value 
for money in the NHS.7 The cost effective-
ness model reported in the HTA by Lewis et 
al. supports a stepped approach to manage-
ment of sciatica rather than direct referral for 
surgery (but it is unclear whether epidural 
injections alone are cost effective).1

An analysis concluding that caudal epidural 
injections showed cost utility at less than 
$2,200 per year of QALY contains serious 
flaws that mean the findings may not be  
reliable.8
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Proposed policy: 
Exogen Ultrasound Bone Healing will not be funded by the CCG unless agreed via the 
Individual Funded Request process in line with Nice Guidance. 
http://www.nice.org.uk/guidance/MTG12  

 8. Exogen Ultrasound Bone Healing 

Summary of current evidence:
There are a number of subsequent good quality systematic reviews that support 
the recommendations of the January 2013 NICE guidance. The evidence suggests 
effectiveness only for non-union of fractures.

The current evidence therefore supports the proposed commissioning policy.

Current evidence: 
There are two systematic reviews on this 
topic published in June 2014. The evidence 
report for the NICE 2013 guidance was 
published in 2012.1  The first looked at 13 
RCTs (737 patients) comparing the effects 
of low-intensity pulsed ultrasound (LIPUS) 
and pulsed electromagnetic fields (PEMF) 
for bone growth stimulation in acute frac-
tures.2 They found insufficient evidence to 
conclude a benefit of PEMF or LIPUS bone 
growth stimulation in reducing the incidence 
of non-unions when used for treatment 
in acute fractures. Based on studies with 
serious heterogeneity, the results suggest 
PEMF and LIPUS significantly shorten time 
to radiological union for acute fractures un-
dergoing non-operative treatment and acute 
fractures of the upper limb. Furthermore, 
PEMF or LIPUS bone growth stimulation ac-
celerates the time to clinical union for acute 
diaphyseal fractures.

A Cochrane review also published in June 
2014 identified 11 controlled trials with 566 
participants and 589 fractures for inclusion.3 
The studies included conservatively man-
aged complete and stress fractures of upper 
and lower limbs, and operatively managed 
fractures of lower limbs. The author’s con-
cluded that while there may be a potential 
benefit, the currently available evidence 
is insufficient to support the routine use of 

this intervention in clinical practice. The 
Cochrane review matched the findings of a 
2012 review that found weak evidence that 
low-intensity pulsed ultrasound supports 
radiographic healing in delayed unions and 
non-unions.4

References:
1. Yang Y, Glover M, Bayliss S, Pokhrel S, Lord 
J, Buxton M. EXOGEN ultrasound bone healing 
system for long bone fractures with non-union 
or delayed healing. NICE External Assess-
ment Centre report. 2012. 1-115 http://www.
nice.org.uk/guidance/mtg12/resources/exogen-
ultrasound-bone-healing-system-for-long-bone-
fractures-with-nonunion-or-delayed-healing-
assessment-report2
2. Hannemann PF, Mommers EH, Schots JP, 
Brink PR, Poeze M. The effects of low-intensity 
pulsed ultrasound and pulsed electromagnetic 
fields bone growth stimulation in acute fractures: 
a systematic review and meta-analysis of rand-
omized controlled trials. Archives of Orthopaedic 
and Trauma Surgery 2014; 134(8): 1093-1106 
http://rd.springer.com/article/10.1007/s00402-
014-2014-8/fulltext.html#Sec13 
3. Griffin Xavier L, Parsons Nick, Costa Matthew 
L, Metcalfe David. Ultrasound and shockwave 
therapy for acute fractures in adults. Cochrane 
Database of Systematic Reviews: Reviews 
2014; Issue 6. Art. No.: CD008579. DOI: 
10.1002/14651858.CD008579.pub3.
4. Bashardoust TS, Houghton P, MacDermid 
JC, Grewal R. Effects of low-intensity pulsed 
ultrasound therapy on fracture healing: a sys-
tematic review and meta-analysis. Am J Phys 
Med Rehabil 2012; 91(4): 349-67. http://www.
ncbi.nlm.nih.gov/pubmed/21904188

