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Executive Summary: 
 

This paper is in three parts:  
 

1. Part one provides background to the consultation and 
describes the consultation programme and activities 
undertaken 
 

2. Part two presents the findings of the consultation 
programme – the public feedback received for each of the 
proposals 
 

3. Part three sets out the options against each proposal 
together with a series of key issues raised and responses, 
to aid discussion on options.  

 
Recommendations  
to the members: 
 

Members of the joint committee are asked to note the 
consultation programme undertaken, the findings from the 
consultation and to come to decisions on each of the original 
consultation proposals.  

Conflicts of Interest 
involved: 
 
 

 
There are no conflicts of interest identified by the members of 
the joint committee.   
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Type Description  
Direct (or personal) 
financial interest  

A direct financial interest is one where there is or appears to be 
opportunity for personal financial gain or financial gain to close family 
members, close friends and associates, and business partners 
(dependent on the circumstances and the nature of such relationships).  

Indirect (or non-
personal) financial 
interest  

An indirect financial interest involves payment or other benefit to a 
department or organisation in which the individual is employed or 
otherwise engaged but which is not received personally.  

Non-financial interests  A non-financial interest is one where there is or appears to be an 
opportunity for non-financial gain (e.g. status), or where an individual’s 
decision making is or could be compromised for example due to a conflict 
of loyalty.  
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Chief Executives’ introduction  
 
Our CCGs face a difficult problem.  We have limited budgets and care is expensive. 
The number of people who need health services is increasing and many people are 
living longer, often with complex conditions.  National and local shortages of NHS 
staff mean that we have to make sure that doctors’, nurses’ and other specialists’ 
time is used wisely.   
 
There is a widening gap in our area between the money coming in to pay for NHS 
and social care and the amount we need to spend.  The health and care funding gap 
for Hertfordshire and west Essex as a whole is forecast to reach £550 million by 
2021 if we don’t take action to improve the health of our population, deliver services 
differently and work more efficiently.   
 
Herts Valleys CCG specifically faces a particularly pressing financial challenge and, 
at the end of 2016, was placed in formal financial turnaround. This places additional 
requirements on us in terms of implementing savings this year. 
 
Wherever we can, our organisations are making changes in ways which won’t affect 
services. We’re cutting our administration costs, making better use of technology and 
our buildings, and working to get the best value for money from the organisations we 
pay to deliver health and care services. 

 
It is also vitally important that we encourage our residents to take more responsibility 
for their own health and wellbeing, wherever possible, freeing up limited NHS 
resources for priority treatments. We know that the proposals consulted upon this 
summer will not resolve all the financial issues the system faces, but should be seen 
as part of a wider ongoing dialogue with the public about how the NHS is used and 
what we can all do to engage with it responsibly.  

 
When we surveyed our population earlier this year, over 1,000 respondents told us 
that the local NHS should prioritise treatments that: are scientifically proven to be 
effective, deliver lasting health benefits, improve patients’ quality of life and make the 
best use of NHS resources.  
 
We don’t have the money to do everything we currently do, so between June and 
September this year, both Hertfordshire CCGs carried out consultations to ask 
residents to give their views on a range of specific proposals.  
 
The proposals were arrived at following a number of internal meetings, primarily with 
local clinicians, and following the agreement of a prioritisation framework. 
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Across Hertfordshire, the proposed changes include:  
 
• Requiring people who smoke or whose weight is classified as ‘obese’ to 

improve their health before non-urgent surgery. 
 
• Limiting the routine prescription of food supplements, medicines and products 

that can be bought without prescription for short-term conditions and minor 
ailments.  

 
• Restricting the prescribing of gluten-free foods. 
 
• Stopping NHS funding for female sterilisation procedures.  
 
• Stopping the routine funding of vasectomies (this proposal would only affect 

patients in the Herts Valleys CCG area). 
 
This set of possible measures was approved by both organisations as proposals for 
further consideration around which we were very keen to gain the widest possible 
views from local people.  It should be noted that all of the proposed changes would 
allow exceptional clinical circumstances to be taken into account on a case-by-case 
basis.   
 
We also consulted on the availability of in vitro fertilisation (IVF) and specialist fertility 
services, together with West Essex CCG – our CCG partners in the Hertfordshire 
and West Essex area Sustainability and Transformation Partnership area. 

 

2.       Developing the consultation programme 

The CCGs had broad agreement on the proposals, although only Herts Valleys CCG 
decided to include the proposal to restrict vasectomies. In addition, we were at 
different starting points on the IVF consultation – with ENHCGG currently offering 
three cycles, and Herts Valleys just one. Both organisations had a clear ambition to 
try to achieve more consistency across the county and there was hope that we would 
come to the same or at least similar conclusions on these policy issues.   

In drawing up plans for the consultation we were supported by key stakeholders, in 
particular, local Healthwatch and by officers and the Chair of the Hertfordshire Health 
Scrutiny Committee.  

We also benefitted from receiving input from patient representatives on the format 
and content of the consultation documents themselves, to make them as clear, 
accessible and transparent as possible.   The Consultation Institute advised us 
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formally on the exact content of the consultation papers – using good practice and 
observing the following principles:  

• sufficient reasons must be put forward for the proposal to allow for
intelligent consideration and response

• adequate time must be given for consideration and response
• the product of consultation must be conscientiously taken into account.

3. Objectives and approach

Our programme objectives were to raise awareness of the consultation and to 
encourage a wide range of people to fill in and submit the questionnaire. We also 
had a broader aim: to share with as many people as possible the wider background 
to the consultation – the challenges facing the local NHS and the need to change in 
order to achieve long term sustainability. We also hoped to gather views about other 
measures the local NHS might take to achieve our objectives.  

We wanted to reach a broad audience and to have a dialogue, both with those who 
regularly come and talk to us about issues and also those people who have not 
previously engaged with us at all. And of course we wanted to try as far as possible 
to access the breadth of people in terms of, for example, geography, age, gender, 
ethnicity and so on.   

The two CCGs embarked on this programme with the express intention of using a 
wide range of channels so that we had the best chance of reaching an audience 
representative of the local population.  

We have also been mindful of the need to deliver this very important programme at 
minimal cost. So, we have undertaken the engagement activities using our own staff 
resources – senior managers, board clinicians, communications team members and 
other colleagues from our CCGs. We have also benefitted hugely from the 
participation of patient representatives acting as volunteers, many of whom have 
worked tirelessly to get the word out and support the programme.  

We have engaged and paid for external support for two specific pieces of work: 

• We commissioned an agency, ActionPoint Marketing Solutions Ltd, to host 
and manage the survey and responses. We were keen to follow good 
practice in commissioning an independent organisation to handle responses 
and report on the findings. Actionpoint’s detailed report on the survey 
responses follows, together with views gathered from face-to-face meetings 
and via written submissions from organisations

As well as placing the survey online, we made paper copies of the 
consultation available and provided some pre-paid envelopes. 
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• We have had advice from the Consultation Institute – both on the consultation 

document itself and on the way we ran the programme. Again, we are 
following good practice in having a specialist to review our work and provide 
us with advice to make sure the programme is robust. They provided us with 
some steer mid-way through the consultation around increasing survey 
numbers and the geographical spread of responses.  
 

Paid-for publicity included an advertisement in the county council’s residents’ 
magazine, ‘Horizons’, which is delivered without charge to hundreds of thousands of 
homes in Hertfordshire.  We also paid for Facebook advertising, for example, 
targeting people in advance of public meetings in their area. This was at very low 
cost.  

4. Engagement activities 

A detailed account of our consultation programme is contained in the appendices. 
Below is an outline of how we engaged with local people during this period: 

• Eleven traditional-style public meetings, with CEOs and GP board members 
presenting proposals and taking questions, with some detailed discussions in 
smaller groups.  At some sessions over a hundred people participated. The 
majority of these events were facilitated by either the Healthwatch Chair or 
Chief Executive Officer.  

• Drop- in sessions – where we have handed out information and spoken to 
members of the public attending our local hospitals, sports events, markets, 
libraries and so on. Materials used included the survey itself and a postcard 
with information about how to respond online.   

• Community meetings – this is where we attended and spoke with groups such 
as Hertbeats in St Albans and  University of the Third Age, where audiences 
of 100 plus  have heard the presentation and taken part in discussions. We 
have also held similar smaller scale events with a variety of other voluntary 
sector partners. 

• Community events – such as Herts Pride; East and North Herts Trust AGM; 
Hertfordshire health and wellbeing conference; practice nurse conference; 
carers’ hub; youth councils; and Hertfordshire health walks.  These events 
were used to raise awareness and encourage involvement in the consultation.  

• Patient groups and representatives – including sessions at locality patient 
groups, Herts Valleys patient involvement committee, the Hertfordshire 
wheelchair services group and introduction to integrated personal 
commissioning events run recently across the county. 

• GP surgeries – talking to patients in waiting areas, explaining the consultation 
and encouraging people to complete the survey. A number of practices have 
also sent texts to patients, including links to the survey.  
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• Health scrutiny committees – Hertfordshire County Council and some district 
councils. 

• Meetings with stakeholder and special interest groups - such as Coeliac UK 
and a local coeliac support group.   

• Staff information sessions - both CCGs held a number of staff workshops on 
the consultation topics and young volunteers at the Lister Hospital in 
Stevenage also gave their views.  

In addition to the face-to-face activities, we used a range of other channels to 
promote the consultation, including:  

• Social media with #nhsletstalk – extensive tweeting from corporate accounts 
and other individual tweeters; Facebook community pages, Facebook and 
Instagram advertising. All of these with a focus on using eye-catching posts 
and imagery to draw attention.  

• Partner networks - distribution of materials to NHS staff groups, district 
councils, parish councils, Hertfordshire County Council (HCC) – including 
2,500 members of HCC’s citizen panel.  

• Publicity on GP surgery screens. A number of practices have also sent texts 
to patients, including links to the survey.  

• Advertisement in Horizons magazine to all Hertfordshire residents. 
• Press releases to local news outlets and broadcast media – resulting in local 

and national coverage.  

5. Responding to the mid-way report  

Six weeks into the programme, we received a report on survey activity to date. As a 
result of that and as we headed into the final four weeks of the consultation period 
we aimed to increase the overall numbers completing the survey. We redoubled our 
efforts on social media and arranged some additional sessions to talk to local people 
face-to-face in an environment where they might be more likely to complete and 
submit the survey. This included some GP practice waiting areas.  

We also wanted to make sure that the most populated areas were those from whom 
we received the most responses. Evidence indicated a lower response rate in 
Watford than anticipated, so we directed a good deal of our attention to people living 
in Watford, including running a stand at the Watford family sports day at the start of 
September and targeting Watford GP practices. This led to a substantial increase in 
the number of hard copy surveys being submitted.  

We also made renewed contact with groups representing people from ethnic minority 
groups to see if we could increase the proportion of completed surveys coming from 
those communities.    
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6. Conclusions 

The process we ran for the ten weeks of the consultation programme was wide- 
ranging and made use of a number of different methods to raise awareness among 
local people and to encourage people to participate by giving their views.  

We were particularly pleased with the number of people who came to our various 
events and who had not been involved with our organisations previously. The age 
profile of respondents – as reflected in the demographic information contained within 
the consultation findings - suggested that we had reached groups that tend not to 
participate in programmes of this kind run by local NHS organisations. 

Throughout our programme, our board members – as decision-makers - have been 
keen to participate in public meetings and other sessions where they have been able 
to listen directly to local people giving their views about the proposals put forward.  
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Appendix A: Engagement Activities 
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Activity type  Activities undertaken  Numbers of 
public 
involved 

Public Meetings 
focussing on 
Let’s Talk 
discussion with 
presentations 
and discussions 

Hemel Hempstead, Harpenden, Rickmansworth, Borehamwood, Watford 
 

355 
 

Hertford, Bishop’s Stortford, Stevenage, Broxbourne, Letchworth and Welwyn Garden City 

146 

Patient Groups Initial discussions with Herts Valleys public and patient involvement committee on consultation 
document and detailed Let’s Talk discussions with patient representatives from practice patient 
groups, locality groups and West Herts Hospitals Trust patient panel. 
PPI Development sessions, PPI Committee, Patients Panel, Watford and Three Rivers Conversation 
event, Planned and Primary Care Network 

110 

Meetings held with patient commissioning groups,  the Hertfordshire wheelchair user group, East and 
North Herts Trust stakeholder group and Youth Forum 85 

Clinicians and 
providers 

Discussions and communication direct with GPs and other clinicians:  
GP Forum, locality meetings, meeting with West Herts Hospitals Trust clinicians 100 

Staff Presentations at staff briefings and events, information via staff bulletins and other office-based 
communications channels 
 

540 

GP Practices Information stands, talking directly to patients, encouraging completion of  survey and noting 
feedback. 
Waiting room screens and text messages direct to patients from some GP practices  

95,000  

Community 
meetings 

Community group meetings providing opportunity for one to one or group discussions, including:  
Stay and play groups; Homestart  family session; Healthwalks; carers hubs; Headway support group; 
St Albans Heartbeats; Watford Heart Support Group;, U3A St Albans, Watford and Three Rivers 
luncheon club, Bushey Forum, CVS group meetings 

455 

 
Drop-ins 

Information stands, handing out information and speaking to members of the public, in areas of high 
public footfall, such as: Sportspace, Hemel Hempstead; St Albans City Hospital; The Forum, St 
Albans; Borehamwood Library; Lister Hospital, New QEII Hospital; Hertford County Hospital; 
Hertfordshire County Council offices  

365 
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Community 
events 

Community events providing an opportunity to hand out information and speak to members of the 
public: Redbourn village day, Herts Pride, Watford Big Family Sports Day, market stall St Albans 470 

 
Stakeholder 
meetings 

Detailed discussions and presentations, including: 
Hertfordshire County Council health scrutiny committee; St Albans health and wellbeing partnership 
meeting; Dacorum health scrutiny; CEO Healthwatch Herts;  Herts Health and Wellbeing Board 
Conference;  Hertsmere Health and Wellbeing Group, Coeliac Support Group, Stevenage Borough 
Council, Hertfordshire compact , East and North Herts Trust AGM, practice nurse conference  

 
 

917 

 
Partner networks 

Information sent by Herts Community Trust to 2000 staff and 3000 members, liaison with West Herts 
Hospitals NHS Trust, Herts Partnership Foundation Trust , district and borough councils 
Also sent by East and North Herts Trust to 5,700 members, included in their Daily News all-staff 
briefing and sent by Herts County Council to their 2,500 citizen panel. 

