Agenda item 3 

PEC 16.7.08.

REVIEW OF MINOR SURGERY DIRECTED ENHANCED SERVICE
1. Background
The minor surgery DES, which must be commissioned by every PCT, seeks to ensure that there is the opportunity to provide a range of minor surgery interventions within primary care.
Cryotherapy, curettage and cauterisation continues to be provided by general practitioners as an additional service (practices may wish to apply to opt out of providing these treatments).

The  minor surgery DES encompasses excisions, incisions and injections - this review focuses solely on excision.   Local audits have been undertaken using information provided by practices as part of the DES.
Since the introduction of the minor surgery DES, there have been a number of national and local documents (see appendix) which provide clear guidance on how skin cancer diagnosis, referral and treatment should be commissioned in the community. This paper summarises key points from each of these documents. 
2. Summary Recommendations from Guidance
2.1. NICE referral guidelines
1. Where GPs are suspicious of a malignant melanoma or squamous cell carcinoma, the patient should be referred via the two week referral route. Excision in primary care should not be carried out. 

2. Where there is suspicion of a basal cell carcinoma, a non urgent referral should be made. 

3. Patients with persistent or slowly evolving unresponsive skin conditions in which the diagnosis is uncertain and cancer is a possibility should be referred to a dermatologist.
2.2. Improving Outcomes for People with Skin Tumours
1. Patients who present to their GP with pigmented skin lesions need careful assessment with a full history and examination of the skin lesion being recorded. If the lesion is thought to be benign the patient may be reassured; however, it is strongly recommended that all such patients should be provided with both oral and written information regarding the changes that may subsequently suggest malignant transformation and instructed to return if any such changes occur or if the lesion continues to concern the patient.
2. If there is any doubt about the lesion, or if there is a history of recent change, the patient should be referred urgently to a specialist who is a member of the local skin cancer multidisciplinary team for further assessment
2.3. Guidance and competencies for the provision of services using GPs with Special Interests (GPwSIs)

Although this guidance focuses primarily on GPwSIs, it does offer guidance to GPs undertaking skin excision surgery only.  In general the overriding principles of the guidance are that:

1. Any surgical procedure performed must be:


· necessary
· appropriate (in relation to agreed local and national low priorities frameworks); appropriate (in relation to the procedure  performed)

· performed by a suitably trained clinician (with appropriate knowledge and skills to support their practice including skin lesion diagnostic skills) and

· in facilities of appropriate standard
2. Commissioners are expected to have in place robust clinical governance frameworks to support these principles.


3. Practitioners performing skin surgery hold the ultimate responsibility for the procedure undertaken. Therefore, these practitioners need appropriate knowledge and skills to support their practice. This is expected to include skin lesion diagnostic skills and it is expected that commissioners of skin surgery take account of this. Any GPs or GPwSIs offering a skin surgery service require training in the recognition of benign and malignant skin lesions

3. Key Audit findings 
3.1. Cash Expenditure for 2007/2008
E+N Herts 

Total Number of Minor Surgery Excisions: 4519

Total Minor Surgery Expenditure: £ 381,940
West Herts

Total Number of Minor Surgery Excisions: 3660

Total Minor Surgery Excision Cash: £ 296,270
Total Herts

Total Number of Minor Surgery Excisions: 8179 (about 8/1,000 population per year)
Total Minor Surgery Excision Expenditure: £678,210

NB. Payment is per excision
3.2. Clinical Audit information

This audit covers information provided by 15 practices in West Herts and 13 practices in East and North Herts between April 2007 and February 2008.  Data obtained is based only on those practices who submitted a return electronically; it does not include any audits from practices that sent their information in hard copy – therefore, this is a snapshot of minor surgery ‘excision’ activity in Hertfordshire.
Table 1
PCT Summary of Indications for Excisions