http://www.nice.org.uk/guidance/MTG12%20%20%0D
http://www.nice.org.uk/guidance/mtg12/resources/exogen-ultrasound-bone-healing-system-for-long-bone-fractures-with-nonunion-or-delayed-healing-assessment-report2%0D
http://www.nice.org.uk/guidance/mtg12/resources/exogen-ultrasound-bone-healing-system-for-long-bone-fractures-with-nonunion-or-delayed-healing-assessment-report2%0D
http://www.nice.org.uk/guidance/mtg12/resources/exogen-ultrasound-bone-healing-system-for-long-bone-fractures-with-nonunion-or-delayed-healing-assessment-report2%0D
http://www.nice.org.uk/guidance/mtg12/resources/exogen-ultrasound-bone-healing-system-for-long-bone-fractures-with-nonunion-or-delayed-healing-assessment-report2%0D
http://www.nice.org.uk/guidance/mtg12/resources/exogen-ultrasound-bone-healing-system-for-long-bone-fractures-with-nonunion-or-delayed-healing-assessment-report2%0D
http://www.nice.org.uk/guidance/mtg12/resources/exogen-ultrasound-bone-healing-system-for-long-bone-fractures-with-nonunion-or-delayed-healing-assessment-report2%0D
http://www.nice.org.uk/guidance/mtg12/resources/exogen-ultrasound-bone-healing-system-for-long-bone-fractures-with-nonunion-or-delayed-healing-assessment-report2%0D
http://www.nice.org.uk/guidance/mtg12/resources/exogen-ultrasound-bone-healing-system-for-long-bone-fractures-with-nonunion-or-delayed-healing-assessment-report2%0D
http://www.nice.org.uk/guidance/mtg12/resources/exogen-ultrasound-bone-healing-system-for-long-bone-fractures-with-nonunion-or-delayed-healing-assessment-report2%0D
http://rd.springer.com/article/10.1007/s00402-014-2014-8/fulltext.html%23Sec13
http://rd.springer.com/article/10.1007/s00402-014-2014-8/fulltext.html%23Sec13
http://rd.springer.com/article/10.1007/s00402-014-2014-8/fulltext.html%23Sec13
http://rd.springer.com/article/10.1007/s00402-014-2014-8/fulltext.html%23Sec13
http://rd.springer.com/article/10.1007/s00402-014-2014-8/fulltext.html%23Sec13
http://rd.springer.com/article/10.1007/s00402-014-2014-8/fulltext.html%23Sec13
http://rd.springer.com/article/10.1007/s00402-014-2014-8/fulltext.html%23Sec13
http://rd.springer.com/article/10.1007/s00402-014-2014-8/fulltext.html%23Sec13
http://rd.springer.com/article/10.1007/s00402-014-2014-8/fulltext.html%23Sec13
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD008579.pub3/full
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD008579.pub3/full
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD008579.pub3/full
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD008579.pub3/full
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD008579.pub3/full
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD008579.pub3/full
http://www.ncbi.nlm.nih.gov/pubmed/21904188
http://www.ncbi.nlm.nih.gov/pubmed/21904188
http://www.ncbi.nlm.nih.gov/pubmed/21904188
http://www.ncbi.nlm.nih.gov/pubmed/21904188
http://www.ncbi.nlm.nih.gov/pubmed/21904188
http://www.ncbi.nlm.nih.gov/pubmed/21904188


19

Proposed policy: 
One medial branch block for the diagnosis and one injection for the management of 
cervical, thoracic and lumbar back pain is commissioned as specified below: 

•	 Facet joint pain is confirmed by controlled diagnostic local anaesthetic block AND 
•	 The pain has lasted for more than one year (except in case of trauma) AND 
•	 The pain has resulted in moderate to significant impact on daily functioning (as-

sessed using a validated tool such as Oswestry Disability Index) AND 
•	 All conservative management options (exercise, pharmacotherapy including anal-

gesia and muscle relaxants) have been tried and failed AND 
•	 The patient is part of a comprehensive pain management programme (including 

physiotherapy, psychological support, medication and patient education) 
•	 If patient is unable to co-operate with physiotherapy treatment due to pain offer 

facet joint injection followed by return to the physiotherapy programme (minimum 8 
weeks) 

Intra-articular facet joint injections are low priority procedures. 

