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Ipswich and East & West Suffolk CCGs will only fund hip replacement for osteoarthritis when
conservative measures have failed (listed below) or its successor AND the following criteria
have been met. Patient’s clinical condition must be clearly documented during a clinical
encounter prior to surgical decision and documentation must include dates and description of
measures.
(If more than one joint replacement is being considered EACH surgery requires evaluation
against the criteria set forth on its own merits. Of particular note if a patient has completed a
joint replacement and another joint replacement is being considered, a complete re-evaluation
of their condition for functional limitations and pain will be required as part of the request)
-

-

-

Referral to the Hip Pathway (This will include completion of Stage 2 – preparation for
surgery) AND
Patient has a BMI of less than 35 (Patients with BMI>=35 should be referred to for
weight management interventions and upon 6 months of documented weight loss
attempt with dates and intervention types- if the patient fails to lose weight to a BMI less
than 35 then may consider referral through the IFR process.) AND
Intense to severe persistent pain (defined in table one and documentation to support is
required) which leads to severe functional limitations (defined in table two and
documentation to support is required), OR
Minor or moderate functional limitation (defined in table two and documentation to
support is required) affecting the patients quality of life despite 6 months of conservative
measures including referral to the local hip pathway or its successor.

Exceptions include:
a. Patients whose pain is so severe and/or mobility is compromised that they are in
immediate danger of losing their independence and that joint replacement would
relieve this.
b. Patients in whom the destruction of their joint is of such severity that delaying
surgical correction would increase the technical difficulties of the procedure.
*Conservative measures:
1. Patient education such as elimination of damaging influence on hips, activity
modification (avoid impact and excessive exercise), good shock-absorbing shoes and
lifestyle adjustment. Documentation of this is required. AND

2. Physiotherapy – Minimum of a 12 week programme including physiotherapy or Referral
to Stage 1 of the CCG Hip Pathway AND
3. Oral NSAIDS a minimum of 3 weeks and paracetamol based analgesics (COX-2
Inhibitor of NSAIDS). Opiod analgesics can be used effectively if paracetamol or
NSAIDS are ineffective or poorly tolerated. Documentation of dates and medication
types is required.
Rationale behind the policy decision / Further Rationale for Conservative Measures
documented in the Policy:
Guidance from NICE, musculoskeletal services framework from the Department of Health; GP
training Network and the National Institute of Health Consensus panel suggests1-4:
- Common MSK pain including lower limb pain ideally should be managed in primary care.
- Primary care practitioners need direct access to therapy, dietetics and health promotion
services.
- Primary care management should seek to maximize the benefits of surgery and minimize
complications when surgery is necessary.
There is also evidence in the published reports to support a correlation between obesity and
complications following hip replacement surgery. Obesity has been found to be a specific risk
factor for joint infection after total hip replacement.
A meta-analysis of 16 controlled trials found individual exercise and self-management had a
moderate but clinically significant psychological effect and positive contribution to the patient’s
emotional well-being.
Studies have shown manual therapy, individualised or group therapy to reduce pain and
improve function significantly.
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The Ipswich and East & West Suffolk CCGs will only fund knee replacement for osteoarthritis
when conservative measures have failed (listed below) or its successor and the following criteria
have been met:
Referral Criteria:
1. Referral to Knee Pathway - This will include completion of Stage 2 – preparation for
surgery AND
2. Osteoarthritis of the knee causes persistent, severe pain* AND
3. Pain from osteoarthritis of the knee leads to significant loss of functional ability and
reduction in quality of life** AND
4. Symptoms have not adequately responded to 6 months of conservative measures (see
below) OR conservative measures are contraindicated AND
5. Patient has a BMI of less than 35 (Patients with BMI>35 should be referred to for weight
management interventions and upon 6 months of documented weight loss attempt with
dates and intervention types- if the patient fails to lose weight to a BMI less than 35 then
may consider referral through the IFR process.)
*These can be evaluated using table 1, see references.
**These can be evaluated using table 2, see references.
Exceptions include:
a. Patients whose pain is so severe and/or mobility is compromised that they are in immediate
danger of losing their independence and that joint replacement would relieve this.
b. Patients in whom the destruction of their joint is of such severity that delaying surgical
correction would increase the technical difficulties of the procedure.
*Conservative measures:
1. Patient education such as elimination of damaging influence on knees, activity
modification (avoid impact and excessive exercise), good shock-absorbing shoes and
lifestyle adjustment. Documentation of this is required. AND
2. Physiotherapy - Minimum of a 12 week programme including physiotherapy or Referral
to Stage 1 of the CCG Hip Pathway AND
3. Oral NSAIDS a minimum of 3 weeks and paracetamol based analgesics (COX-2
Inhibitor of NSAIDS). Opiod analgesics can be used effectively if paracetamol or
NSAIDS are ineffective or poorly tolerated. Documentation of dates and medication
types is required.
4. Intra-articular steroid injections when facility is available in primary care.

