GP application form - ganglion

PRIOR APPROVAL APPLICATION FORM
This form needs to be completed by the GP to gain prior approval from the PCT. 
It is important that you explain to the patient that funding needs to be agreed by the PCT before they are contacted to book their hospital appointment.

Please print out the Patient Brochure from the PCT website and give it to the patient. 

	Referring GP name
	
	GP practice postcode
	

	PCT Code
	
	GP practice code
	


	Patient title and name
	
	Patient NHS Number
	

	DOB
	
	Address
	

	Home Phone
	
	Daytime Phone
	

	Mobile Phone
	
	Email address
	


	Procedure
	Removal of ganglion of the wrist
	Clinical specialty
	Orthopaedics

	Adult
	X
	Child
	

	Conditions referred for
	Ganglion of the wrist


Funding category

· Procedure with limited or no evidence of effectiveness and/or only effective within a limited threshold range
· PCT may fund through the exceptions process
	Evidence that the patient meets the threshold criteria

	Surgery for ganglion of the wrist will only be funded for patients who have fulfilled the criteria below:
1. Are there symptoms associated with the ganglia such as pain, increase in size and loss of sensation in certain parts of the hand, neurological loss or weakness of the wrist with the ganglion, and restriction of work or hobbies because of the ganglia?



Yes/No
2. Is the patient aware that most ganglia resolve spontaneously over time?








Yes/No
3. Is the patient aware of the complications of excision such as scar tenderness, stiffness or numbness, and likelihood of recurrence.









Yes/No
4. Has aspiration been attempted without response?

Yes/No


	Exceptionality

	If the patient does not meet these criteria but you think they have exceptional circumstances, this procedure may be referred to the exceptional cases panel in the PCT. See the link on the website for information on this process.


PCT TO COMPLETE THIS SECTION

	Date received at PCT/ 18 weeks CLOCK START
	

	Is funding agreed? YES/NO

If No, reason?
Is more information required?

	Date of decision

	Signed (name of person in PCT leading on the application)

	Date decision sent to GP

	Approval Number
	


If you believe that the patient meets the criteria, please make a referral as normal to BICS (using Choose and Book), attaching a referral letter and an electronic copy of this form.

If you need any assistance with this process please contact:

Brighton & Hove Integrated Care Service 
Level 4
177 Preston Road
Brighton   
BN1 6AG
 
Tel: 0300 303 0500
Fax: 01273 560 297
Email: bics.priorapprovals@nhs.net
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