Occasionally, facet joint injections may be the only effective treatment for a cohort of 
patients. This patients may be considered for prior approval for further facet joint injections 
if they demonstrate sustained benefit from the procedure objectively evidenced AND 

•	 must have participated in a comprehensive back pain programme including psy-
chology and physiotherapy e.g. Coping with pain course and 

•	 must have been considered for denervation procedures and 
•	 must have had a surgical review and 
•	 must participate in self-directed physiotherapy. 

 9. Facet joint injections for back pain 

Summary of current evidence:
Several systematic reviews on this topic were summarised by the Canadian Agency for 
Drugs and Technologies in 2011. Overall the evidence was conflicting and had a number 
of limitations. There is some evidence of short-term benefit for therapeutic lumbar facet 
joint injections, but questions remain about the effectiveness of therapeutic cervical 
injections, and diagnostic lumbar and cervical injections. 

The policy appears to be in line with the current limited quality evidence on this topic.

Current evidence: 
A 2011 Canadian rapid review1 identified 
6 systematic reviews, one health technol-
ogy assessment, one RCT and five non-
randomised studies published since a 2007 
Canadian rapid review.2 

The 2011 rapid review found the systematic 

reviews and health technology assessment 
to be limited by the quality of the included 
studies.1 Despite conflicting findings in the 
evidence, the rapid review concluded that 
there was some evidence of short-term ben-
efit for therapeutic lumbar facet joint injec-
tions, but evidence of longer term benefit is 
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unclear. The majority of the evidence was 
in populations who had failed to respond to 
conventional treatment; and the review only 
included studies with active comparators. 
The reviewers concluded that there was no 
evidence to support the use of therapeutic 
cervical facet joint injections. The clinical 
efficacy of diagnostic lumbar and cervi-
cal facet joint injections was unclear. No 
conclusions could be drawn about the cost 
effectiveness and safety of diagnostic or 
therapeutic injections. 
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Proposed policy: 
Funding will be considered only where the ganglion is very painful or there is doubt about 
the diagnosis or it is causing significant functional impairment. 

Ganglia are benign fluid filled, firm and rubbery lumps attached to the adjacent underlying 
joint capsule, ligament, tendon or tendon sheath. They occur most commonly around the 
wrist, but also around fingers, ankles and the top of the foot. They are usually painless and 
completely harmless. Many resolve spontaneously especially in children (up to 80%). 

Reassurance should be the first therapeutic intervention. Aspiration alone can be 
successful but recurrence rates are up to 70%. Surgical excision is the most invasive 
therapy but recurrence rates up to 40% have been reported. Complications of surgical 
excision include scar sensitivity, joint stiffness and distal numbness. 

Surgical treatment for ganglia will only be funded in accordance with the criteria specified 
below. 

•	 The ganglia are symptomatic; 

OR 
•	 There is functional impairment 

When completing an IFR request include reference to the degree of pain and restriction of 
normal activities caused by the ganglion. 

*Taken from the Northumberland CCG Value Based Clinical Commissioning Policies 

The British Society for Surgery of the Hand Guidance http://www.bssh.ac.uk/education/
guidelines/ganglion.pdf 

 10. Ganglia

Summary of current evidence:
There is some limited evidence that surgery reduces the recurrence of ganglia within six 
months but it is associated with a higher risk of more serious complications compared 
with aspiration or reassurance.

The current evidence supports the proposed policy.

Current evidence: 
An Australian health technology assessment 
reviewed five studies published between 
1997 and 2007 which looked at clinical 
treatments for wrist ganglia.1 Three studies 
showed surgery to be more effective than 
aspiration in preventing recurrence within 
six months, although one study found sur-
gery to be no more effective than aspiration 

or reassurance. Surgery also appeared to 
be associated with more severe and a high-
er rate of complications. There was a lack 
of evidence comparing surgery or aspiration 
with reassurance. Given the limitations of 
the evidence (lack of randomised studies, 
most studies didn’t report inclusion/exclu-
sion criteria, small sample sizes) the review 

http://www.bssh.ac.uk/education/guidelines/ganglion.pdf%20
http://www.bssh.ac.uk/education/guidelines/ganglion.pdf%20
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concluded that aspiration was the preferred 
clinical treatment because of the lower com-
plication rates. Surgical excision should be 
a last resort as the benefits are insufficient 
to warrant the higher risk of complications. 

