[bookmark: _Hlk46836979]Cambridgeshire and Peterborough Clinical Commissioning Group

Referral Proforma for Varicose Vein Interventions
[bookmark: _Hlk46927805]Does the patient meet the referral criteria?
YES:	COMPLETE SECTION 1a and refer via e-RS to secondary care.
NO:	COMPLETE SECTION 1b or 2 - procedure is not routinely funded.  Refer to Exceptional Cases Panel.
	Name:
	

	NHS Number:
	

	Date of Birth:
	

	Address:
	

	Telephone Number (patient):
	

	Email Address (patient):
	

	Referring Clinician:
	

	Practice Address:
	

	Practice Telephone Number:
	

	Practice Email Address:
	



	Patient Choice of Provider:
	


[bookmark: _Hlk46928088]Patient consent must be confirmed for all referrals
	PATIENT CONSENT
	Mark or tick to confirm below

	Applicable to Section 1

	I confirm the patient has consented to share the personal and clinical information contained within this proforma with clinical staff involved in their care, and for future audit purposes.
The patient has been informed that this intervention is only funded where criteria are met or exceptionally demonstrated.
	

	Applicable to Section 2 – exceptional case referrals only

	I confirm the patient has consented to share the personal and clinical information contained within this proforma with the Exceptional Cases Team or Panel, as part of the exceptional cases process or Group Prior Approval processes, to request further information, clarify data and communicate where applicable with the patient.
	Enter date of request

	
	

	I confirm that it is clinically appropriate for the patient to be copied into all correspondence.
	

	I confirm that I have brought the CCG patient leaflet on the collection and use of patient data for the funding request process to the patient’s attention: ‘Why we need to collect your personal confidential information and your rights’.  Click here to access the patient leaflet.
	



	Section 1a:  Referral Information

	Please enter referral letter text here (optional).  (Please enter text below.)




	Referral criteria
	Tick boxes as appropriate

	Where patients have the following signs of venous disease funding for a varicose vein procedure is routinely funded and no exceptional or prior approval is required:
	R leg
	L leg

	
	
	

	
	Significant bleeding from a varicosity that has eroded the skin (this does not include bleeding under the skin, bruising or breaks in skin due to eczema).
Give full clinical detail:

	
	

	OR
	Chronic leg (between knee and ankle) ulceration secondary to venous stasis that has not healed within 2 weeks or healed venous leg ulcers.
Give full clinical detail:
	
	

	OR
	High risk significant superficial vein thrombosis (SVT) (previously known as superficial thrombophlebitis), with a hard, painful, red vein affecting the saphenous vein (great or small saphenous) or above the knee (these patients should be referred to the thrombosis team/pathway as an emergency - Addenbrooke’s superficial vein thrombosis guideline
Give full clinical detail:
	
	

	Or
	High risk skin changes at risk of ulceration, such as lipodermatosclerosis (with skin thickening and/or skin contour changes) or atrophie blanche, diagnosis confirmed in secondary care.
Give full clinical detail:
	
	



	Section 1b:  Referral Information

	Where patients have the following signs and symptoms these conditions are a low clinical priority and prior approval from the Exceptional Cases Panel is required before the patient can be listed for surgery:
	Tick boxes as appropriate

	
	R leg
	L leg

	
	
	

	
	Quality of life, symptoms such as severe pain, itching or burning requiring regular medication and affects activities or daily living (but excludes occupational factors).
Give full clinical detail:
	
	

	OR
	Recurrent low risk superficial vein thrombosis (SVT) – 2 or more episodes or SVT in below the knee varicose veins only.
Give full clinical detail:
	
	

	OR
	Skin changes at low risk of ulceration, such as varicose eczema and pigmentation.
Give full clinical detail:
	
	



	[bookmark: _Hlk488757998]AND
	Smoking statement:
	

	
	Non-smoker.
	

	OR
	Has been referred to a Stop Smoking Service.
	

	OR
	Was offered but declined to be referred to a Stop Smoking Service.
	



	SECTION 2:  Exceptional Case Referral – send to cpccge-ifr@nhs.net in Word format.

	Where evidence is not provided to meet the above criteria please provide full clinical detail as to why CCG Exceptional Funding is considered appropriate in this case.  (Please enter text below.)




	For completion by Exceptional Cases Administrator	
	Tick boxes as appropriate

	EC Number:
	CP
	Date of Exceptional Cases Panel:
	

	Exceptionality demonstrated.	Funding approved.
	

	Exceptionality not demonstrated	Funding declined.
	

	Inadequate information provided.	Return proforma to GP.
	

	Other:  The policy does not apply.	GP to refer through commissioned pathway.
	

	Reason:

	

	Form returned to GP confirming EC Panel decision:
	
	Date:
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