13,200 

Stakeholder 
communications 

Let’s Talk written briefings: 
Stakeholder briefing letters; STP newsletters; ‘Herts Valleys Voices’. Distribution includes:  MPs, 
councillors, partners, voluntary and community organisations, public members.. 

7,025 

Printed 
publications 
 

Horizons magazine: delivered to every household in Herts 
GP bulletins to all practices  
A6 promotional postcards handed out at events and in public places across Hertfordshire 470,000 

 
Printed  and 
broadcast media 

News articles and letters to editors highlighting key stages in the process and encouraging local 
people to participate featured in key local media including: 
 Watford Observer, Herts Advertiser, Radio Verulam and Hemel Gazette. Also BBC three counties 
radio and national media including Guardian, Telegraph and Sunday Times 
Coverage specific to East and North Hertfordshire included: The Comet, Hertfordshire Mercury series  
Welwyn Hatfield Times  and BOB FM  

286,000 (based on 
published 

circulation/audience 
figures for local 

media) 
 

 
Social media 
(Facebook and 
Twitter) 

Targeted social media campaign using Twitter and Facebook.  
 Posts included engaging, relevant images paired with short and snappy text and links to the 
consultation documents and questionnaire. Posts were scheduled at various times of the day and 
evening throughout the week. A few ‘boosted’ posts whereby we targeted specific areas with lower 
participation, such as Watford. In addition, paid for Facebook campaigns targeted particular areas. 

58,913 
Facebook reach 

(no of times a post 
appeared in 

facebook feeds) 
The Twitter campaign received over 150,000 impressions (number of  times a post appeared on a 
twitter feed) with an engagement rate (link, clicks, retweets, replies and likes) of 1.2% which 
compares very favourably with the Twitter average of 0.07% (http://follows.com/blog/2017/06/good-
engagement-rate-tweets) 

153,576 
Twitter impressions 
(no of appearances 

in twitter feeds)  
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IVF and  
fertility services 
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East and North Hertfordshire CCG, 

Herts Valleys CCG and 

West Essex CCG

 6 July – 14 September 2017
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Seeking your views on IVF and fertility services in 
Hertfordshire and west Essex 
 
This document seeks the views of people living in Hertfordshire and the 

West Essex CCG area on proposed changes to NHS‐funded IVF (in vitro 

fertilisation) and specialist fertility treatment.   

 

Who are we? 

Clinical Commissioning Groups (CCGs) are 

the local NHS organisations which plan and 

pay for local health care and make sure that 

our residents receive good care.  

 

The three CCGs which are responsible for 

the 1.5 million population of Hertfordshire 

and west Essex are called NHS Herts Valleys 

CCG, NHS East and North Hertfordshire CCG 

and West Essex CCG.    

Like all CCGs, our three organisations are led 

by local doctors representing the needs of 

their patients and the views of their GP 

colleagues, as well as ‘lay’ members, who 

are not doctors and represent the local 

community. 

 

 

 

 

 

 

 

 

 
All three CCGs have started to work more 

closely together as part of the Hertfordshire 

and west Essex ‘Sustainability and 

Transformation Partnership’ (STP) to 

improve patient care and deliver more 

effective, joined‐up and affordable services.  

We also want to start to offer the same NHS 

services regardless of where in Hertfordshire 

or west Essex people live.  There are 

currently differences in what the NHS will 

pay for in each of our CCG areas, so we are 

working to make services fairer and more 

consistent.  

 

 

 

 

 

 

 

 

Herts Valleys CCG 

East and North 
Hertfordshire CCG  

West Essex CCG

Please note that Royston is 

not part of East and North 

Hertfordshire CCG but 

instead belongs to 

Cambridgeshire and 

Peterborough CCG  
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The challenges we face 

Our CCGs face a difficult problem.  We have 

a limited budget and care is expensive. The 

number of people who need health services 

is increasing and many people are living 

longer, often with complex conditions.  

National and local shortages of NHS staff 

mean that we have to make sure that 

doctors’, nurses’ and other specialists’ time 

is used wisely.  We also need to make the 

best use of the money available so that we 

can help as many people as possible to live 

healthier, longer lives, avoiding preventable 

illnesses.  

There is a widening gap in our area between 

the money coming in to pay for NHS and 

social care and the amount we need to 

spend to meet the needs of our population.  

This gap in Hertfordshire and west Essex is 

forecast to reach £550 million by 2021 if we 

don’t take action to improve the health of 

our population, deliver services differently 

and work more efficiently.  

Wherever we can, we are making changes in 

ways which won’t affect services.  Through 

the Hertfordshire and west Essex 

Sustainability and Transformation 

Partnership (STP), we’re cutting our own 

administration costs and working to get the 

best value for money from the organisations 

we pay to deliver health and care services.  

We also plan to make better use of 

technology and our buildings, in order to 

save money.  You can read more about these 

plans online on the STP website at:  

www.healthierfuture.org.uk  

 

 

We simply don’t have the money to provide 

everything and continue as we are, so we 

want to hear your views about some 

difficult decisions on how we spend the 

money available to the local NHS.   

Seeking your views 

Earlier this year, both Hertfordshire CCGs 

carried out a survey to ask their residents 

their views on how we should prioritise 

spending.  The results showed that people 

think it’s important to prioritise treatments 

that are scientifically proven to be effective, 

deliver lasting health benefits, improve 

patients’ quality of life and make the best 

use of NHS resources.  We also asked for 

savings suggestions and we received a wide 

range of ideas. 

Using local people’s ideas, together with 

suggestions that have come to us from 

others – including national consultations and 

local GPs ‐ we have drawn up some 

proposals for changes that we would like to 

ask you about.   

This document explains why we are 

considering changing our policies on IVF and 

specialist fertility services.  We have 

questions that we would like you to answer 

so that we can find out what you 

think.    
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We are also consulting the public in 

Hertfordshire about a range of other 

proposals: 

 

 Requiring people who smoke or whose 

weight is classified as ‘obese’ to 

improve their health before they have 

non‐urgent surgery  

 

 Limiting the routine prescription of 

food supplements, as well as medicines 

and products that can be bought 

without prescription for short‐term 

conditions and minor ailments  

 

 Restricting the prescribing of gluten‐

free foods 

 

 Stopping NHS funding for female 

sterilisation procedures  

 

 Stopping the routine funding of 

vasectomies (this proposal would only 

affect patients in the Herts Valleys CCG 

area) 

 

Find out more and give your views here: 

www.healthierfuture.org.uk/NHSLetsTalk   

The information you supply in response to 

this consultation will be securely collected 

and analysed by an independent research 

organisation.      

 

Your responses will be kept completely 

confidential and in accordance with the Data 

Protection Act 1998.  Our aim is not to be 

intrusive and we won’t ask irrelevant or 

unnecessary questions.  

 

Our proposals 

Together with many other CCGs across the 

country, each CCG in our area is considering 

whether IVF (in vitro fertilisation) and 

associated specialist fertility treatments 

should continue to be funded by the local 

NHS.   

 

Each CCG has different options to consider, 

because the funding of IVF and specialist 

fertility services is different in each area.   All 

three CCGs are part of a bigger collective 

purchasing arrangement which means that 

we already secure specialist fertility services 

as cheaply as we can.   

 

If no changes are made to existing IVF and 

specialist fertility services, each CCG would 

need to look to other areas of healthcare in 

order to make the savings needed.  

 

We know that NHS funded IVF and specialist 

fertility treatments are valued by patients 

who have been trying for a baby without 

success.  People affected by infertility are at 

significantly greater risk of experiencing 
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mental health issues than those who are 

not.  However IVF treatment is usually 

unsuccessful ‐ and can lead to mental health 

problems.1   IVF and specialist fertility 

treatments are also expensive ‐ each cycle of 

IVF typically costs around £3,200 in our area.   

 

We need to balance the funding for this 

treatment with the other services and 

treatments we offer, so we are proposing to 

make changes to NHS funding for IVF and 

specialist fertility treatments.  

 

Important note 

Each of the three CCGs taking part in this 

consultation about IVF and fertility services 

is responsible for its own population and has 

its own governing body and budget.  If a 

decision is taken to reduce or stop the NHS 

funding of a service in one CCG area, savings 

cannot be transferred to another CCG.    

 

 

 

 

 

 

 

 

 

                                                       
1 Gameiro S, van den Belt‐Dusebout AW, Smeenk JM, Braat DD, 

van Leeuwen FE, Verhaak CM. (2016) Women's adjustment 
trajectories during IVF and impact on mental health 11‐17 years 
later. Hum Reprod. 2016 Aug;31(8):1788‐98. doi: 
10.1093/humrep/dew131. Epub 2016 Jun 9. 

What are IVF and specialist 

fertility treatments?   

While most women who are trying for a 

baby become pregnant within two years, 

current NICE guidance indicates that around 

10% are unsuccessful.  

 

Infertility can have many causes, which 

affect both men and women.  Some of these 

can be treated relatively simply and quickly 

without the need for IVF (in vitro 

fertilisation) or specialist fertility treatment.  

This consultation only concerns the 

provision of IVF and the following specialist 

fertility treatments: 

 In vitro fertilisation (IVF)  

‐ during IVF, an egg is removed from the 

woman's ovaries and fertilised with a 

man’s sperm outside the body.  Usually 

one or two resulting fertilised eggs, 

called embryos, are then returned to the 

woman's womb.  If one of them attaches 

successfully, it results in pregnancy.  

 

 intra‐cytoplasmic sperm injection (ICSI) 

‐ when a single sperm is injected directly 

into an egg, instead of fertilisation taking 

place in a dish where many sperm are 

placed near an egg.   

 

 Intrauterine insemination (IUI)  

‐ a fertility treatment that involves 

directly inserting sperm into a woman's 

womb. 

 

 Surgical sperm retrieval  

‐ a small operation to remove the sperm 

from the epididymis or directly from the 

testicles 
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 Cryostorage of male and female gametes 

and embryos ‐ where sperm, eggs or 

embryos are frozen and stored, usually 

before treatments that have the 

potential to make people infertile  

 

 Egg and sperm donation ‐ where egg or 

sperm donated from a third party is used 

for IVF when no other treatment is 

suitable 

 

Whatever the outcome of this consultation, 

anyone experiencing fertility problems 

would still be able to consult their GP and 

where appropriate, be referred to a 

specialist for further investigation to 

establish why they are not getting 

pregnant.  

 

 

 

NICE guidance on fertility 

IVF and specialist fertility treatments have been routinely available on the NHS since 2004 for 

people who meet set criteria.  The National Institute of Health and Care Excellence (NICE) initially 

advised Health Authorities to provide women who met the criteria with one cycle of IVF.  This has 

increased to three cycles for women under 40 and one cycle for women aged between 40 and 42.  

Access to fertility treatment should be after a two year period of infertility with the same partner.  

You can read the NICE guidance here: www.nice.org.uk/guidance/CG156/ 

 

What is the position today in 

Hertfordshire and west Essex? 

Although NICE guidance is recognised 

nationally as best practice, in England, IVF 

and specialist fertility treatments are funded 

by local CCGs which can set their own local 

criteria.  CCGs may choose not to fund these 

treatments at all, or limit the number of 

cycles offered and most do this. 

 

At present, NHS funded IVF is only offered to 

people meeting strict eligibility criteria.  The 

number of cycles of IVF the NHS will fund in 

our area depends on where in Hertfordshire 

or west Essex you live: 

 

 

 

 

 In the East and North Hertfordshire CCG 

area, three IVF cycles are offered for 

women under 40 and one cycle for 

women aged 40‐42.  For more details see  

www.enhertsccg.nhs.uk/ivf  

 

 

 In the Herts Valleys CCG area, the 

current policy is available here: 

http://hertsvalleysccg.nhs.uk/your‐

health‐and‐services/ivf  
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 In the West Essex CCG area, two IVF 

cycles are offered for women aged under 

40, and one IVF cycle for women aged 40‐ 

42. For more details see 

www.westessexccg.nhs.uk/about‐

us/library/service‐restriction‐

policies/1806‐west‐essex‐ccg‐ivf‐patient‐

leaflet‐1  

 

 

In addition, the following specialist fertility 

treatments, as described on page five, are 

also funded across our STP area.   

 Intra‐cytoplasmic sperm injection (ICSI) 

 Intrauterine insemination 

 Surgical sperm retrieval 

 Cryostorage of male and female gametes 

and embryos 

 Egg and sperm donation 

 

Success rates of fertility 

treatments 

NICE states that around 20‐35% of women 

have a baby after each cycle of IVF.  The 

likelihood of getting pregnant decreases after 

every unsuccessful treatment attempt. 