A protocol for a Cochrane review on this 
topic was published in 2005 but the review 
is yet to appear.2
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Proposed policy: 
Northumberland CCG will only fund hip resurfacing for metal on metal hip resurfacing
arthroplasty in accordance with NICE TA44.
https://www.nice.org.uk/guidance/ta44

 11. Hip resurfacing

Summary of current evidence:
Metal-on-metal hip resurfacing arthroplasty is a reasonable treatment option for patients 
with end stage hip osteoarthritis, good bone quality, and proper anatomy around the 
affected joint. The use of prostheses with a revision rate of 5% or less at 10 years is 
recommended.

The proposed policy should be modified to refer to the updated NICE TA304. The current 
evidence supports a commissioning policy based on the updated NICE guidance.

Current evidence: 
In February 2014, NICE TA44 Guidance on 
the use of metal on metal hip resurfacing 
arthroplasty was updated and replaced with 
NICE technology appraisal TA304: Total 
hip replacement and resurfacing arthro-
plasty for end-stage arthritis of the hip. The 
key change in the guidance is the use of 
prostheses that have rates (or projected 
rates) of revision of 5% or less at 10 years 
(amended from 10% or less at 10 years).1

The Ontario Health Technology Advisory 
Committee recommendation states that 
metal-on-metal hip resurfacing arthroplasty 
is a reasonable treatment option for young 
male patients with end stage hip osteoarthri-
tis, good bone quality, and proper anatomy 
around the affected joint. Dated August 
2012, these guidelines contain a rate of 
revision of 10% at 10 years.2

A cost-utility analysis of metal on metal hip 
resurfacing compared to conventional total 
hip replacement in young active adults cau-
tiously concluded that on average, metal 
on metal hip resurfacing seemed preferable 
and more cost-effective than total hip re-
placement for younger and male patients in 
Canada.3 However an economic evaluation 

carried out in the UK secondary care set-
ting concluded that the cost-effectiveness of 
resurfacing arthroplasty was promising but 
not proven, in the UK.4

A Cochrane review is currently underway 
comparing hip resurfacing with total ar-
throplasty for osteoarthritis and other non-
traumatic diseases of the hip, however 
there is no indication of when this might be 
completed.5

References:
1. NICE technology appraisals [TA304]: 
Total hip replacement and resurfacing ar-
throplasty for end-stage arthritis of the hip 
(review of technology appraisal guidance 2 
and 44). NICE February 2014 https://www.
nice.org.uk/guidance/ta304
2. Sehatzadeh S, Kaulback K, Levin L. 
Metal-on-metal hip resurfacing arthroplasty: 
an analysis of safety and revision rates. To-
ronto: Medical Advisory Secretariat (MAS). 
Volume 12(19). 2012 http://www.hqontario.
ca/en/documents/eds/2012/safety-mom.pdf
3. Heintzbergen S, Kulin NA, Ijzerman 
MJ, Steuten LM, Werle J, Khong H, Mar-
shall DA. Cost-utility of metal-on-metal 
hip resurfacing compared to conven-