	PCT
	Number of Excisions

	
	Functional 

Impairment
	Infection
	Diagnostic 

Uncertainty
	Clinical 

Suspicion
	Other
	TOTAL

	E+N Herts
	152

(30%)
	17

(3%)
	146

(29%)
	67

(13%)
	130

(25%)
	512

	West Herts 
	194

(45%)
	34

(8%)
	116

(27%)
	36

(8%)
	50

(12%)
	430

	TOTAL
	346
	51
	262
	103
	180
	942


Table 2
PCT Summary of Histology Results

	PCT
	No of excision of Diagnostic Uncertainty
	No of excisions of Clinical Suspicion
	TOTAL

	
	Benign
	Malignant
	No Hist
	Benign
	Malignant
	No Hist
	

	E+N Herts
	99

(68%)
	16

(11%)
	31

(21%)
	39

(58%)
	22

(33%)
	6

(9%)
	213

	West Herts
	102

(88%)
	10

(9%)
	4

(3%)
	20

(56%)
	12

(33%)
	4

(11%)
	152

	Total
	201
	26
	35
	59
	34
	10
	365
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Figure 2 
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Figure 3
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Figure 4
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Figure 5
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Table 3: PCT Summary of Excisions for Lesion Causing Concern
	PCT
	No of Benign Excisions
	No of Malignant Excisions
	TOTAL

	E+N Herts
	138 (78%)
	38 (22%)
	176

	West Herts
	122 (85%)
	22 (15%)
	144

	TOTAL
	260
	60
	320


Table 4 Breakdown of Benign Histology

	Benign Histology
	West Herts Excisions
	E+N Herts Excisions

	Benign intradermal melanocytic naevus
	31(25%)
	34(25%)

	Hyperkeratosis
	29(24%)
	26(19%)

	Benign papilloma
	10(8%)
	2(1%)

	Benign wart/mole
	9(7%)
	5(3%)

	Epidermoid cyst
	8(6%)
	15(11%)

	Dermatofibroma
	2(2%)
	9(7%)

	Solarkeratosis
	4(3%)
	2(1%)

	Lentigo
	2(2%)
	7(5%)

	Lipoma
	-
	7(5%)

	Benign capillary haemangioma
	3(3%)
	4(3%)

	No clear histology
	5(4%)
	18(13%)

	Other
	19(16%)
	9(7%)


Table 5 Breakdown of Malignant Histology

	Malignant Histology
	West Herts Excisions
	E+N Herts Excisions

	BCC
	14(64%)
	30(79%)

	SCC
	3(14%)
	4(11%)

	Malignant melanoma
	3(14%)
	2(5%)

	Bowen’s Disease
	2(8%)
	2(5%)


4. Conclusions

1. There are a large number (8,179 in 2007/8) of skin excisions carried out in primary care across the PCT


2. The PCT spends a sum of money (£678,000 in 2007/8) spent on skin excision surgery in primary care through the minor surgery DES


3. There are significant numbers of malignant skin lesions being excised in primary care (16% of all excisions in our audit), where it is unclear, based on best practice guidance, if the most appropriate initial treatment is taking place


4. For the large number of benign skin lesions which are excised because of clinical suspicion or clinical uncertainty (71% of these excisions for these indications are benign), it is unclear whether a specialist opinion would have avoided unnecessary surgery 

5. The analysis of benign histology results (table 4) demonstrates that: 1) it is unclear to what extent the Benign Skin Lesion Priorities Forum Guidance is being followed and 2) there are a number of benign skin lesions which are being excised where standard practice is for either no treatment or other modalities of treatment to be carried out (e.g. cryotherapy or cautery under GMS, instead of excision under DES for warts, hyperkeratosis and solar keratosis).