Management should be patient centred, therefore treatment should be appropriate to the age,
occupation, lifestyle and comorbidities of the individual. Some or all of the above interventions
may not be appropriate in all patients, and all treatment options should be discussed and
agreed with the patients themselves.
Rationale behind the policy decision
Guidance from NICE1, musculoskeletal services framework from the Department of Health2 and
the National Institute of Health Consensus panel3 suggests:
- Common MSK pain including knee pain ideally should be managed in primary care.
- Primary care practitioners need direct access to orthosis, therapy, dietetics and health
promotion services.
- Primary care management should seek to maximize the benefits of surgery and minimize
complications when surgery is necessary.
NICE recommend knee replacement is reserved for patients with symptoms that have a
substantial impact on their quality of life AND are refractory to conservative measures[1] . The
CCG have therefore devised a simple classification system to allow clinicians in primary care to
identify patients with severe, persistent pain and significant functional loss so that they can be
referred for surgery, in keeping with the recommendations of NICE.
For more information please see the Evidence brief that informed the development of this policy.
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Table 1: Classification of pain level

1

Pain Level
Sporadic pain.(May be daily but comes and goes 25% or less of one’s day)
Pain when climbing/descending stairs.
Slight

Allows daily activities to be carried out (those requiring great physical activity may be limited). (Able to bathe,
dress, cook, and maintain house)
Medication, aspirin, paracetamol or NSAIDs to control pain with no/few side effects.
Occasional pain.)May be daily and occurs 50-75% of one’s day)

Moderate

Pain when walking on level surfaces (half an hour, or standing).
Some limitation of daily activities.(Occasionally has difficulty with self care and home maintenance)
Medication, aspirin, paracetamol or NSAIDs to control with no/few side effects.
Pain of almost continuous nature.(Occurs 75-100% of one’s day)
Pain when walking short distances on level surfaces (>20ft) or standing for less than half an hour.

Intense

Daily activities significantly limited. (unable to maintain home, cook,bathe or dress without difficulty or
assistance)
Continuous use of NSAIDs for treatment to take effect.
Requires the sporadic use of support systems walking stick, crutches).
Continuous pain. (Occurs 100% of the time)
Pain when resting.

Severe

Daily activities significantly limited constantly. (Requires assistance to maintain home, bathe, and dress)
Continuous use of analgesics - narcotics/NSAIDs with adverse effects or no response.
Requires more constant use of support systems (walking stick, crutches).

Table two: Functional Limitations 2

Functional capacity adequate to conduct normal activities and self care
Minor

Walking capacity of more than one hour
No aids needed
Functional capacity adequate to perform only a few of the normal

Moderate

activities and self care
Walking capacity of between half and one hour
Aids such as a cane are needed occasionally
Largely or wholly incapacitated

Severe

Walking capacity of less than half hour
Cannot move around without aids such as a cane, a walker or a wheelchair AND help of a carer is
required.
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