A study published in the British Medical 

Journal (BMJ) in October 20162 showed the 

chance of having a baby through IVF was 

29.1% as a result of one treatment cycle, 

24.0% after a second cycle and 20.9% after 

three cycles. 

 

 

                                                       
2 David J McLernon et al. BMJ 2016;355:bmj.i5735 

                   

                   

                   

                   

                   

                   

                   

                   

                   

                   

 

For every 100 women (as represented in 

diagram) who have IVF or specialist fertility 

treatment, only between 20 and 35 will have 

a baby as a result, according to NICE fertility 

guidance. 

  Will not have a baby 

  Might have a baby 

  Will have a baby 

 

How much does IVF and specialist 

fertility treatment cost? 

In the East and North Hertfordshire CCG area 

 

 The current policy costs approximately 

£900,000 a year. 

 

 If a decision is taken to reduce this to two 

cycles of treatment, the CCG would save 

around £176,000 a year. 

 

 If a decision is taken to reduce this to one 

cycle of treatment, the CCG would save 

around £456,000 a year. 
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 If a decision is taken not to fund IVF and 

specialist fertility treatment at all, unless 

in exceptional circumstances, the CCG 

would expect, over time, to save most of 

what is currently spent (£900,000 a year). 

 

 

In the West Essex CCG area 

 

 The current policy costs approximately 

£400,000 a year. 

 

 If a decision is taken to reduce this to one 

cycle of treatment, the CCG would expect 

to save around £155,000 a year, although 

the way that data is collected in this area 

means that precise savings are difficult to 

predict. 

 

 If a decision is taken not to fund IVF and 

specialist fertility treatment at all, unless 

in exceptional circumstances, the CCG 

would expect, over time, to save most of 

what is currently spent (£400,000 a year). 

 

 

In the Herts Valleys CCG area 

 

 In 2016/17, the policy cost approximately 

£900,000.  

 

 If a decision is taken not to fund IVF and 

specialist fertility treatment at all, unless 

in exceptional circumstances, the CCG 

would expect, over time, to save most of 

what is currently spent. 

Each of the CCGs involved in this 

consultation has made it clear that 

increasing the number of IVF cycles they 

currently offer is not an affordable option.  

 

Who would be affected by these 

proposals? 
 

Around 500‐600 patients registered with GPs 

in Hertfordshire and west Essex are given 

NHS funding for IVF and specialist fertility 

treatment every year. 

If as a result of this consultation, the decision 

is made to reduce or stop NHS funding for IVF 

and specialist fertility services, those who 

have already begun a cycle of NHS‐funded 

IVF before the policy change is implemented 

would have that cycle funded to completion.  

The provision of any further cycles would be 

subject to the policy agreed.  

If a decision is made to stop funding IVF and 

specialist fertility treatment services 

altogether, this would mean that once the 

new policy takes effect, people in 

Hertfordshire and west Essex will no longer 

be referred for IVF and specialist fertility 

treatments through the NHS.   

Exceptional circumstances 

As is currently the case, in exceptional 

circumstances, an application from a GP or 

specialist could be made to the relevant 

CCG’s ‘Individual Funding Request’ panel.     

 

An Individual Funding Request is where a 

doctor thinks that for clinical reasons a 

patient should be able to have a treatment 

that is not usually funded for others.  Each 

request would be reviewed by a panel of 

clinicians and commissioners who would 

decide whether or not to fund the treatment, 

based on individual clinical circumstances.   

 

 

21



 

9 | P a g e  

IMPORTANT NOTE 

Pre‐implantation genetic testing  

The national organisation, NHS England, 

funds pre‐implantation genetic diagnosis and 

associated specialist fertility treatment.   

 

Therefore the group of patients who require 

pre‐implantation genetic testing would not 

be affected by this proposal.   

 

 

 

 

 

 

 

 

 

 

How will we consult with the 

public? 

It is really important that any decision we 

make is influenced by your views.  We want 

to hear your opinions on the options we have 

set out and any ideas you have which could 

help us to manage the impact of any changes 

to fertility services, if they are made.  

 

You can give us your views any time between 

6 July and 11 September 2017. 

 

We will work with Healthwatch, patient 

participation groups and local community 

and voluntary organisations to make sure this 

consultation reaches as many local people as 

possible. 

 

We will hold meetings and drop‐in sessions 

so that you can have your say face‐ to‐ face. 

Details will appear on this website – 

www.healthierfuture.org.uk  You can also 

give us your views by completing our online 

questionnaire:  

 Complete our online questionnaire: 

www.healthierfuture.org.uk/NHSletstalk  
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If you are unable to do this,  

 Email: info@actionpointms.co.uk 

 

 If you’re responding on behalf of an 

organisation and wish to send us a letter, 

please write to the following address, 

where we will be co‐ordinating responses 

from across Hertfordshire and west 

Essex:   

ActionPoint Marketing Solutions Ltd 

Yew Tree Offices 

Anstey 

Buntingford 

Hertfordshire 

SG9 0DA 

 Phone us on: 01707 685397 

What will happen with your views? 
 

Your views will help inform our decisions about 

the future of IVF and specialist fertility services.  

 

If you are responding as an individual, your 

response (without your name) will be shared 

with the governing bodies/boards of the three 

CCGs and made available for others to see on 

their websites. If you are responding on behalf of 

an organisation or special interest group we will 

include that organisation’s name in the final 

report, which will be presented to the governing 

bodies/boards of all three CCGs.   

 

When the consultation period closes on 11 

September, each CCG will use your feedback to 

help decide which option to implement.       

 

We will publish our decision‐making timetable 

over the summer.   
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Consultation questions 

 
1. Please indicate your preferred option for the CCG area where you are registered with a 

GP.  If you are not registered with a GP, indicate your preferred option for the CCG area 

where you live.  

 

Please do not comment on the policy of more than one area.  

 

If you are unsure which CCG area you live in, look at the map at the beginning of this 

document or go to www.healthierfuture.org.uk to find out. 

 

In East and North Hertfordshire CCG area 

☐    continue to fund the current number of cycles offered  

☐    reduce to two cycles 

☐    reduce to one cycle 

☐    stop funding, except in exceptional circumstances 

☐    stop funding altogether 

 

In West Essex CCG area 

☐    continue to fund the current number of cycles offered  

☐    reduce to one cycle 

☐    stop funding, except in exceptional circumstances 

☐    stop funding altogether 

 

 

In Herts Valleys CCG area 

☐    continue to fund the current number of cycles offered  

☐    stop funding, except in exceptional circumstances 

☐    stop funding altogether 

 

 

2.   Is there anything you’d like to tell us about exceptions to the options we have proposed?   

 

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________ 
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3. Do you think that the proposals in this document could adversely affect you, or someone 

close to you? 

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________ 

 

4. Is there anything else you would like to tell us about IVF and specialist fertility services? 

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________ 

 

About you 

It’s particularly important that you fill in this section of the document which tells us more about 

you.  This is so that we can make sure that we have listened to the views of a broad cross section 

of people in Hertfordshire.  You don’t need to give your name.  

 

5. Are you filling in this survey as a:  

 

☐  Hertfordshire resident  

☐  West Essex resident  

☐  NHS professional  

☐ Someone who works for an 

organisation which provides fertility 

treatment? 

☐ Representative of a community 

organisation. Please specify 

 

__________________________________ 

☐ Elected representative (e.g. councillor 

or MP) Please specify 

 

__________________________________ 
 

6.  Please provide the first part of your 

home postcode (e.g. AL2)  

 

__________________________________ 

 

7. Which GP Practice are you currently 

registered with?  

 

_________________________________ 

 

8. How would you describe your gender? 

 

  ☐  Male       

  ☐  Female 

☐  Prefer not to say 

 

 

25



 

13 | P a g e  

9. How old are you? 

 

☐   Under 16   

☐   16‐25    

☐   26‐40   

☐   41‐65   

☐   66‐74   

☐   75 or over   

☐   Prefer not to say   

 

 

10. Do you live with a disability or long 

term condition? 

 

☐   Yes 

☐   No 

☐   Prefer not to say 

 

If ‘Yes’, please specify the condition or 

disability you live with:  

 

_______________________________ 

 

 

 

11. Which of the following best describes 

your sexual orientation? Only answer 

this question if you are aged 16 years 

or over. 

 

☐   Heterosexual   

☐   Gay man   

☐   Gay woman / Lesbian   

☐   Bisexual   

☐   Prefer not to say   

☐   Other (please specify)   

 

 

 

 

 

12. How would you describe your ethnic origin? 

 

☐  White British (English, 

Scottish, Welsh, Northern 

Irish); White other 

☐  Asian / British Asian (Indian, 

Pakistani, Bangladeshi, 

Chinese); Asian other 

☐  Black / Black British (Black 

African, Black Caribbean); 

other Black background 

☐  Mixed background / Dual 

heritage 

☐  Roma / Traveller 

☐  Other ethnic group (please specify) 

 

______________________________ 

 

 

13. What is your religion or belief? 

 

☐  Buddhist 

☐  Christian (all denominations) 

  ☐  Hindu     

☐  Jewish 

☐  Muslim       

☐  Sikh       

☐  Other (please specify)  

 

_______________________________ 

   

14. Have you or a close family member 

ever received IVF treatment…? 

 

a) I have received IVF…    

☐  funded by the NHS   

b) ☐  paid for privately 

c) A member of my family has 

received IVF….  

☐  funded by the NHS   

☐  paid for privately 
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15. Do you have caring responsibilities? (If yes, please tick all that apply)  

 

☐  None     

☐  Primary carer of a child/children (under 18)   

☐  Primary carer of a disabled child (under 18) 

☐  Primary carer of a disabled adult (18 and over) 

☐  Primary carer of an older person 

☐  Secondary carer (another person carries out the main caring role) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Thank you for taking part in this important decision‐making 

process.   

 

We would like to keep you informed on local NHS developments. 

Please add your contact details below (email is preferred). 

 

If you would like to receive this information in large print, easy 

read, audio or braille; or want it to be translated into a different 

language, please call 01707 685397 or email 

communications@enhertsccg.nhs.uk 
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#NHSLetsTalk

www.healthierfuture.org.uk/NHSLetsTalk

 

A Healthier Future 
Let’s Talk 

6 July – 14 September 2017

Herts Valleys CCG and East and North Hertfordshire CCG28
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A Healthier Future – Let’s Talk 
 

Who are we? 
NHS East and North Hertfordshire and NHS Herts Valleys Clinical Commissioning Groups 

(CCGs) are the organisations responsible for planning and paying for local health care and 

making sure that our residents receive good care.  Like all CCGs, our organisations are led by 

local doctors representing the needs of their patients and the views of their GP colleagues, 

as well as lay members of the local community.   

 

Herts Valleys CCG      East and North Hertfordshire CCG    

            Please note that Royston is part of   

            Cambridgeshire and Peterborough CCG 

    

The challenges we face 
 

Our CCGs face a difficult problem.  We have a 

limited budget and care is expensive. The 

number of people who need health services is 

increasing and many people are living longer, 

often with complex conditions.  National and 

local shortages of NHS staff mean that we 

have to make sure that doctors’, nurses’ and 

other specialists’ time is used wisely.   

 

 

We need to make the best 

use of the money available so 

that we can help as many 

people as possible to live healthier, longer 

lives, avoiding preventable illnesses.  

 

We simply don’t have the money to do 

everything and continue as we are, so we 

want to hear your views about some difficult 

decisions on how we spend the money 

available to the local NHS.   
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There is a widening gap in our area between 

the money coming in to pay for NHS and 

social care and the amount we need to 

spend.  To address this issue, the CCGs 

across Hertfordshire and west Essex have 

started to work more closely together as 

part of a ‘Sustainability and Transformation 

Partnership’ (STP) to improve patient care 

and to deliver more effective, joined‐up and 

affordable services.  The health and care 

funding gap for Hertfordshire and west 

Essex is forecast to reach £550 million by 

2021 if we don’t take action to improve the 

health of our population, deliver services 

differently and work more efficiently.  

 

We also want to start to offer the same NHS 

services regardless of where in our STP area 

patients live.   

 

Wherever we can, we are making changes 

in ways which won’t affect services. We’re 

cutting our own administration costs and 

working to get the best value for money 

from the organisations we pay to deliver 

health and care services.  We also plan to 

make better use of technology and our 

buildings, in order to save money.  You can 

read more about these wider plans for the 

Hertfordshire and west Essex area online at:  

www.healthierfuture.org.uk  

   

Seeking your views 

Earlier this year, both Hertfordshire CCGs 

carried out a survey to ask their residents 

their views on how we should prioritise 

spending.  The results showed that people 

think it’s important to prioritise treatments 

that are scientifically proven to be effective, 

deliver lasting health benefits, improve 

patients’ quality of life and make the best 

use of NHS resources.  We also asked for 

savings suggestions and we received a wide 

range of ideas. 

	
Using local people’s ideas, together with 

suggestions that have come to us from 

others – including national consultations 

and local GPs ‐ we have drawn up some 

proposals for changes that we would like to 

ask you about.  Our GP board members 

have also carefully considered these 

proposals.     

 

This document outlines some proposals 

which would have an impact on your local 

health services if they are put in place.  