6. DES audit data returns are incomplete, for example no histology results were available in 12% of cases of clinical suspicion or diagnostic uncertainty.  As far as we are aware payments to practices is currently not contingent on clinical audit returns 

7. There is currently no formal accreditation, clinical governance or clinical leadership systems in place for minor skin surgery in primary care


5. Our Recommendations (to be incorporated in revised DES)
5.1 General


· Any surgical procedure performed must be undertaken by a suitably trained clinician (with appropriate knowledge and skills in both surgery and diagnosis)


· Payment for minor surgery needs to be contingent on following agreed guidance and providing the mandatory audit information


· Consideration should be given to how a revised DES (including ongoing audit) should be managed within an overall clinically led local skin lesion pathway and service


5.2. Suspected cancer and Clinical Diagnostic Uncertainty
· Skin lesions where there is a suspicion of cancer should be referred to an appropriate skin specialist (2 week or urgent)


· These skin specialists will be working as part of a Local Skin Cancer Multidisciplinary Team and may be working in hospitals, community settings or GP practices - such clinicians will need to come under a PCT agreed accreditation process


5.3. Functional impairment

· Skin lesions causing functional impairment (e.g. recurrently infected epidermoid cyst) can continue to be excised under the DES by a suitably trained clinician (with appropriate knowledge and skills in both surgery and diagnosis) working in primary care


5.4 Lesions of cosmetic concern

· Local Priorities Forum guidance on benign skin lesions needs to be followed so that, other than in exceptional circumstances, lesions only causing cosmetic concern are not excised under the NHS locally.
3 July 2008
	Dr Steven Laitner
	Dr Joel Bonnet
	Dr Indra Joshi

	Consultant in Public Health Medicine and GP
	Consultant in Public Health Medicine and Deputy Medical Director
	FY2 Doctor Public Health Medicine


Appendix (key points from national and local documents)

Guidance and competencies for the provision of services using GPs with Special Interests (GPwSIs) Dermatology and skin surgery, Department of Health, April 2007 http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_074665
This framework refers to the skills and competencies of GPwSIs in dermatology and skin surgery. Many GPs, who do not consider themselves dermatology GPwSIs, are currently providing skin surgery services within their practices (limited or advanced). This framework does not consider this group of clinicians, but commissioners are reminded that anyone having a surgical procedure performed ought to be confident that:

• the procedure was necessary;

• it was appropriate to have the procedure performed (in relation to agreed local and national low priorities frameworks);

• the appropriate procedure was performed (this requires access to diagnostic skills);

• the clinician performing it was suitably trained;

• the facilities were to the appropriate standard.

To reduce unnecessary and inappropriate skin surgery, good diagnostic skills are essential.

All clinicians performing skin surgery should be strongly encouraged to improve their diagnostic skills.
To ensure equity in quality of care, commissioners may wish to use the tools developed within this framework (Appendices 2 and 3) to accredit GPs performing skin surgery in their own practices for their own patients as part of enhanced services frameworks.

In addition, commissioners may also wish to use the accreditation tools in the context of service delivery models that separate diagnosis and management as proposed in the NHS

Modernisation Agency’s Action On Plastic Surgery (AOPS) guidance. These proposals suggested rapid access to specialist diagnostic services supported by suitably trained and accredited skin surgery services delivered as an integrated model across health

communities (www.wise.nhs.uk/NR/rdonlyres/BBA564B6-2690-49F9-90A1-

E4E2E3A9ACAB/1315/doc2_plastic.pdf).
GPwSI in skin surgery only (Groups SS1 and SS2)

As indicated previously in this document, commissioners are reminded that anyone having a surgical procedure performed should be reassured about the following:

• that the procedure was necessary;

• that it was appropriate to have the procedure performed (in relation to agreed local and

national low priorities frameworks);

• that the appropriate procedure was performed (this requires access to diagnostic skills);

• that the clinician performing it was suitably trained; and

• that the facilities were to the appropriate standard.

Commissioners are expected to have in place robust clinical governance frameworks to support these principles.

Practitioners performing skin surgery hold the ultimate responsibility for the procedure undertaken. Therefore, these practitioners need appropriate knowledge and skills to support their practice. This is expected to include skin lesion diagnostic skills and it is expected that commissioners of skin surgery take account of this. Any GPwSIs offering a skin surgery service require training in the recognition of benign and malignant skin lesions.