https://www.nice.org.uk/guidance/ta44%0D
https://www.nice.org.uk/guidance/ta304%0D
https://www.nice.org.uk/guidance/ta304%0D
https://www.nice.org.uk/guidance/ta304%0D
https://www.nice.org.uk/guidance/ta304%0D
https://www.nice.org.uk/guidance/ta304%0D
https://www.nice.org.uk/guidance/ta304%0D
http://www.hqontario.ca/en/documents/eds/2012/safety-mom.pdf
http://www.hqontario.ca/en/documents/eds/2012/safety-mom.pdf
http://www.hqontario.ca/en/documents/eds/2012/safety-mom.pdf
http://www.hqontario.ca/en/documents/eds/2012/safety-mom.pdf
http://www.hqontario.ca/en/documents/eds/2012/safety-mom.pdf
http://www.hqontario.ca/en/documents/eds/2012/safety-mom.pdf
http://www.crd.york.ac.uk/CRDWeb/ShowRecord.asp%3FAccessionNumber%3D22013043059
http://www.crd.york.ac.uk/CRDWeb/ShowRecord.asp%3FAccessionNumber%3D22013043059
http://www.crd.york.ac.uk/CRDWeb/ShowRecord.asp%3FAccessionNumber%3D22013043059
http://www.crd.york.ac.uk/CRDWeb/ShowRecord.asp%3FAccessionNumber%3D22013043059


24

tional total hip replacement in young ac-
tive patients with osteoarthritis. Value in 
Health 2013; 16(6): 942-952 http://www.
crd.york.ac.uk/CRDWeb/ShowRecord.
asp?AccessionNumber=22013043059
4. Edlin R, Tubeuf S, Achten J, Parsons 
N, Costa M. Cost-effectiveness of total hip 
arthroplasty versus resurfacing arthroplasty: 
economic evaluation alongside a clinical 
trial. BMJ Open 2012; 2(5): e001162 http://
www.crd.york.ac.uk/CRDWeb/ShowRecord.
asp?AccessionNumber=22012043648
5. Xu H, He ML, Xiao ZM, Cao Y. Hip re-
surfacing versus traditional total hip ar-
throplasty for osteoarthritis and other non-
traumatic diseases of the hip (Protocol). 
Cochrane Database of Systematic Reviews 
2013, Issue 12. Art. No.: CD010851. DOI: 
10.1002/14651858.CD010851. http://on-
linelibrary.wiley.com/doi/10.1002/14651858.
CD010851/full 

http://www.crd.york.ac.uk/CRDWeb/ShowRecord.asp%3FAccessionNumber%3D22013043059
http://www.crd.york.ac.uk/CRDWeb/ShowRecord.asp%3FAccessionNumber%3D22013043059
http://www.crd.york.ac.uk/CRDWeb/ShowRecord.asp%3FAccessionNumber%3D22013043059
http://www.crd.york.ac.uk/CRDWeb/ShowRecord.asp%3FAccessionNumber%3D22013043059
http://www.crd.york.ac.uk/CRDWeb/ShowRecord.asp%3FAccessionNumber%3D22013043059
http://www.crd.york.ac.uk/CRDWeb/ShowRecord.asp%3FAccessionNumber%3D22012043648%0D
http://www.crd.york.ac.uk/CRDWeb/ShowRecord.asp%3FAccessionNumber%3D22012043648%0D
http://www.crd.york.ac.uk/CRDWeb/ShowRecord.asp%3FAccessionNumber%3D22012043648%0D
http://www.crd.york.ac.uk/CRDWeb/ShowRecord.asp%3FAccessionNumber%3D22012043648%0D
http://www.crd.york.ac.uk/CRDWeb/ShowRecord.asp%3FAccessionNumber%3D22012043648%0D
http://www.crd.york.ac.uk/CRDWeb/ShowRecord.asp%3FAccessionNumber%3D22012043648%0D
http://www.crd.york.ac.uk/CRDWeb/ShowRecord.asp%3FAccessionNumber%3D22012043648%0D
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD010851/full%20%0D
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD010851/full%20%0D
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD010851/full%20%0D
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD010851/full%20%0D
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD010851/full%20%0D
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD010851/full%20%0D
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD010851/full%20%0D
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD010851/full%20%0D
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD010851/full%20%0D


25

Proposed policy: 
Northumberland CCG will fund knee arthroscopy in adults where: 

•	 Clinical examination (or MRI scan) has demonstrated clear evidence of an internal 
joint derangement (meniscal tear, ligament rupture or loose body) 

AND 
•	 Where conservative treatment has failed or where it is clear that conservative 

treatment will not be effective. 
•	 In rare cases, intractable knee pain considered likely to benefit from arthroscopic 

treatment according to assessment by a Consultant Knee Surgeon. 
•	 There is continuing diagnostic uncertainty following MRI, such that a Consultant 

Knee Surgeon recommends diagnostic arthroscopy. 