 

Our proposals are about:  

 

 Requiring people who smoke or whose 

weight is classified as ‘obese’ to improve 

their health before non‐urgent surgery  

 

 Limiting the routine prescription of food 

supplements, as well as medicines and 

products that can be bought without 

prescription for short‐term conditions 

and minor ailments  

Our organisations had a combined budget 

of £1.4 billion last year.  That’s around 

£1,200 a year for each person registered 

with a GP in Hertfordshire.  This money 

has to pay for most of the NHS health 

services that people rely on ‐ everything 

from A&E to medicines, operations and 

support for people with long‐term health 

conditions.  Some patients need essential 

care and treatment day and night, which 

costs an average of £940 a week but can 

cost as much as £9,800 a week. 
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 Restricting the prescribing of gluten‐free 

foods 

 

 Stopping NHS funding for female 

sterilisation procedures  

 

 Stopping the routine funding of 

vasectomies (this proposal would only 

affect patients in the Herts Valleys CCG 

area) 

 

We are also consulting on the availability of 

IVF (in vitro fertilisation) and specialist 

fertility services alongside West Essex CCG.  

You can read the separate consultation 

paper on this topic and give your views 

here: www.healthierfuture.org.uk/IVF   

Please read the information that follows 

and answer as many questions as you can. 

The information you supply in response to 

this consultation will be securely collected 

and analysed by an independent research 

organisation.      

Your responses will be kept completely 

confidential and in accordance with the 

Data Protection Act 1998.  Our aim is not to 

be intrusive and we won’t ask irrelevant or 

unnecessary questions.  

 

Thank you for taking the time to give your views on these important 

issues. 

Being fit for non‐urgent surgery  

Being healthy and fit before surgery can 

reduce the risk of serious complications 

during or after surgery, shorten stays in 

hospital and help patients recover better. 

For this reason, we already have criteria 

and support in place for people in 

Hertfordshire who smoke or are severely 

overweight, to encourage them to get in 

better shape before they have non‐urgent 

surgery.   

 

 

 

 

 

 

We want to make the current system more 

effective so we are proposing to 

strengthen the rules so that people go into 

non‐urgent surgery with a healthier weight 

and having quit smoking completely.  

 

These proposals apply to adults and would 

not apply when people need urgent 

surgery.   

 

Getting fit for life 

We know that lifestyle choices can affect 

our health. The most important are 

smoking, an unhealthy diet and lack of 

exercise, which all contribute to diseases 

such as cancer, heart disease and diabetes 

and shorten lives.   
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       21.5% of adults in Hertfordshire  
are obese 

 

 

Getting to a healthier weight or stopping 

smoking isn’t just about being fitter for 

surgery – it’s about being fit for life with all 

the benefits this brings for the person 

concerned, their family and for society as a 

whole ‐ including the NHS. 

 

Losing weight and stopping smoking 

before surgery 

There is always a risk when patients are 

given an anaesthetic but there is strong 

clinical evidence that proves that this risk is 

significantly higher when they are 

overweight and if they smoke.  These 

patients are much more likely to suffer 

serious breathing problems, get infections 

and have heart, kidney and lung 

complications.  It also takes them longer to 

recover and they have a higher risk of 

dying under anaesthetic.  If people are in 

better physical shape before routine 

surgery, it reduces their risks during the 

operation and improves their recovery 

afterwards. 

 

 

 

 

What is BMI? 

Your BMI is calculated using a formula which takes into account your weight and height and 

generates a number called a Body Mass Index which places your weight within a range.  A 

BMI of over 30 is classed as ‘obese’ and a BMI of over 40 is defined as ‘morbidly obese’. You 

can find out more about BMI and how to work out yours here. 

 

Underweight  Healthy weight  Overweight  Obese 

                                            18.5                                                                                           25                              30 
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Stopping smoking before surgery 

Both the long and short‐term benefits of 

stopping smoking are huge.  Evidence 

shows that stopping smoking before 

surgery can:  

 

 Reduce lung and heart complications  

 Speed up wound healing time  

 Reduce the time a patient needs to stay 

in hospital after an operation  

 In the long‐term reduce the risk of 

heart disease, cancer and premature 

death.   

   

   

 

 

 

 

 

 

 

 

If you smoke 20 cigarettes a day,  

you are up to twice as likely  

to develop a wound infection  

than someone who doesn’t smoke 

 
            

 

What is the position today?  

We already have a policy that is designed 

to help people get in better physical shape 

before they have non‐urgent surgery, in 

order to improve the safety of that surgery 

and their recovery afterwards.  

 

This policy applies to people with a high 

BMI (40 for certain situations and over 30 

in others) and to people who smoke.  

 

Patients with a very high BMI currently 

have to lose at least 10% of their weight 

over six to nine months before they can be 

offered surgery.  GPs can give their 

patients advice and refer them to free 

weight‐loss support services to help them 

to do this.   

 

For smokers there is already a ‘stop before 

the op’ policy in place across Hertfordshire. 

The policy requires smokers to be advised 

about the risks of smoking and offered 

support to quit before any planned 

admission to hospital for procedures which 

require an anaesthetic or epidural.  

Currently, around 15% of Hertfordshire’s 

adults are smokers. 

 

Our proposals 

We are proposing a revised set of criteria 

to support patients whose health is at risk 

from smoking or being very overweight, by 

asking them to make bigger improvements 

to their health and wellbeing before they 

have non‐urgent surgery.  

 

These proposed changes will improve the 

health of more people before they have 

surgery and could have lasting health 

benefits.  We know that some people 

would find it difficult to make the changes 

we are proposing and this could mean that 

some people wait longer for non‐urgent 

surgery.   

 

The proposals are more in line with current 

evidence around the risks of smoking and 

the amount of weight that needs to be lost 

before a patient’s health and their 

readiness for surgery improves.  The 

alternative option to this proposal is to 

maintain the current policy. 
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For patients with a high BMI 

 

 ‘Morbidly obese’ patients with a BMI of 

over 40 will not be referred for routine 

surgery until they reduce their weight 

by at least 15% over 9 months or 

reduce their BMI to less than 40 

(whichever is the greater weight loss). 

 

 ‘Obese’ patients starting out with a BMI 

of over 30 will not be referred for 

routine surgery until they reduce their 

weight by 10% over 9 months or reduce 

their BMI to less than 30 (whichever is 

the greater weight loss). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

For patients who smoke 

 

We are proposing that smokers are not 

referred for non‐urgent surgery unless they 

have stopped smoking for eight weeks or 

more before surgery.  All patients who are 

being considered for surgery will have a 

breath test to detect the levels of carbon 

monoxide in their blood. Carbon monoxide 

is a poisonous gas found in tobacco smoke 

which robs the blood of oxygen and makes 

an operation more risky for the patient. 

 

Someone using electronic cigarettes will 

have normal carbon monoxide levels and 

will not be affected by this proposal.   

All patients will be offered help, support 

and advice to quit smoking from the 

Hertfordshire stop smoking service before 

surgery. 

 

Proposed exceptions  

As with the current system, in exceptional 

circumstances, clinicians will allow surgery 

to go ahead even if the smoking and 

weight‐loss criteria are not met.   

 

Exceptions would be made when waiting 

for surgery would be more harmful for the 

patient.  
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Please tell us your views: 
 

Weight loss before non‐urgent surgery 

 

1. Do you agree that we should adjust our policy in line with medical evidence, so that 

morbidly obese patients with a BMI over 40 have to reduce their weight by at least 

15% over 9 months or reduce their BMI to less than 40 (whichever is greater) before 

getting non‐urgent surgery?  Exceptions would be made when waiting for surgery 

would be more harmful for the patient. 

 

☐  I strongly agree with this proposal  

☐  I tend to agree with this proposal  

☐  I tend to disagree with this proposal 

☐  I strongly disagree with this proposal 

 

 

2.  Do you agree with our proposal that anyone with a BMI over 30 will not get  

non‐urgent surgery until they reduce their weight by 10% over 9 months or reduce 

their BMI to less than 30 (whichever is the greater)? 

☐  I strongly agree with this proposal  

☐  I tend to agree with this proposal  

☐  I tend to disagree with this proposal  

☐  I strongly disagree with this proposal 

 

3.   Do you agree with our proposal to require smokers to quit smoking before being 

referred for non‐urgent surgery, unless waiting for surgery would be more harmful 

for them? 

 

☐  I strongly agree with this proposal  

☐  I tend to agree with this proposal  

☐  I tend to disagree with this proposal  

☐  I strongly disagree with this proposal 

 

 

4.   Do you consider that you, or somebody close to you, could be affected by this 

proposal? 

 

☐  Yes 

☐  No 
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5.   Please tell us why you have reached your decision and also if you have any other 

comments on these proposals for BMI and smoking and routine surgery, such as your 

views on their potential impact on the public. 

 

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________ 

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________ 

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________ 
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Gluten‐free food on prescription  

Background 

Coeliac disease is a long‐term condition 

that is believed to affect approximately 1 

in every 100 people in the UK.  It is a 

lifelong, serious disease caused by the 

immune system reacting to gluten in food. 

This damages the surface of the small 

bowel (intestines) disrupting the body’s 

ability to absorb nutrients from food.  

 

There is no cure for coeliac disease and 

the only treatment for the condition is a 

strict gluten‐free diet for life.  

 

Gluten is a type of protein that is found in 

three types of cereals: wheat, barley and 

rye. Gluten‐free foods are a good 

alternative for people who have been 

formally diagnosed with coeliac disease or 

dermatitis herpetiformis (a skin condition 

linked to coeliac disease) and who want to 

continue to eat similar foods to the ones 

that contain these cereals.  

 

Certain gluten‐free foods are currently 

available on NHS prescription for people 

with coeliac disease. The items available 

on prescription for people living in west 

Hertfordshire were restricted last year by 

Herts Valleys CCG.  In the East and North 

Hertfordshire CCG area, gluten‐free foods 

such as bread, pasta and pizza bases are 

still available on prescription.   

 

The NHS nationally has been carrying out a 

public consultation on this issue, which 

closed on 22 June.  In future, this could 

have an impact on policies across the 

country. In the meantime, we are asking 

these questions to find out what people in 

Hertfordshire think about this issue.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

A wide range of foods are 

naturally gluten‐free  

 

 

 

 

 

The NHS in Hertfordshire spends around 

£500,000 a year on prescriptions for 

gluten‐free products 
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Our proposal 

We are proposing that the NHS across 

Hertfordshire no longer provides  

gluten‐free food on prescription. In future, 

people would have to buy their  

gluten‐free food in supermarkets and local 

shops.   

 

We would hope to save at least £200,000 

across Hertfordshire if this proposal was 

implemented. 

 

Exceptions would be made for people with 

learning disabilities, who could otherwise 

find it difficult to choose food products 

which are suitable for their illness.  

 

The alternative option to this proposal is to 

maintain the current policy, unless a 

decision is made as a result of the national 

consultation which we would be required to 

put in place.   

 

Why are we proposing a change to gluten‐

free prescribing?  

We need to use our limited funds to improve 

the health of our population and focus on 

the treatments that keep people healthy. 

Using this budget to provide everyday food 

at a cost to the NHS is increasingly thought 

not to represent a good use of resources.  

 

The NHS does not generally provide food 

on prescription for other groups of 

patients whose health can be managed by 

eating a diet naturally free from the 

ingredients that affect them.   

 

 

 

There are also a number of naturally 

gluten‐free carbohydrates which are 

widely available. These include rice, 

potatoes and flour alternatives such as 

millet and cornflour.   

 

People who need to follow a gluten‐free 

diet can now readily buy gluten‐free 

products in a supermarket and changes to 

the law means food labelling has 

improved, making it easy to see which 

foods contain gluten.  

 

It is significantly more expensive for the 

NHS to supply gluten‐free foods on 

prescription to patients than it is for 

people to buy them themselves from 

supermarkets and shops.  A gluten‐free 

loaf of bread purchased from a 

supermarket typically costs between £2 

and £3.   

 

The NHS in Hertfordshire currently spends 

around half a million pounds on gluten‐

free food on prescription.  

 

Who would be affected by this proposal? 

If we implemented this proposal, patients 

with coeliac disease would no longer be 

able to get food items on prescription, 

with the exception of people with learning 

disabilities.   

 

People on a low income who have coeliac 

disease would be more affected by this 

proposal as gluten free products still tend 

to be more expensive.  

 

38



12 | P a g e  

Tell us your views: 

1. Do you agree with the proposal that gluten‐free foods should not be available on 

prescription, with the exception of people with learning disabilities? 

☐  I strongly agree with this proposal 

☐  I tend to agree with this proposal  

☐  I tend to disagree with this proposal  

☐  I strongly disagree with this proposal 

 

2. Have you, or somebody close to you, been diagnosed with coeliac disease? 

☐  Yes 

☐  No 

 

3. Please tell us why you have reached your decision and add any other comments you 

have on this proposal, such as your views on its potential impact on the public.  If 

there are any specific gluten‐free foods that you feel should remain on prescription 

because they are not easy to buy in shops, please list them here: 

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
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NHS prescriptions for medicines, treatments, 
food items and other items available to buy 
without prescription  
 

Over‐the‐counter medicines, products and 

foods are items that can be bought 

directly without a prescription from a 

high‐street pharmacy, a registered online 

pharmacy, supermarket or other shop.  

 

We are seeking your views on a proposal 

to limit the prescribing of these items.  A 

separate national consultation on the 

prescribing of a small number of other 

‘over‐the‐counter’ products is planned to 

take place this summer.    

 

What are over‐the‐counter medicines, 

treatments and products? 

 

These include: 

  

 Oral painkillers and pain rubs for short‐

term use e.g. paracetamol, ibuprofen, 

Calpol ® 

 Antihistamines, nasal sprays and eye 

drops to treat allergies e.g. hay fever 

 Indigestion treatments e.g. antacids, 

Gaviscon ®, Peptac ®, ranitidine, 

omeprazole 

 Laxatives for short‐term use (less than 

72 hours) 

 Medication and rehydration sachets 

for short‐term diarrhoea (less than 72 

hours)  

 Probiotics – used to improve gut flora 

 Colic treatments for infants, e.g. 

