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NHS Mansfield and Ashfield Clinical Commissioning Group

On behalf of NHS Mansfield & Ashfield, NHS Newark & Sherwood, NHS  Nottingham North & East, 

 NHS Nottingham West and NHS Rushcliffe Clinical Commissioning Groups

Arthroscopy of the Hip
PRIOR APPROVAL FORM September 2013 
1. Patient and request details

	Date of Request
	

	Patient NHS number, initials and date of birth
	

	Patient GP practice address and CCG


	

	Specialist who has made referral [name, job title, organisation
	

	Proposed service provider
	

	Prior approval form completed by [name, job title, organisation]
Please note: Completion should be by a specialist clinician who knows and has assessed this patient, or be based on documentary evidence of such assessments, sufficient to complete the form.




2. Pre screening prior to Arthroscopy of the hip
Patient meets criteria in the Nottinghamshire County CCG’s Policy for Hip Arthroscopy and has one of the following pathologies (please answer ALL questions);
	2.1 Sepsis of the hip joint

	
	Yes
	No

	Washout of infected native hip joint
	  (
	  (

	Refractory to medical management
	  (
	  (

	Patient has underlying disease
	  (
	  (

	Patient is immunosuppressed.
	  (
	  (


	2.2 Loose bodies

	
	Yes
	No

	Radiologically proven loose body or bodies within the hip joint AND associated with an acute traumatic episode.
	(
	(


	2.3 Labral tears

	
	Yes
	No

	Radiologically proven AND associated with an acute traumatic episode.
	(
	(

	Associated with osteoarthritis or femoro-acetabular impingement (FAI) syndrome
NB hip arthroscopy for the treatment of labral tears associated with osteoarthritis or FAI syndrome is NOT routinely commissioned.
	(

	(



3. Pre-hip arthroscopy disease status

	Date of diagnosis:
	

	Predominant symptoms


	

	Relevant Hip score e.g. Harris Hip Score (please attach copies)

	

	Mobility/Function score (ADL/SF 36) 
(please attach copies)

	

	Medical/physiotherapy/further surgery/other support prior to Hip Arthroscopy procedure?

	


4.  Approval for the hip arthroscopy procedure is granted on condition that:
· The patient has provided informed consent for the procedure.
· The clinical team provides the clinical information requested overleaf in section 3 immediately following surgery and in section 4 one year later at follow up.

Approved for hip arthroscopy 

Yes (


No (


Date …………………
Approved on behalf of……………………………………………CCG by………………………………………..
5. Follow up at 1 year post procedure 
	Date of re-assessment        /      /  
	Clinic letter attached (please tick box if yes)
	(

	Patient has experienced complications due to Hip Arthroscopy procedure (please tick box if yes)
If ticked, please give details


	(

	Symptoms post procedure
	

	Relevant Hip score e.g. Harris Hip Score (please attach copies)

	

	Mobility/Function score (ADL/ST 36) 

(please attach copies)

	

	Medical/physiotherapy/further surgery/ other support post Hip Arthroscopy procedure?

	


Completed form including referral and/or clinic letters to be sent to;
Email: maccg.ifrteam-nottscountyccgs@nhs.net OR 
Safe Haven Fax Number:  01623 673352 

PLEASE NOTE THAT A PROGRESS REPORT WILL BE REQUESTED ONE YEAR AFTER TREAMENT.  FAILURE TO PROVIDE THIS INFORMATION MAY INFLUENCE THE FUNDING OF FUTURE CASES.
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