Guidance and competencies for the provision of services using GPs with special interests

(GPwSIs): Dermatology and skin surgery

24
The assessment needs for those GPwSIs who choose to offer only skin surgery services (Groups

SS1 & SS2) are as follows:
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GPwSI in dermatology

Group 1: GPwSIs offering diagnosis and management of skin disease.

Group 2: GPwSIs offering diagnosis and management of skin disease and basic skin surgery +/-

advanced skin surgery.

Group 3: GPwSIs offering diagnosis and management of skin disease and offering varying levels

of skin surgery from simple to more advanced. Community skin cancer clinicians.

GPwSI in skin surgery only

Group SS1: GPwSIs offering basic skin surgery.

Group SS2: GPwSIs offering basic skin surgery and more advanced surgery.

Referral guidelines for suspected cancer, NICE June 2005 http://www.nice.org.uk/nicemedia/pdf/cg027niceguideline.pdf
Skin cancer, General recommendations

1.1 A patient presenting with skin lesions suggestive of skin cancer or

in whom a biopsy has been confirmed should be referred to a team

specialising in skin cancer. 

1.2 All primary healthcare professionals should be aware of the 7-point

weighted checklist (see recommendation 1.8) for assessment of

pigmented skin lesions. 

1.3 All primary healthcare professionals who perform minor surgery

should have received appropriate accredited training in relevant

aspects of skin surgery including cryotherapy, curettage, and

incisional and excisional biopsy techniques, and should undertake

appropriate continuing professional development. 

1.4 Patients with persistent or slowly evolving unresponsive skin conditions in which the diagnosis is uncertain and cancer is a possibility should be referred to a dermatologist. 

1..5 All excised skin specimens should be sent for pathological

examination. 

1.6 On making a referral of a patient in whom an excised lesion has been diagnosed as malignant, a copy of the pathology report should be sent with the referral correspondence, as there may be details (such as tumour thickness, excision margin) that will specifically influence future management. 
Specific recommendations

Melanoma

1.7 Change is a key element in diagnosing malignant melanoma. For low-suspicion lesions, careful monitoring for change should be undertaken using the 7-point checklist (see recommendation NICE Guideline – Referral for suspected cancer 35 1.10.8) for 8 weeks. Measurement should be made with photographs and a marker scale and/or ruler. 
1.8 All primary healthcare professionals should use the weighted 7-point checklist in the assessment of pigmented lesions to determine referral:

Major features of the lesions:

• change in size

• irregular shape

• irregular colour.

Minor features of the lesions:

• largest diameter 7 mm or more

• inflammation

• oozing

• change in sensation.

Suspicion is greater for lesions scoring 3 points or more (based on major features scoring 2 points each and minor features scoring 1 point each). However, if there are strong concerns about cancer, any one feature is adequate to prompt urgent referral. 
1.9 In patients with a lesion suspected to be melanoma (see recommendation 1.8), an urgent referral to a dermatologist or other suitable specialist with experience of melanoma diagnosis should be made, and excision in primary care should be avoided. 
Squamous cell carcinomas

1.10 Squamous cell carcinomas present as keratinizing or crusted tumours that may ulcerate. Non-healing lesions larger than 1 cm with significant induration on palpation, commonly on face, scalp or back of hand with a documented expansion over 8 weeks, may be squamous cell carcinomas and an urgent referral should be made. 
NICE Guideline – Referral for suspected cancer 36

1.11 Squamous cell carcinomas are common in patients on immunosuppressive treatment, but may be atypical and aggressive. In patients who have had an organ transplant who develop new or growing cutaneous lesions, an urgent referral should be made. 
1.12 In any patient with histological diagnosis of a squamous cell carcinoma made in primary care, an urgent referral should be made. 
Basal cell carcinomas

1.13 Basal cell carcinomas are slow growing, usually without significant

expansion over 2 months, and usually occur on the face. Where there is a suspicion that the patient has a basal cell carcinoma, a non-urgent referral should be made. 
Investigations