Infacol ®, gripe water 

 Medicines for travel 

 Haemorrhoid treatments  

 Bath oils and shower gels, moisturising 

creams, gels and ointments for dry 

skin conditions with no diagnosis 

 Barrier creams, e.g. for nappy rash 

 Sun screens  

 Antifungal treatments for athlete’s 

foot and nail infections 

 Antifungal treatments for thrush 

 Head lice treatments  

 Cold sore treatments 

 Wart and verruca treatments 

 Threadworm tablets 

 All cough, cold and sore throat 

treatments 

 Eye drops and eye ointments available 

over the counter for dry eyes and 

conjunctivitis, e.g. hypromellose, 

chloramphenicol, Lacrilube ®  

 Dental products e.g. toothpastes, 

mouthwashes, gargles and teething gel 

 Vitamins and supplements, e.g. 

vitamin C, vitamin D, multivitamins, 

body building supplements 

 Prescribing of foods outside of agreed 

guidelines, e.g. some formula milks for 

children aged over 2 years old 

 Antiperspirants 

 Earwax removers and softeners 

 Shampoos ‐ e.g. for dandruff 

 Acne treatments 
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It costs the NHS much more money to 

provide these types of items on 

prescription than it would cost to buy 

them from a shop or pharmacy.  This is 

because the NHS pays for the over‐the 

counter medication plus the cost of a GP 

consultation and the additional cost of 

dispensing the medicine.  For example, a 

packet of 16 paracetamol tablets costs less 

than 25p in a pharmacy or supermarket 

but paracetamol tablets on prescription 

cost at least five times more to the NHS.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Our proposal 

We are proposing to 

limit the prescribing 

of medicines, 

products and food 

items that are available without a 

prescription from a high‐street pharmacy, 

registered online pharmacy, supermarket 

or shop. 

 

These items can be bought at a retail price 

which is often lower than the NHS 

prescription charge (currently £8.60 per 

item). 

 

We are not proposing changes to the 

prescribing of medicines to treat long‐

term conditions ‐ such as regular pain 

relief for osteoarthritis.  

 

This policy would ONLY apply to items you 

can buy without a prescription, so it 

wouldn’t include medicines that are only 

available on prescription such as 

antibiotics, statins and blood pressure and 

diabetes treatments. 

 

The alternative option to this proposal is 

to maintain the current policy. 

 

Why are we proposing this change?  

The NHS spends valuable doctors’ time 

and money prescribing medicines, 

treatments, products and food items that 

are available to buy without a 

prescription. We would expect to save 

around £1million across Hertfordshire if 

this proposal was implemented.   

 

We want to encourage people to take 

more responsibility for their own health 

and wellbeing. This means looking after 

your health, treating minor illnesses at 

What is the position today? 

Last year the NHS in Hertfordshire spent 

over £4 million on providing items, like 

those listed on the previous page, that 

are also available to buy without 

prescription.  It is estimated that 20% of a 

GP’s time and 40% of their total 

consultations are used for minor illnesses 

and common conditions at a cost on 

average to the NHS across the country of 

£2 billion per year.   

 

It can cost the NHS  
5 times more to 
prescribe painkillers 
than if you buy 
them directly from 
your local pharmacy 
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home and seeking help when needed. We 

also want to free up more clinicians’ time 

for patients with complex needs.  Highly 

trained pharmacists are able to offer 

expert advice.  

 

Who would be affected?  

People who currently go to their GP and 

receive prescriptions for these kinds of 

products will need to buy them from 

pharmacies or other shops.   

A doctor will continue to be able to 

prescribe medicines where a treatment is 

needed for a long‐term condition or a 

patient needs quantities that are not 

legally able to be bought over‐the‐

counter. People on a low income would be 

more affected by this proposal.  

 

Important note: if a GP or prescribing 

nurse is concerned for the welfare of a 

patient, a prescription would be issued. 

 

 

Please tell us your views 
 

1. Do you agree with our proposal to review the prescribing of over‐the‐counter 

medicines, treatments and products, as outlined above?  

☐  I strongly agree with this proposal 

☐  I tend to agree with this proposal  

☐  I tend to disagree with this proposal  

☐  I strongly disagree with this proposal 

 

2. Do you think that the proposal outlined above would directly affect you or someone close to you? 

 

☐  Yes 

☐  No  

 

3. Please tell us why you have reached your decision and add any other comments you 

have on this proposal, such as your views on its potential impact on the public.   

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________ 

 

42



16 | P a g e  

Female sterilisation  
 

Herts Valleys CCG and East and North 

Hertfordshire CCG currently pay for 

female sterilisation on the NHS.  We are 

now seeking views on a proposal only to 

fund female sterilisation in exceptional 

circumstances.  

 

What is female sterilisation? 

Female sterilisation is usually carried out 

under general anaesthetic, but can be 

carried out under local anaesthetic, 

depending on the method used. It is a 

long‐term method of contraception. The 

surgery involves blocking or sealing the 

fallopian tubes, which link the ovaries to 

the womb (uterus).  This prevents the 

woman’s eggs from reaching sperm and 

becoming fertilised. Eggs are still released 

from the ovaries as normal, but are 

absorbed back into the woman's body.   

 

What is the position today? 

In 2016/17, the CCGs in Hertfordshire 

funded 102 female sterilisation 

procedures at a cost of around £115,600. 

 

There are many other alternative forms of 

contraception available including long 

acting options for patients and their 

partners which prevent pregnancy for 

several years and are available free from 

GPs or Hertfordshire sexual health 

services. 

 

 

 

 

 

 

 

Our proposal 

We are proposing that the NHS in 

Hertfordshire will no longer fund female 

sterilisation except in exceptional 

circumstances, which would be assessed 

on a case‐by‐case basis if alternative forms 

of long‐acting contraception are 

unsuitable.   

 

The alternative option to this proposal is 

to maintain the current policy. 

 

Who would be affected by these 

proposals? 

Women who are looking for long‐term 

contraception would no longer be 

considered eligible for sterilisations 

funded by the NHS under the proposals, 

except in exceptional circumstances.   

 

This would reduce the range of NHS 

funded contraception available for most 

women. Women would need to consider 

alternative methods of contraception or, if 

they can afford to do so, pay for a 

sterilisation procedure privately if they 

still want to go ahead. 
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Please tell us your views: 
 

1. Do you agree with our proposal to stop funding female sterilisation except in 

exceptional cases?  Alternative methods of long‐acting contraception would be offered 

instead.  

 

☐  I strongly agree with this proposal 

☐  I tend to agree with this proposal  

☐  I tend to disagree with this proposal  

☐  I strongly disagree with this proposal 

2. Would this proposal affect you, or somebody close to you? 

 

☐  Yes 

☐  No  

 

3. Please tell us why you have reached your decision and also if you have any other 

comments on this proposal to stop funding female sterilisation and its potential impact 

on the public: 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

________________________________________________________________________
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Vasectomy  
 

This policy only applies to Herts Valleys CCG.   

Please only complete this section if you live in west Hertfordshire.  
 

Herts Valleys CCG has 

recently adopted an interim 

policy which has stopped 

routine funding for male 

sterilisation (vasectomy) but 

allows funding in the 

exceptional circumstances 

listed below.   

 

 

 

We are now seeking your views on a proposal to 

permanently adopt our interim vasectomy 

policy.  

 

What is vasectomy? 

During a minor operation, the tubes that carry 

sperm from a man's testicles to the penis are cut, 

blocked or sealed. Removing sperm from the 

semen means a woman's eggs can't be fertilised 

during sexual intercourse.  

 

Vasectomy is usually carried out under local 

anaesthetic in a procedure which takes around 

15 minutes. The procedure can be reversed,  

but reversal is not always successful.  

 

What is the position today? 

In February 2017 the CCG carried out a public 

engagement exercise to seek views from a  

range of people about a proposal to stop 

funding vasectomy other than in exceptional 

circumstances.  As a result an interim policy  

was agreed to only fund vasectomy when: 

 

 there are safeguarding concerns  

 there are mental health issues to be taken 

into account 

 the patient is unable to use other forms of 

contraception due to the harm they would 

cause and the only other clinical option is 

female sterilisation. 

 

Applications for funding in these circumstances 

will be considered through a process called an 

Individual Funding Request. 

 

Our proposal 

We are proposing that this interim policy will be 

permanently adopted so that the NHS in west 

Hertfordshire will no longer routinely pay for 

vasectomy treatment except in exceptional 

circumstances. By implementing these proposals 

we estimate that around £150,000 could be 

saved each year.  

 

Who would be affected by these proposals? 

Around 586 vasectomies were performed in the 

Herts Valleys area in 2016/17.  

 

If Herts Valleys CCG stopped the routine funding 

of vasectomies, this would reduce the range of 

NHS funded contraception available for most 

men.  

 

Men could consider alternative methods of 

contraception for themselves and their partners 

(including ‘long acting’ options) which are 

available from GPs or Hertfordshire sexual health 

services.  Alternatively, if they could afford to do 

so, men could pay to have the procedure 

performed privately. 
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Please ONLY tell us your views if you live in the  

Herts Valleys CCG area (see map on page 2 if you are unsure): 
 

1. Do you agree with our proposal to stop funding vasectomy? 

 

☐  I strongly agree with this proposal 

☐  I tend to agree with this proposal  

☐  I tend to disagree with this proposal  

☐  I strongly disagree with this proposal 

 

2. Would this proposal affect you, or somebody close to you? 

 

☐  Yes 

☐  No  

 

3. Please tell us why you have reached your decision and also if you have any other 

comments on this proposal to stop funding vasectomy and its potential impact on 

the public:  

 

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________ 
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If you have general comments about the proposals in this document, please include them 

here: 
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You can give us your views anytime between 6 July and 11 September 2017. 

 

We will work with Healthwatch, patient participation groups and local community and 

voluntary organisations to make sure this consultation reaches as many local people as 

possible. 

 

We will hold meetings and drop‐in sessions so that you can find out more and have your say.  

Details will appear on this website – www.healthierfuture.org.uk     

You can also give us your views by completing our online questionnaire: 

www.healthierfuture.org.uk/NHSletstalk  

 

If you are unable to do this,  

 Email: info@actionpointms.co.uk 

 

 If you’re responding on behalf of an organisation and wish to send us a letter, please 

write to the following address, where we will be co‐ordinating responses from across 

Hertfordshire.   

ActionPoint Marketing Solutions Ltd 

Yew Tree Offices 

Anstey 

Buntingford 

Hertfordshire 

SG9 0DA 

 Phone us on: 01707 685397 

	

What will happen with your views? 
 

Your views will help inform our decisions about these proposals.  If you are responding as an 

individual, your response (without your name) will be shared with the governing 

bodies/boards of both CCGs and made available for others to see on their websites.  If you 

are responding on behalf of an organisation or special interest group we will include that 

organisation’s name in the final report on feedback, which will be presented to the boards of 

both CCGs.   

 

We will publish details of the decision‐making timetable over the summer.  
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It’s particularly important that you fill in this section of 

the document which tells us more about you.  This is so 

that we can make sure that we have listened to the views 

of a broad cross‐section of people in Hertfordshire.   

You don’t need to give your name.  

 

 

 

 

 

About you 

 

Please tell us the first part 

of your postcode (e.g. AL8)  

 

__________________________________  

 

Which GP surgery are you registered with?  

 

__________________________________ 

 

 

Are you responding as: 

☐  an individual? 

☐  on behalf of an organisation? 

 

Please specify _______________________

     

Are you: 

 

☐  Someone who works in the NHS?   

☐  Someone who works in social care? 

☐  A member of a patient group?  

☐  None of the above   

What gender do you identify yourself as? 

 

☐   Female 

☐   Male 

☐   Other   

☐   Prefer not to say 

 

 

How old are you? 

 

☐   Under 16   

☐   16‐25    

☐   26‐40   

☐   41‐65   

☐   66‐74   

☐   75 or over   

☐   Prefer not to say   

 

 

Do you live with a disability or long term 

condition? 

 

☐   Yes 

☐   No 

☐   Prefer not to say 
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Which of the following best describes 

your sexual orientation? Only answer this 

question if you are aged 16 years or over. 

 

☐   Heterosexual   

☐   Gay man   

☐   Gay woman / Lesbian   

☐   Bisexual   

☐   Prefer not to say   

☐   Other (please specify)  

 

 

How would you describe your ethnic 

origin? 

 

☐  White British (English, Scottish, Welsh, 

Northern Irish); White other 

☐  Asian / British Asian (Indian, Pakistani, 

Bangladeshi, Chinese); Asian other 

☐  Black / Black British (Black African, 

Black Caribbean); other Black 

background 

☐  Mixed background / Dual heritage 

☐  Roma / Traveller 

☐  Other ethnic group (please specify) 

 

__________________________________ 
 
What is your religion or belief? 

 

☐   Buddhist   

☐   Christian   

☐   Hindu   

☐   Jewish   

☐   Muslim   

☐   Sikh   

☐   No religion or belief   

☐   Prefer not to say   

☐  Other (please specify) 

 

 __________________________________ 

 

Do you have caring responsibilities?  

(If yes, please tick all that apply)  

 

☐  None     

☐  Primary carer of a child/children (under 18)   

☐  Primary carer of a disabled child (under 18) 

☐  Primary carer of a disabled adult (over 18) 

☐  Primary carer of an older person 

☐  Secondary carer (another person 

carries out the main caring role) 

 

 

 

We would like to keep you 

informed on local NHS 

developments. Please add your 

contact details below (email is 

preferred): 

 

 

 

Thank you for taking part in this 

important decision‐making process.   