Arthroscopy is not commissioned: 
•	 For diagnostic purposes only (noting the exception above); 
•	 To provide arthroscopic washout alone as a treatment for chronic knee pain due 

to osteoarthritis. This procedure may be appropriate in conditions such as septic 
arthritis 

This policy restriction does not apply where there is an urgent need for investigation/
treatment.

*Based on South Gloucestershire CCG Policy 

NICE Guidance: Arthroscopic knee washout, with or without debridement, for the treatment 
of osteoarthritis. http://www.nice.org.uk/guidance/IPG230

 12. Knee arthroscopy

Summary of current evidence:
We did not identify any new evidence since the publication of the NICE [IPG230] on 
knee arthroscopy. Relevant NICE guidance on osteoarthritis was updated in Feb 2014 
(previously [CG 59], now [CG 177]) with no significant change to the recommendation on 
arthroscopy and debridement for osteoarthritis.

The existing limited evidence supports the proposed policy.

Current evidence: 
While NICE guidance [IPG230] found ad-
equate evidence to support the use of knee 
arthroscopy, it notes that the specialist ad-
visers stated there is uncertainty about the 
efficacy of the procedure and that patient 
selection is important, for example patients 
with early osteoarthritic changes and those 
with large effusions are among those most 
likely to benefit.1 

NICE guidance [CG177] Osteoarthritis: 
Care and management in adults, was 
updated in February 2014.2 This version 
clarifies the wording of the 2008 recom-
mendation about arthroscopy, which now 
reads: “Do not refer for arthroscopic lavage 
and debridement as part of treatment for 
osteoarthritis, unless the person has knee 
osteoarthritis with a clear history of mechan-

http://www.nice.org.uk/guidance/IPG230%0D
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ical locking (as opposed to morning joint 
stiffness, ‘giving way’ or X-ray evidence of 
loose bodies).”

Evidence about patient populations who 
might benefit most from knee arthroscopy 
is lacking. A Spanish health technology 
assessment (2008) involved a systematic 
review and a consensus consultation with 
experts to determine relevant clinical indica-
tions for performing knee arthroscopy.3 Un-
fortunately the indications identified are not 
included in the English translation, which 
only covers the executive summary. 

One poor quality US cost-effectiveness 
analysis suggested that knee arthroscopy 
is cost-effective but the findings may not be 
applicable to a UK setting.4
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Proposed policy: 
Surgical treatment for non-specific low back pain is considered to be a procedure of low 
clinical priority. These procedures are therefore not normally funded. 

Consider referral for surgical opinion only for people who:
•	 have completed an optimal package of care, including a combined physical and 

psychological treatment programme of minimum of 6 weeks 
AND

•	 continue to have severe non-specific low back pain for which they would consider 
surgery

AND
•	 multidisciplinary assessment suggests that benefits of intervention will exceed the 

risks and full attempt at non-invasive treatment greater than 1 year has been tried.

Only offer an MRI scan for non-specific low back pain within the context of a referral for an 
opinion on spinal fusion surgery.

A clinician who suspects that there is a specific cause for their patient’s low back pain 
should arrange the relevant investigations. The management of the following conditions is 
not covered by this policy: malignancy, infection, fracture, ankylosing spondylitis and other 
inflammatory disorders, radicular pain resulting from nerve root compression or cauda 
equina syndrome.

Back pain with possible serious pathologies, red flag symptoms, should be referred 
urgently as per usual practice.

 13. Non-specific low back pain

Summary of current evidence:
NICE guidance [CG88] on non-specific low back pain makes recommendations 
regarding referral for surgery. This guidance is currently being updated and is scheduled 
for publication in Nov 2016. We did not identify any new systematic reviews evaluating 
surgery for non-specific low back pain subsequent to the 2009 NICE guidance [CG88].

The proposed policy is within the current NICE guidance on this topic, but could be 
refined further.

