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Introduction
The NHS continues to treat a growing
number of people each year and has
made enormous efforts to improve
efficiency. Patients had over 16.5 million
finished admissions for care in hospitals in
2016/17, a 27.5% increase since
2006/07.1 This is a remarkable
achievement.
Yet the service is under enormous
pressure, with ever-growing financial
burdens, increasing demand from an
ageing population, the rising costs of new
treatments, a shortage of bed capacity
and staff in hospitals, and greater public
expectations. This is reflected in
deteriorating performance standards such
as waiting times. The Royal College of
Surgeons (RCS) is also concerned that
financial pressures and policy decisions
are leading to restrictions on care, or
rationing policies, that disproportionately
affect planned (elective) surgery. This
includes operations such as hip and knee
replacements or heart and brain surgery.
In 2016, we published a report, Smokers
and Overweight Patients: Soft targets for
NHS savings? which explored how
widespread the practice of restricting
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surgery on the basis of weight or smoking
status has become. Commissioning
policies revealed that 34% of clinical
commissioning groups (CCGs) had at
least one policy restricting access to
surgery by either BMI level or smoking
status.2
Since we published this report, we have
seen even harsher examples of arbitrary
rationing. These broadly fall under four
types of restrictions:
1.
2.
3.
4.

“Financial” rationing
“Lifestyle” rationing
“Pain threshold” rationing
Individual funding requests

While this document focuses on the
practices of CCGs rationing treatment in
England, the principles could also apply to
similar restrictions in other parts of the UK.
“Financial” rationing
We believe most types of rationing are
motivated by financial considerations but,
in some cases, commissioning groups
take measures explicitly to save money
over a defined period of time. For instance
in February 2017, West Kent CCG
implemented a policy to suspend all
elective surgery until the end of its
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financial year in April 2017, in a bid to
make savings of £3.2 million.3 The CCG
estimated that this would affect 1,700
patients.
More recently, Cambridgeshire and
Peterborough CCG proposed a new policy
requiring patients to wait a minimum of 12
weeks for surgery. In its board papers, the
CCG says that the policy will ensure “a
one-off saving to the system in the current
financial year”.4 However, this decision
was reversed in November 2017.5
“Lifestyle” rationing
Rationing of treatment based on “lifestyle”
factors, such as whether patients are
obese or smoke, is increasingly common.
In November 2016, Vale of York CCG
announced plans to delay planned
operations for many smokers or patients
with a BMI of over 30 by either 6 or 12
months if they could not prove they have
stopped smoking for 2 months or lost 10%
of their weight.6 A similar policy has been
adopted in North Kirklees, where almost
24% of the adult population have a BMI of
over 30 and 14% of adults are smokers,
and will therefore be affected by the
restrictions.7
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More recently, CCGs in Hertfordshire
announced an indefinite ban on surgery
for smokers and obese patients.8
Further examples are detailed in our 2016
report Smokers and Overweight Patients:
Soft targets for NHS savings?
We support every effort to help patients
lose weight and stop smoking. In particular
there is evidence that smoking cessation
schemes reduce the risk of post-operative
complications. On the other hand, while
obesity leads to poorer health outcomes,
its relationship with post-operative
success is less clear and there is a lack of
evidence that rapid weight-loss before
surgery makes much difference. For
example, there is evidence of a lower risk
of post-operative cardiac and respiratory
complications among obese patients. In
addition, we are unaware of any clear
clinical evidence to suggest that denying
or delaying access to NHS treatment
helps patients to lose weight or stop
smoking.
Surgery may be needed to help someone
lose weight, for example if a patient is
unable to move or exercise due to
immobility or pain. Sometimes these
policies also risk preventing a patient from
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seeing a consultant who can advise them
on the best form of treatment, which may
not be surgery.
The National Institute for health and Care
Excellence (NICE) also notes that “patientspecific factors (including smoking, obesity
and comorbidities) should not be barriers
to referral for joint surgery.”9
Some of these CCGs have been explicit
that such policies are designed to save
money.
“Pain threshold” rationing
A number of commissioning groups
require patients to be suffering increased
pain or disability before accessing surgery.
This often involves requiring patients to
meet specific Oxford scores – a selfassessed scale which measures the
degree of pain and/or disability a patient is
experiencing. These scores vary widely
across different parts of the country.
Rotherham CCG imposes some of the
most severe requirements and will only
fund hip and knee replacements when a
patient is in “intense to severe persistent
pain which leads to severe functional
limitations”. This is defined as “pain of
almost continuous nature” that occurs
when “walking short distances on level
surfaces.”10
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Individual funding requests
Individual funding requests, or IFRs, can
be made by a clinician to a commissioning
group to apply for treatment for a patient
that is not routinely funded by the NHS.
These requests are then assessed by a
panel and may take time to be approved.
Historically commissioning groups used
IFRs for treatments aimed at tackling rare
diseases. However, some commissioning
groups now require applications for hip
and knee replacements which have
previously been considered routine. This
includes commissioning groups in East
Berkshire.11 Analysis by the BMJ found
that the overall number of individual
funding requests received by CCGs in
England increased by 47% in the past four
years.12
RCS position
Delaying treatment is a false economy, as
it does not save the CCGs money in the
long-term. In fact, these policies may
actually increase costs if patients develop
complications if treatment is delayed.
Furthermore, as highlighted in a National
Audit Report report on the costs of clinical
negligence, 39% of current claims are
related to failures or delays in diagnosis or
treatment of a condition “so this is likely to
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increase if waiting times are longer” and
treatment is arbitrarily rationed.13
Hip and knee replacements have been
disproportionately targeted by CCGs, yet
they are one of the most effective life
improving treatments available. For
example, a recent trial published in the
BMJ compared knee replacements with
non-surgical management alone and
showed large improvements in pain and
physical limitations and significant
increases in quality of life at 12 months.14
The NHS constitution states that “access
to NHS services is based on clinical need”
and patients “will not be refused access on
unreasonable grounds”.15 However, these
rationing decisions taken by CCGs call
into question whether we truly have a
“National” Health Service.
Why rationing is unacceptable
No health service in any part of the world
has a bottomless pit of funds. Some form
of rationing of treatment is always
inevitable. However, we believe the
examples detailed in this paper – where
previously routine surgeries are restricted
– can at best be described as
counterproductive. This is because:
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There is no evidence that denying
patients access to surgery on the
basis of weight or smoking status
helps them to improve their healthy
behaviour.
In some cases, the policies risk
preventing a patient from seeing a
consultant who can advise them on
the best form of treatment, which
may not be surgery. Consultants
may also spot other complications
or conditions which warrant more
urgent attention.

Recommendations
Recommendation 1: The RCS would like
NHS England to ensure CCGs are held
accountable for upholding clinical
standards and providing quality care. NHS
England should provide clear guidance
that such policies listed above are
clinically and ethically wrong.
Recommendation 2: CCGs’ surgical
commissioning policies should be based
on clinical guidance from the RCS,
surgical specialty associations, and NICE.
Recommendation 3: The RCS would like
to see a financial impact assessment of
such policies, which we believe will end up
costing the NHS more in the long-term.
Recommendation 4: The RCS would like
to see a comprehensive debate about
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what treatments the NHS can continue to
fund in the future.
Recommendation 5: We would like to
see commissioning groups instead look at
reducing treatment that is clinically
ineffective.
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