 

If you would like to receive this 

information in large print, easy read, 

audio or braille; or want it to be 

translated into a different language, 

please call 01707 685397 or email 

communications@enhertsccg.nhs.uk 
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Notes on the consultation findings 

 Where respondents can only give one answer (i.e. a single mention) 
percentages may not add to 100% due to rounding. This has been noted 
on the relevant slides. 
 

 In the demographic questions where answers do not add to 100 this is 
usually due to people selecting the option ‘prefer not to say’. This has 
been noted on the relevant aspects. 
 

 Note the base for each question is the number of people answering that 
question, they may not have answered other questions in the 
questionnaire. All questions in the online consultation were optional, 
none were ‘required’ in order to progress through the survey.   
 

 Some respondents did not answer the relevant questions in order to be 
assigned a CCG area,  and did not state whether they were affected or not  
by an issue.  Therefore not all respondents in the consultation group are 
included in these two  groups for analysis.  
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Notes on these consultation findings – cont. 
 
 

 There were a number of open questions in the questionnaire which 
invited views and comments.  It is possible that several comments were 
made on each issue by a single respondent. Therefore the open comments 
questions show the number of mentions rather than the number of 
respondents. 
 

 When comparing percentages, the standard error when based on a sample 
size of approximately 1,000 (the approximate number of people who 
responded to the IVF consultation) is 4%.  Therefore the percentage 
figures in the results are deemed to accurately reflect opinions within a 4% 
margin for error. 
 

 For the larger sample size in consultation two (a total consultation 
population of 2,400- 2,500) the equivalent figure is  accurate +/- 2%. 
 

 Throughout the presentation where there is a statistically significant 
difference between two groups and the comparative figures are close and 
it may not be immediately evident there is a ‘real’ difference, we have 
noted this on the slide. 

 
 All statistical differences are based on a 95% confidence interval. 
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Summary of consultation topics and proposals 
 
 Six topics were consulted on by Hertfordshire CCGs 

 
Consultation One 
 IVF (included West Essex CCG) 

 
Consultation Two 
 Fitness for surgery 

 
 Gluten - free prescribing 

 
 Over the counter medicines 

 
 Female sterilisation 

 
 Vasectomy (Herts Valleys CCG only) 
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Ethnicity 

92% 3% 

Base: 997 

A snapshot of the consultation respondents1 

Gender* 

21% 76% 

Base: 1,015 

Male Female 

5% 

White 
British 

Asian/ 
Asian British 

Other 

Age* 
Under 26 yrs 
26-40 yrs 
41-65 yrs 
66-74 yrs 
75yrs and over 

5% 
43% 
35% 
12% 
3% 

Base: 1,014 

Disability* 

14% 78% 
Base: 1,001 

* Prefer not to say 8% 

Have a 
disability 

No 
disability 

Carer* 

* Carer includes caring for children 

No caring 
responsibilities 

Caring Responsibilities* 

Base: 973 

Surgery Location* 

42% 47% 
Base: 976 

East & 
North Herts 

Herts 
Valleys 

65% 35% 

Consultation one - IVF 

7% 

West 
Essex 

* Not registered 2%,  Other 2% 

* Prefer not to say 2% * Prefer not to say 3% 

1Additional demographic indicators are available on request 55



IVF – consultation findings 
Preferred options for IVF proposals 

CCG Area Affected by this proposal? 

Options East & 
North 
Herts 

Herts 
Valleys 

West 
Essex 

Not affected Friend/family 
member 
affected 

Directly 
affected 

No. of respondents (571) (519) (102) (223) (178) (265) 

Continue to fund current 
number of cycles 

45% 70% 67% 27% 65% 86% 

Reduce to two cycles 18% NA NA 10% 9% 5% 

Reduce to one cycle 12% NA 14% 13% 3% 3% 

Stop funding except in 
exceptional circumstances 

14% 21% 10% 28% 13% 4% 

Stop funding altogether 10% 10% 10% 22% 10% 2% 

Total % in favour of 
reduction or stopping IVF 

54% 31% 34% 73% 35% 14% 

NA – Option not applicable for this CCG 

Note: may not add to 100% due to rounding 
56



IVF – open comments 
Is there anything you’d like to tell us about the options we have proposed? 

 Top open comments from the consultation 
All mentions 

 
  No. of respondents (411) 

 
  Funding should not be reduced for IVF treatment / should be offered to all  
 24% 
  Not offering this will cause an increase in mental health issues / end up costing the NHS more 

19% 
  Having the treatment on the NHS is a lifeline for a lot of people / brings much joy 

13% 
  There should be national standards / guidelines / disagree with the post code lottery 

12% 
  Cuts should be made in other areas 

10% 
  Exceptions should be made for inherited generic conditions / those who have a medical condition  

9% 
  One cycle should be offered / maintained 

8% 
  It’s discrimination / couples should not be discriminated against 

7% 
  It should be decided on a case by case basis / individual basis 

7% 
  Private IVF is very expensive / beyond the reach of most people 

7% 
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IVF – open comments 
 Is there anything else you would like to tell us about IVF and 

specialist fertility services? 
 
 

Top open comments from the consultation 
All mentions 

  No. of respondents  
(338) 

  IVF should continue to be funded on the NHS / important funding is provided  22% 

  It’s so important to patients / means so much  21% 

  Concerns over the mental health of patients if funding is removed / huge impact mental health 9% 

  IVF / fertility treatment should not be funded by the NHS 6% 
  Something that should be available to all / not just those who can afford it / should not 
discriminate 5% 

  It's a luxury we can no longer afford 4% 

  The NHS needs to concentrate its resources in other areas / illnesses 4% 

  Everyone has the right to a child / it’s human nature to want a child / it’s not a luxury 4% 
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IVF – open comments 
Public meetings and forums 

Comments and questions 
Discriminatory   

Totally unaffordable for those on low incomes 

Devastating   
Devastating for those who cannot have children 

Mental Health issues increase   
Additional cost to NHS increase mental health issues 

Postcode lottery     
Proposals exacerbate postcode lottery for IVF funding 

Target cosmetic surgery first   
Cut non essential surgical procedures  first 

Understanding of cuts  

Many children available for adoption 

Fertility is not an illness 

What are exceptional cases?   
Require more details 

Could NHS co-fund treatment? 
Possibility of top up funding/self payment 

    
   

    
     
   

Quality of private providers? 
Need more information/assurance 

Fostering & adoption  
Access to these should be made easier 
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IVF – open comments 
Individual correspondence 

 

Most letters were from those who had treatment put on hold* 
• Angry 
• Discriminatory 
• Postcode lottery 
• Queries on who to contact & what to do? 

 

* Herts Valleys CCG only 

There were 13 emails/letters 
 from individuals of which 11 

were from those directly affected 
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IVF – open comments 
Submissions from organisations 

 

Emphasise that infertility is a disease 

If implemented  the STP is not adhering to the NICE guidelines 

Misleading statistics presented 

Likely increased cost to NHS of couples with multiple pregnancies 

Couples likely to seek low cost (less regulated) treatment abroad 

Organisations responding 
• Fertility Fairness 
• Bourn Hall Fertility Clinic 
• Herts HCP/Fertility Patient 

advocates 
• West Herts Hospitals Trust 

Medical Director and 
colleagues 
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Consultation Two 
 
 Consultation two - five topics were consulted on 

 
 

 Hertfordshire CCGs 
 

 Fitness for surgery 
 

 Gluten-free prescribing 
 

 Over the counter medicines 
 

 Female sterilisation 
 

 Vasectomy (Herts Valleys only) 
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Ethnicity 

95% 2% 

Base: 2,025 

A snapshot of the consultation respondents1 

Gender* 

30% 68% 

Base: 2,071 

Male Female 

3% 

White 
British 

Asian/ 
Asian British 

Other 

Age* 
Under 26 yrs 
26-40 yrs 
41-65 yrs 
66-74 yrs 
75yrs and over 

2% 
19% 
48% 
19% 
8% 

Base: 2,073 

Disability* 

31% 59% 
Base: 2,059 

* Prefer not to say 10% 

Have a 
disability 

No 
disability 

Carer* 

* Carer includes caring for children 

No caring 
responsibilities 

Caring responsibilities 

Base: 1,983 

Surgery Location* 

41% 57% 
Base: 1,970 

East and 
North Herts 

Herts 
Valleys 

62% 38% 

Consultation Two 

1Additional demographic indicators are available on request 

* Prefer not to say 4% * Prefer not to say 2% 
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Do you agree we should adjust our policy that those with BMI 
40+ should reduce weight before having non-urgent surgery? 

CCG Area Affected by this proposal? 

Options Total East and 
North 
Herts 

Herts 
Valleys 

YES NO 

No. of respondents (2519) (800) (1087) (1165) (1298) 

Strongly AGREE 54% 58% 56% 53% 57% 

Tend to AGREE 31% 27% 30% 31% 30% 

Tend to DISAGREE 9% 9% 8% 9% 8% 

Strongly 
DISAGREE 

6% 6% 6% 7% 5% 

Net AGREE 85% 85% 86% 84% 87% 

Net DISAGREE 15% 15% 14% 16% 13% 

Fitness for surgery – consultation findings 

Statistical significant 
difference 
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Fitness for surgery – consultation findings 
Do you agree that anyone with a BMI over 30 will not get non-

urgent surgery unless they reduce their weight? 

CCG Area Affected by this proposal? 

Options Total East & 
North 
Herts 

Herts 
Valleys 

YES NO 

No. of respondents (2494) (798) (1086) (1163) (1302) 

Strongly AGREE 39% 38% 40% 37% 40% 

Tend to AGREE 34% 36% 34% 34% 35% 

Tend to DISAGREE 16% 15% 16% 16% 16% 

Strongly DISAGREE 11% 11% 10% 13% 9% 

Net AGREE 73% 74% 74% 71% 75% 

Net DISAGREE 27% 26% 26% 29% 25% 

Statistical significant 
difference 

65



Fitness for surgery – consultation findings 
Do you agree that smokers should be required to quit smoking 

before being referred for non-urgent surgery?* 
CCG Area Affected by this 

proposal? 

Options Total East 
and 

North 
Herts 

Herts 
Valleys 

Yes No 

No. of respondents (2487) (802) (1086) (1166) (1299) 

Strongly AGREE 59% 61% 60% 59% 60% 

Tend to AGREE 26% 25% 25% 26% 25% 

Tend to DISAGREE 10% 10% 9% 9% 10% 

Strongly DISAGREE 5% 4% 5% 5% 4% 

Net AGREE 85% 86% 86% 85% 85% 

Net DISAGREE 15% 14% 14% 15% 15% 

Note: figures may not add to 100% due to rounding 
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Fitness for surgery – open comments 
 

Top open comments from the consultation All 
mentions 

No. of respondents 
 

(1586) 

We have to take some personal responsibility for our own health 29% 

Agree that being asked to improve health before having surgery is not unreasonable / common 
sense 

19% 

  More education and promotion is needed to help people quit smoking / lose weight / lead a 
healthy  lifestyle 

16% 

Having a high BMI / being overweight / smoking actually makes surgery more dangerous / risky 11% 

Weight loss is difficult for some if they have other issues e.g. mobility problems 10% 

Encouraging a healthy lifestyle will improve patients lives / have a positive effect 9% 

The NHS needs to reduce its costs / resources limited 
 

9% 
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Fitness for surgery – open comments 
Public meetings and forums 

Comments and questions 
 

BMI is not a suitable measurement/ 
assessment method 

e.g. muscular people. Use other methods to  
assess fitness  

Ongoing support for those affected 
Problem may get worse whilst waiting for surgery 

Queries on exceptions 
e.g. wheelchair users who find it 

 very difficult to loose weight 

Education essential to assist people  
to eat more healthily/improve lifestyle 

Should include other areas, not just smoking 
Drug users and alcoholics 

Overall support was expressed 
for these proposals 
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Fitness for surgery – open comments 
Organisational and individual submissions 

 

Discriminatory  on smokers/obesity 
e.g. drinkers excluded 

Interlinked, complex issues  
reasons for weight gain 

Mental heath implications 

Concern there will be a lack of  
support to reach goals 

Proper support mechanisms 
 Essential to support patient to reach goal.  

Role for pharmacies in doing this 

BMI inaccurate measurement 
Some studies show obesity does not 

 affect outcomes 

Concerns over BMI restrictions 
Some studies show obesity does not 

 affect outcomes. 

 
Rationing surgery  
Is this cost effective given 

 clinical evidence? 
 

Four organisations 
responded including 
general submissions 

Concern that delaying non-urgent surgery could  
cause more harm to patients  
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Gluten-free food on prescription - consultation findings 
Do you agree with the proposal that gluten-free food should not be 
available on prescription with the exception of people with learning 

disabilities? 
 