Current evidence: 
The current 2009 NICE guidance (CG88) 
on non-specific low back pain (defined as 
pain that has lasted for more than 6 weeks 
but less than 12 months) makes the follow-
ing recommendations regarding referral for 
surgery:1

1. Consider referral for an opinion on spinal 
fusion for people who:

•	 have completed an optimal package 

of care, including a combined physi-
cal and psychological treatment pro-
gramme and
•	 still have severe non-specific low 
back pain for which they would con-
sider surgery.

2. Offer anyone with psychological distress 
appropriate treatment for this before referral 
for an opinion on spinal fusion.
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3. Refer the patient to a specialist spinal 
surgical service if spinal fusion is being 
considered. Give due consideration to the 
possible risks for that patient.

4. Do not refer people for any of the follow-
ing procedures:
•	 intradiscal electrothermal therapy 
(IDET)
•	 percutaneous intradiscal radiofre-
quency thermocoagulation (PIRFT)
•	 radiofrequency facet joint denerva-
tion.

NICE guidance on persistent non-specific 
low back pain [CG88] is currently being 
updated and is due for publication in No-
vember 2016.2 The definition of non-specific 
low back pain for the updated guidance 
has been expanded to include people with 
sciatica, and restrictions on the duration of 
back pain have been removed.

We did not identify any new systematic 
reviews evaluating surgery for non-specific 
low back pain following the publication of 
the NICE guidance in 2009. However we 
identified a number of systematic reviews 
(which are not summarised here) evaluating 
the effectiveness of non-surgical treatments 
for non-specific low back pain, including 
pharmacological therapies, ultrasound, 
exercise, yoga, acupuncture, massage, and 
education.
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Proposed policy: 
Patients managed in primary care may benefit from advice and conservative treatment that 
includes: 

•	 rest from activities that aggravate the condition (if that is an option for the patient) 
•	 exercising/massaging the affected finger(s) to relieve pain 
•	 NSAIDs to reduce pain and inflammation 
•	 wearing a splint at night if finger(s) bend and lock during the night and are painful 

to straighten in the morning 
•	 for appropriate patients, corticosteroid injection in the area of tendon sheath thick-

ening. 

This advice relates to both percutaneous release and open surgery. These interventions 
have the intended outcome of reducing pain, discomfort and disability. Northumberland 
CCG will commission surgical release of trigger finger in any of the following 
circumstances: 

•	 The patient has co-morbidities associated with an increased risk of trigger finger 
(e.g. rheumatoid arthritis or diabetes mellitus) and the patient’s symptoms have not 
improved with at least 4 months of conservative treatment (e.g. NSAIDs, splintage, 
physiotherapy) 

OR 
•	 The patient’s symptoms have not resolved despite at least one steroid injection in 

the last 4 months. 
OR 

•	 The specialist opinion is that surgery is needed promptly to prevent the develop-
ment of flexion contractures

•	  
*Based on Blackpool CCG policy 

The British Society for Surgery of the Hand Guidance http://www.bssh.ac.uk/education/
guidelines/trigger.pdf

 14. Trigger finger 

Summary of current evidence:
One systematic review found equivalent outcomes for percutaneous release and open 
surgery, and found percutaneous release surgery less likely to fail compared with 
corticosteroid injections.   

The proposed policy appears to be in line with the current evidence on this topic.

Current evidence: 
A recent systematic review of seven RCTs 
(676 people) found that there were no dif-
ferences in failure rates and the frequency 
of complications between percutaneous 
release and open surgery for trigger finger.1 
The review also found that treatment failure 

was less likely with percutaneous release 
surgery compared with one corticosteroid 
injection. The review authors state that the 
indications for treatment differed from trial 
to trial, however they did not describe the 
characteristics of the patient populations 
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included in the trials. This makes it difficult 
to determine how relevant the review con-
clusions are to other populations.

We found a 2012 protocol for a Cochrane 
review of surgery for trigger finger but it is 
unclear when the review will be published.2 
 
A 2009 Cochrane review of corticosteroid 
injections for trigger finger included two very 
small, poor quality randomized controlled 
trials.3 Corticosteroid injection with lidocaine 
showed better short term effects compared 
with lidocaine alone however given the limi-
tations of the evidence this conclusion may 
not be reliable. 
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