1.14 All pigmented lesions that are not viewed as suspicious of melanoma but are excised should have a lateral excision margin of 2 mm of clinically normal skin and cut to include subcutaneous fat in depth. 
Beds & Herts Priorities Forum, The provision of cosmetic treatments and surgery, February 2007 http://www.bhprioritiesforum.nhs.uk/Documents/Final%20guidance/Guidance%201%20cosmetic%20surgery%20updated%205_%202_07%20_2_.pdf
Benign skin lesions (for example: Epidermoid (“Sebaceous”) cyst, Lipoma, Skin tags, Seborrhoeic Keratoses, benign Naevi)

Except where there is diagnostic uncertainty, a functional impairment due to the lesion (such as pain or interference with shaving or dressing), recurrent infection or discharge, suspicion of malignancy or significant psychological distress, perhaps due the location and the size of the lesion.
Improving Outcomes for People with Skin Tumours including Melanoma, NICE February 2006

http://www.nice.org.uk/nicemedia/pdf/CSG_Skin_Manual.pdf
Clinical guidelines for primary care on the management of skin cancer and precancerous lesions 
1. Patients with pigmented skin lesions

Patients who present to their GP with pigmented skin lesions need careful assessment with a full history and examination of the skin lesion being recorded. If the lesion is thought to be benign the patient may be reassured; however, it is strongly recommended that all such patients should be provided with both oral and written information regarding the changes that may subsequently suggest malignant transformation and instructed to return if any such changes occur or if the lesion continues to concern the patient. If there is any doubt about the lesion, or if there is a history of recent change, the patient should be referred urgently to a specialist who is a member of the LSMDT/SSMDT for further assessment (see below).

2. Patients with lesions suspicious of melanoma or SCC

All patients, where there is a possibility of a melanoma or an SCC of the skin, should be referred urgently (consistent with national targets and the NICE Referral guidelines for suspected cancer – see chapter on ‘Patient-centred care’), to a specialist who is a member of the LSMDT/SSMDT, usually to the local dermatology department rapid access skin cancer clinic or pigmented lesion clinic. Ideally these should be ‘one-stop’ diagnostic and treatment clinics, i.e. where a diagnosis is made and treatment given in the same clinical session. In some areas such clinics are arranged by plastic surgery units. If a GP or a doctor working in the community who belongs to an LSMDT/SSMDT takes an excisional or incisional biopsy of a lesion that is reported as a melanoma or SCC, the patient should be referred urgently to a specialist who is a member of the hospital LSMDT/SSMDT.

3. Patients with BCC

Where a patient has a lesion that may be a low-risk BCC, he or she may be 
referred either to the local hospital specialist who is a member of the LSMDT/SSMDT, normally a dermatologist, or to a doctor working in the community who is a member of an LSMDT/SSMDT. Those with recurrent and high-risk lesions should be treated by a hospital specialist who is a member of the LSMDT/SSMDT. If the referring GP is uncertain whether or not the lesion is a high- or low-risk BCC, the patient should be referred to a hospital specialist.

Patients with BCCs are excluded from current cancer target times in England.  However, the Welsh Cancer Standards for skin cancer suggest that patients should not wait more than 5 months from receipt of the GP referral letter at the hospital before starting their definitive treatment. Waiting time targets in England for all outpatient appointments will mean that from 2007 no patient will wait more than 18 weeks before being seen. Improvements in waiting time are desirable.

4. Patients with precancerous skin lesions

Precancerous skin lesions such as actinic/solar keratoses (AKs) or in situ SCC of the skin (Bowen’s disease) are common, and the GP may treat these using one of the recognised treatments (e.g. cryotherapy, topical drug treatments, curettage and cautery). The patient may also be referred to a doctor working in the community who is a member of an LSMDT/SSMDT or the local dermatology department. If the lesions are hypertrophic or inflamed or if there is any other reason to suspect that they may have developed into an SCC, the patient should

be referred to a dermatologist who belongs to the LSMDT/SSMDT. 

5. Uncertain diagnosis

If the GP is uncertain of the diagnosis the patient should be referred for further assessment to a dermatologist who is a member of an LSMDT/SSMDT.
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