 

Total CCG Affected by coeliac 
disease?* 

Options East and 
North 
Herts 

Herts 
Valleys 

YES NO 

No. of respondents (2330) (809) (1100) (903) (1413) 

Strongly AGREE 45% 45% 47% 42% 47% 

Tend to AGREE 32% 32% 31% 25% 36% 

Tend to DISAGREE 10% 11% 11% 9% 11% 

Strongly DISAGREE 13% 13% 12% 24% 6% 

Net AGREE 77% 76% 78% 67% 83% 

Net DISAGREE 23% 24% 22% 33% 17% 

* Question: have you or somebody close to you been diagnosed with coeliac disease 

Note: figures may not add to 100% due to rounding 
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Gluten-free food on prescription – open comments 
Top open comments from the consultation  

All 
mentions 

  No. of respondents 
 

(1653) 

  It is widely available in the supermarkets 40% 
 

  It should remain for low income families / those on benefits  25% 
 

  Gluten - free food is expensive / maybe unaffordable for some 
 

18% 
 

Should not be available on prescription / should not be funded  18% 

It is reasonably priced / not expensive 
 

13% 

People need to take responsibility for their own lives / buy their own food 
 

13% 
 

Other patients require special diets i.e. diabetics / lactose intolerant, they have to pay for 
their own food 

11% 
 

A lot of foods are naturally gluten free / fruit and veg / a healthy diet is gluten-free anyway 10% 
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Gluten-free food on prescription – open comments 
Public meetings and forums 

Comments and questions 
 

Gluten free products are expensive 
In supermarkets gluten free bread is far more expensive.  

Coeliacs on low incomes may struggle to pay 

Other conditions not included why gluten free? 
 Those with allergies and other conditions do not get free food 

 products so coeliacs should also have to pay 

Exceptions required 
In addition to those with learning disabilities,  

the vulnerable, low incomes, those with mental heath issues  
should be included 

Only available in supermarkets 
 not smaller local stores 

Gluten free products are more 
 widely available nowadays 

Gluten Free products lower quality 
Supermarket gluten free products are lower quality 

 than those in supermarkets 

Prices are lower than they used to be 
Now gluten free are more widely available 

 they are more affordable than they used to be 

There were mixed opinions 
on these proposals 
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Gluten-free food on prescription – open comments 
Organisational and individual submissions 

 
Query why consulting locally 

when national review underway  
reporting Autumn 2017 

Poorer nutritional quality of GF products 
  in supermarkets e.g. Juvela has added vitamins  

Misleading information given* 
Info given on nutritional value of some products 

 is not equivalent to prescribed GF products 

Wider list of those exemptions 
Include those on low incomes, vulnerable  

& mental health issues 

Poor availability in smaller supermarkets  
 and often not stocked in local stores 

Disproportionate impact on those 
 with low incomes and the vulnerable 

will accelerate inequalities 
 

Monitoring of patients 
 Monitoring of impact on health of patients if 
 change in prescribing necessary before full 

 policy change 
 

*on consultation documents 

Regular consultation with dieticians  
 and also with coeliac support groups 

There were five submissions 
of which three were from 

 the same organisation 
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Over the counter items on prescription - 

 consultation findings  
Do you agree with the proposal to limit the prescribing of medicines, 

products and food items that are available without prescription? 
 CCG Area Affected by this 

proposal?  

Options Total East & 
North 
Herts 

Herts 
Valleys 

YES NO 

No. of respondents (2276) (807) (1105) (1368) (889) 

Strongly AGREE 61% 64% 60% 59% 63% 

Tend to AGREE 28% 26% 29% 30% 26% 

Tend to DISAGREE 7% 7% 7% 7% 8% 

Strongly DISAGREE 4% 3% 5% 5% 3% 

Net AGREE 89% 90% 89% 89% 90% 

Net DISAGREE 11% 10% 11% 11% 10% 

Note: figures may not add to 100% due to rounding 
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Over the counter items on prescription - 
consultation findings 

 
Top open comments from the consultation All 

mentions 

  No. of respondents (1556) 

  A lot of medicines / drugs / painkillers are cheaper over the counter  
 

33% 

  Low income families should still be entitled to this / concerns over those on low incomes 
 

17% 

  Agree with the proposals / it’s common sense / a good idea 
 

14% 

  Any OTC medicine shouldn’t be available on prescription / prescriptions should only be for 
medications not available OTC 

14% 

  Money can be saved / NHS needs to make cuts somewhere  11% 

Support should still be given to those with long term illness / complex health needs 10% 

  Doctors don't always need to see patients / surgeries are too busy 
 

8% 

  People need to take responsibility for themselves 
 

8% 

OTC - over the counter 
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Over the counter items on prescription -  
open comments 

Public meetings and forums 
Comments and questions 

Educate and raise awareness 
Greater emphasis on educating the public  
on the cost of medicines and prescriptions 

Over prescribing by doctors 

Educate the public about pharmacies,  
the facilities and advice they provide 

a trip to the doctor isn’t always necessary 

Concerns over wastage of repeat prescriptions 
Also costs of over prescribing and policy of no return of medicines 

Exemptions required for… 
 those on low incomes, vulnerable  

and long term conditions 

Overall support for these 
proposals 
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Over the counter items on prescription - 
open comments 

Organisational and individual submissions 
 

Concern over the increased costs 
 for low income families 

Provide tools for pharmacies  
To support the public 

Important role for pharmacies if brought in 
but 

already under pressure from government cuts 

Pharmacies must be fully supported - 
 given more resources and support as increase 

 in use by public due to introduction of these proposals 

Some of the current list of products 
may contain licence restrictions 

 
Concerns pharmacies will be 

 by passed 
 

There were two submissions 
from organisations 
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Female sterilisation – consultation findings 

Do you agree with our proposal to stop funding female 
sterilisation except in exceptional cases? 

CCG Area Affected by proposal? 

Options Total East and 
North 
Herts 

Herts 
Valleys 

YES NO 

No. of respondents (2180) (796) (1088) (309) (1850) 

Strongly AGREE 32% 34% 32% 30% 33% 

Tend to AGREE 30% 30% 30% 21% 32% 

Tend to DISAGREE 20% 20% 21% 18% 21% 

Strongly DISAGREE 17% 16% 17% 31% 15% 

Net AGREE 62% 64% 61% 51% 65% 

Net DISAGREE 37% 36% 39% 49% 35% 

Note: figures may not add to 100 due to rounding 
NOT a statistically 

significant difference 
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Female sterilisation – open comments 

Top open comments from the consultation All 
mentions 

(1351) 

  Lots of alternative methods are available 
 

22% 

  Unwanted pregnancy / children would cost more in the long run  
 

18% 

  Should only be funded if there are medical issues / exceptional   
circumstances 
 

13% 

  Should be assessed on an individual basis / case by case basis 11% 

  This should be available / should remain an option  10% 

  Some women have problems / complications with other forms of 
contraception  
 

9% 
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Female sterilisation – open comments 
Public meetings and forums 

Comments and questions 
 

Limited savings from this proposal   
Should focus on proposals which save more 

Cost savings with other methods? 
Cost savings compared with 

 other methods of contraception? 

Exceptions for low income & vulnerable 
Impact on these groups if not available 

 on the NHS?  

Potentially more complications 
than with other methods 

Increase in cost to NHS 
Through unwanted pregnancies/ 

increased abortions 

There was little comment on this proposal 
compared to the other consultation areas 
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Female sterilisation – open comments 
Organisational and individual submissions 

 
One specific submission* and a few general submissions with limited 

comment on this topic 

Most women will have already 
 considered other options 

Frustrated that he/she 
 have not been consulted 

Proposals would have direct consequence 
 for their services 

More unwanted pregnancies 
Leading to higher NHS cost 

 in the longer term 

* Sexual health Hertfordshire 

One of the general submissions queried ‘why only in Hertfordshire and not West Essex 
CCG area?’ The proposal should be supported over the whole of the STP.  
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Vasectomy – consultation findings 
Do you agree with our proposal to stop funding vasectomy?  

Affected by this 
proposal? 

Options Total 
(Herts Valleys 

only) 

YES NO 

No. of respondents (1004) (161) (822) 

Strongly AGREE 28% 29% 28% 

Tend to AGREE 27% 18% 28% 

Tend to DISAGREE 24% 21% 25% 

Strongly DISAGREE 21% 32% 19% 

Net AGREE 55% 47% 56% 

Net DISAGREE 45% 53% 44% 

Note: figures may not add to 100% due to rounding 

Statistical significant 
difference 
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Vasectomy – open comments 

Top open comments from the consultation All 
mentions 

(Herts Valleys 
only) 

 No. of respondents (655) 
 

  Better / cheaper  than consequences of an unwanted pregnancy  
 

20% 

  There are other forms of contraception available / adequate other forms 
 

14% 

  I think it should be available / funding should remain available  13% 
 

  It’s not expensive / £150,000 is a small amount of money / not much of a saving  11% 

  Should be an exception if needed for medical / exceptional circumstances  
 

10% 

  It could / would lead to an increase in unwanted pregnancies 
 

10% 

  I think it should be funded by the men themselves / paid for privately 
 
 

9% 
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Vasectomy – open comments 
Public meetings and forums 

Comments and questions 
 

NHS should not pay for reversals 

Exceptions for low income and vulnerable people 
Impact on these groups if not available 

 in the NHS?  

Increase in cost to NHS 
Through unwanted pregnancies/ 

increased terminations 

There were mixed opinions 
on these proposals 
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Vasectomy – open comments 
Organisational and individual submissions 

 
One specific submission* and a few general submissions with limited 

comment on this topic 

No other long acting 
 methods for men 

Frustrated that they 
 have not been consulted 

Proposals will have direct consequence 
 for their services 

More unwanted pregnancies 
Leading to higher NHS cost 

 in the longer term 

* Sexual health Hertfordshire 

Discriminatory for men 
They cannot make a unilateral decision 

 about their fertility 

A representative from Sexual Health Hertfordshire commented that proposals are 
inequitable as this consultation covered Herts Valleys only.  
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Appendix C: Organisational findings 
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Appendix C: Organisational submissions 

 
General responses 

Hertfordshire Local Pharmaceutical Committee (LPC) 

---------------------------------------------------------------------------------------------------------------- 
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St Albans District Green Party 
---------------------------------------------------------------------------------------------------------------- 

Submission to NHS Consultation: 

A Healthier Future Let’s Talk  

What is being proposed 
The current proposals from Herts Valleys CCG (Clinical Commissioning Group) and 
East and North Hertfordshire CCG will mean: 

• Stopping routine prescription of medicines and products that can be bought 
without prescription, for short-term conditions and minor ailments 
• Tightening up rules so that people who smoke or whose weight is classified 
as ‘obese’ would be required to make bigger improvements to their health before 
non-urgent surgery – unless a longer wait for surgery would be harmful 
• Stopping the prescribing of gluten-free foods for people with coeliac disease, 
apart from people with learning disabilities 
• Reducing or stopping the availability of NHS- funded IVF (in vitro fertilisation) 
and specialist fertility services 
• Stopping routine funding for female sterilisation procedures 
• Stopping routine funding of vasectomies 

Summary 

These proposals are damaging and unfair, and are not weighed against other 
options. We have six suggestions for alternative actions that would save money and 
improve services. 
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Proposals will damage the NHS and affect the poorest most 

We recognise the difficulties which the Clinical Commissioning Groups (CCGs) face 
and reject suggestions that any financial deficit is due to mismanagement by the 
Commissioning Groups.  However, we are very concerned that the impact of these 
proposals will be felt most among the poorest members of our community and, at the 
very least, will increase inequality in health care. Those who can afford services will 
buy them and those who cannot will go without.  Indeed the equality impact 
statements (published alongside the consultation)  show that people in different 
areas and income groups as well as migrants and asylum seekers may suffer unduly 
from the proposed changes in prescribing.   

This is also a slippery slope.  We are extremely worried that there are even deeper 
cuts to come as a result of the continuing financial pressures on the NHS. These 
pressures are due to government under-funding, which will erode what is available 
as of right and affect what most people would consider to be essential services. 
Many people would consider fertility services, for example, to be part of a first class 
equitable health service. 

As we have already noted, we have grave concerns about removing medicines from 
the prescribing list with no rationale other than passing the cost onto the patient.  
This is a dangerous precedent.  

We would have preferred to see evidence of discussion with patient groups such as 
people with coeliac disease about the impact of changes in prescribing. We could 
then have assessed the impact more directly before making comments on the 
proposals. We would also like to see impact statements from patient groups with 
comments on how specific changes and cuts will affect the people they represent. 

We urge all healthcare providers and workers to campaign via their professional 
associations and unions for fair and progressive taxation sufficient to provide 
services, and to register their disquiet at all levels of government. Decisions on 
prescribing and the availability of services such as fertility treatment should be based 
on clinical need as the British Medical Association has stated regarding these 
proposals:  

`This proposal to reduce the NHS provision of commonly used effective and 
safe medicines represents a fundamental change in the relationship between 
residents of England and their NHS… and a change of this magnitude should 
not be instigated by CCGs, resulting in regional differences in provision, but 
should only happen following regulatory change by politicians who can then 
bear the political and electoral responsibility for their actions.’  
https://www.bma.org.uk/news/media-centre/press-releases/2017/july/bma-
responds-to-nhs-england-action-plan-on-wasteful-drug-use 
 

We endorse these concerns and call on the CCGs to step back from these 
proposals. 
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We need to see information about other options 

We are frustrated that we are unable to make a fully informed judgment on the 
proposals. This is because we have no information about other options which might 
have been considered, or the outcome of any exploration into these options. This 
means that the public does not  have an evidence base which we can use to judge 
these proposals against other considered options.   

We would like to see the evidence used so far, in terms of clinical, facilities and 
energy audits.  We would also like to see the research into proposed changes so 
that we can feel confident that they will produce the desired effect. For example, it is 
not a given that increasing payments to pharmacists for ‘over the counter advice’ will 
result in this being used as an alternative to visiting the GP. Neither is it clear that 
using urgent care or telephone triage services has reduced visits to A+E or GP 
surgeries. It is possible that a large proportion of these encounters result in using 
NHS services twice instead of once.  

It is also possible that some people may be placed at risk if they fail to visit their GP 
because of concerns about having to pay for medication that was previously 
available on prescription. For example, although they may appear to have a minor 
ailment, in some instances they might be suffering from conditions that require 
further investigation and treatment. Some may well have underlying  chronic 
conditions which may be made worse by so-called trivial conditions and will need to 
consult their doctor to investigate their symptoms. There is also a need to research 
whether people will be willing to discuss their symptoms across a pharmacy counter 
rather than with a GP. 

Robust evidence will be needed to avoid creating greater expenditure in trying to 
relieve the pressure on GPs when in fact the most effective measure might be to 
increase their number and increase training for Practice Nurses so that there is more 
flexibility within the Practice team. It may also be possible that simply having more 
A+E facilities which stream into major and minor conditions by triage may be cost-
effective.  

Our six suggestions for alternative measures 

We suggest the following six areas of action for managing Health and Social Care 
more sustainably. We are aware that some of these may need investment to make 
savings. We are also aware that  there is no true saving if the cost is merely passed 
on to another section of public service. So we are committed to a true integration of 
Social Care within the NHS with appropriate funding via local or national taxation to 
provide this equitably.  

1. Reduce energy cost: We would like to see a revolution in energy sourcing and 
use within the NHS. This could deliver savings in the order of millions of pounds per 
year across the whole service, and thousands of pounds at the level of GP practices.  
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We recommend a research project to investigate all modes of energy production at 
all levels  of NHS and Social Care provision, including for example solar electric and 
thermal panels, ground source heat pumps, smart lighting, superior insulation, 
waste-to-energy and other schemes.  

2. Reduce professionals’ travelling times: We would like to see greater attention 
paid to the geographical remit of community healthcare professionals, as research 
shows up to 40% of daily working time may be spent travelling by car. This 
represents significant savings in time and thus money. There may also be some 
similar benefit in requiring patients to register with their nearest GP practice if they 
move. Missed appointments may also be reduced if journeys are simplified and 
shortened. If properly zoned, there is no reason why all home visits in urban areas 
shouldn’t be made by cycle or foot.  

3. Improve funding of social care: We are convinced that better funding of social 
care would alleviate pressure on acute services. This will require better training and 
pay for social care and support workers who can act to help prevent their clients’ 
health deteriorating  which results in admissions to hospital. There is already 
evidence that hundreds of thousands of pounds are spent on avoidable acute 
admissions. 

4. Improve support for people with mental health needs: We recommend more 
and better staffed supported housing for people who are discharged from acute 
mental health episodes, as the re-admission rate is very high. Currently the housing 
provided for this sector is often not staffed with trained professionals nor does it 
provide an adequately  recuperative environment for its tenants. We’d like to see 
community notice boards in clinics and surgeries so that clubs which bring people 
together socially can advertise. This may help to alleviate the so-called epidemic of 
loneliness which underlies some mental ill health problems and is said to be the 
cause of many visits to GPs.  

5. Encourage healthier modes of travel:  We recommend and support all 
measures which increase the walking and cycling and decrease the personal use of 
cars. This would help to tackle health problems such as obesity and pollution-related 
asthma which have both human and financial costs. A cultural change within the 
NHS is needed and should be part of the process. Direct public transport to General 
Hospitals from feeder towns is essential and staff could be incentivised to use public 
transport, cycle or walk to work. Patients could be encouraged to walk where 
possible to appointments at their nearest surgery. Community notice boards in clinics 
and surgeries could carry adverts for local walking, cycling  and swimming groups.  

6. Reform prescriptions: There should be a uniform national change in the way 
medicines are prescribed. This would stop what are basically cheap medicines from 
accumulating extra cost for the NHS through the process of prescription. It would 
also end regional differences in provision, or ‘postcode lotteries’.  
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There may be scope for changes in the prescribing system, such as aligning the age 
threshold for free prescriptions with the current retirement age in a graduated 
changeover.  However, these kind of changes require proper investigation and 
impact assessments, and should only be made through Parliamentary and political 
decision-making processes. 

Conclusion 

Our fundamental concern is that these proposals are based on cost-cutting, not 
clinical need, and undermine the very basis of the NHS. Unless the NHS is properly 
funded with decisions based on clinical need not on cost-cutting, it is highly likely that 
more and more services that are currently provided as of right will be withdrawn. Our 
CCGs are under extreme pressure to cut services because the Government is 
putting the NHS through a form of “shock therapy” and refusing to fund it properly. 
Instead we can and must fund decent health and social care services through 
progressive taxation. People should have the healthcare they need, free at the point 
of use. These proposals will especially hit those who can least afford to pay and 
deter many from seeking medical help and advice. As well as proper funding, there 
are alternatives that would save money and improve services at the same time.  

August 2017 

 

St Albans District Health & Well-Being Partnership 
------------------------------------------------------------------------------------------------ 

“A Healthier Future – Let’s Talk” 
Response from the St Albans District Health & Well-Being Partnership 

 
Council decision, 12 July 2017 
 
1. Council expresses concern that the recent announcement by Herts Valleys Clinical 

Commissioning Group (HVCCG) that they are required to make Turnaround savings of 
£45 Million in 2018 will significantly impact the provision of services within the District.  
 

2. Several of these proposed savings are based on controversial principles which locally for 
the first time publicly relate rationing of medical services directly to people's lifestyles.  
These include the rationing of hip and knee replacement surgery to only those who 
achieve or make progress towards a low BMI and other operations for smokers until they 
stop smoking. 
 

3. Council regrets the lack of any prior democratic political debate about these savings and 
the principles behind them. If they are implemented as proposed it warns of the 
dangerous precedent that will be set for future health care changes and savings in the 
District. 
 

4. Council further declares its support for the historic core values of the NHS: 
 

� That it meets the needs of everyone. 
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� That it be free at the point of delivery.  
� That it be based on clinical need, not on the ability to pay.  

 
5. Council does not agree with: 

 
a) the cutting of funding for respite care for families at Nascot Lawn and support for 
Hertfordshire County Council's social care and home care provision.  It regards these 
potentially short sighted and will only lead to increased pressures on the West Herts 
Hospitals Trust's A&E Department at Watford and Hertfordshire Community Trust's 
services.  The loss of support for families who rely on these respite and home care 
services will cause an unacceptable level of stress. 
 
b) the lack of adequate financial safeguards for people on lower incomes or benefits, or 
who are vulnerable, or disabled and already facing additional costs of living, or simply so 
worried about the need to purchase 'over the counter' medicines that they are deterred 
from visiting their GP. 
 
c) the insensitivity shown in stopping many infertility and IVF treatments. 
    

6. Council therefore resolves to request a special meeting of the Health & Wellbeing 
Partnership and HVCCG in August (date TBA), open to all Councillors to attend, to 
debate further the above issues resulting from their Turnaround plan.  This meeting will 
be in addition to the public consultation meeting the CCG have already arranged for the 
31st July at 7.00pm in Rothamsted. 
 

7. Council delegates to the St. Albans District Health & Wellbeing Partnership, in 
conjunction with Group Leaders, the Council's formal response to the CCG's 'A Healthier 
Future' consultation on its planned savings by the closing date on 11th September 2017. 

 
 
General comments  
 
Consultation  
 
Thank you for the opportunity to respond to this survey. The CCG has consulted widely over 
these proposals, including holding a number of public events.  
 
These proposals were approved by the CCG at its Board meeting in June. It is therefore 
important to understand whether any changes are likely to be considered following the 
consultation, in the context of the £45mn cuts that the CCG are looking to make this year.  
 
The scale of and nature of the proposed savings will have a significant impact, and so the 
partnership would have appreciated earlier discussions about the proposed approach. The 
proposals were based on an initial survey earlier in the year, which received 376 replies 
across the whole county, so this could not be considered a mandate for this scale of change. 
Councillors have noted that they would, in general, appreciate notice of other elements of 
the savings programme outside the scope of this consultation (e.g. those to facilities like 
Nascot Lawn). This is particularly important as the CCG noted at the Health Partnership 
meeting on 7th September that further proposals are likely to meet next year’s £30mn 
savings target.  
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Suite of Proposals – General  
 
The Partnership understands that the CCG needs to make considerable savings in this year, 
and that this requires difficult choices.  
 
The CCG presented the Board papers to the Health & Well-Being Partnership on 7 
September, to explain how this set of proposals fitted into the wider financial turnaround 
plan.  
 
A number of the proposals (such as changes to the prescription of items from GPs, and 
Gluten free food) are being consulted on nationally. We 9inimize9 that these proposals may 
well be overtaken by national guidance which limits the CCG’s choice as to whether or not to 
proceed with these.  
 
We do not think the CCG has made a sufficiently strong case that it has exhausted other 
possibilities. We would encourage the CCG to consider the further potential to reduce 
administration and back office costs, particularly because these are duplicated in West Herts 
alone across four NHS organisations. Local government might be able to share some helpful 
examples of substantial changes to reduce costs, whilst minimising impact on frontline 
services.1  
  
We envisage savings from the faster identification and disposal of land/property. 
Administration processes remain slow and inefficient between primary and secondary care. 
Investment in improved and streamlined IT and administration would appear to provide the 
potential to generate savings.  
 
We understand that the Trust might have limited flexibility whilst in ‘financial turnaround’, 
however some of the recent decisions do suggest a short-term approach. This is ultimately 
contrary to the integrated approach set out in ‘Your Care, Your Future’, centred on more 
prevention and community based care. The cuts to the HCC Social Care budget are a good 
example. Many experts argue that it is more costly for someone to be in a hospital bed 
rather than in a care home or being cared for in their own home and therefore investment in 
social care should generate savings in the NHS.  
 
Equality Impact  
 
We do have concerns that some of these proposals may have a negative impact on the 
more vulnerable in society, including those with long-term physical and mental health 
conditions and those on lower incomes. We hope that the CCG has made an effort to ensure 
that the views of these (often harder to reach) groups are being sought in this consultation. 
The CVS has offered to set up a meeting with voluntary groups representing some of these 
vulnerable people, along with their clients. We would also encourage the CCG to ensure that 
they identify solutions to 9inimize these impacts before these policies are implemented.  
 
Response to Survey questions – Being fit for non-urgent surgery 
 

1 From 2010 to 2015 local government made £18bn real term savings (40% cut) in the face of rising 
demand (LGA figures). 
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The Partnership absolutely supports an increased focus on prevention, to reduce the 
pressure on the health and social care system. This is the ‘invest to save’ activity that the 
NHS would ideally be involved in. The District Partnership has many assets that already 
support this (leisure centres, sports facilities, parks, voluntary advice and support groups 
etc.) and is keen to work in partnership with the NHS on public health activities.  
 
However we have concerns about these plans and the real reason for their introduction. We 
understand there is evidence that a change in lifestyle can benefit some patients requiring 
surgery, although there is less evidence yet as to whether there have been improvements to 
health outcomes in areas where this policy has been implemented as opposed to short-term 
financial savings to meet the ‘turnaround’ strategy’s targets.  
 
We think it is particularly important that patients are properly supported to lose weight or stop 
smoking if this policy is implemented. At the Health & Well-Being Partnership on 7th 
September the CCG noted they would be expanding their approach to prevention. However 
this expansion of prevention and support was not further defined. There is a real concern, 
given the financial position, that this will not prove possible. We understand there will be an 
exception policy, whereby GPs can make a case for surgery if they believe there will be risks 
to waiting longer. However, given the requirement to make financial savings and the 
pressure on GP time, the ability to make exceptions will presumably be limited and there are 
risks that patients may simply wait longer while their symptoms worsen or won’t receive the 
necessary treatment at all.  
 
There are many factors which influence health, including genetics, risky sports or life-style 
choices, alcohol and diet and environment. We note that people in lower socio-economic 
groups are more likely to be obese. Those with chronic conditions are more likely to have 
depression and potentially to gain weight. Likewise that people with mental health problems 
are more likely to smoke. We are concerned that this is a complex issue where decisions 
should be made by GPs on a case-by-case basis, with the relevant support package tailored 
to the patient.  
 
The proposal relates to ‘non-urgent’ surgery, but people are unlikely to seek surgery without 
good reason. If someone is in considerable pain then surgery which would address, for 
example issues with joints, could have a substantial impact on someone’s mental health, 
and ability to be mobile and to lose weight. The Royal College of Surgeons appears to 
support this view.2  
 
We also note that the Royal College of Surgeons has argued that this sort of rationing may 
be a false economy as patients may develop complications whilst waiting which will 
ultimately increase costs, reduce quality of life and impact mental health. If there is a blanket 
policy on this, we consider it is possible that the individual would not then be referred by a 
GP and a specialist will not be able to assess the individual’s situation and make a 
considered judgment on these issues. 

2 Last year, Clare Marx, president of the Royal College of Surgeons said “Leaving patients waiting in 
pain for treatment longer than is clinically necessary cannot be accepted.” Clare Marx also 
commented “attempting to ration services by simply banning these groups from having vital surgery 
for up to a year is the wrong approach and frankly shocking. Decisions about whether to treat a 
patient should be based on their need, and not arbitrary criteria about weight and smoking status, 
which explicitly contradict guidance from both NICE and the Royal College of Surgeons.” 
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Broadly, we would welcome an increased emphasis on prevention, and for the NHS to work 
together with local authorities, and this Partnership, on this. This is a vital element and a 
prerequisite to the desired success of the proposed policy.   
 
Gluten free food on prescription  
 
The Partnership agrees that gluten free foods are now far more readily available than they 
previously were and that the NHS should not be expected to fund these in all cases. 
However we would encourage the CCG to allow for exceptions for those who may be unable 
to purchase these such as patients on very low incomes.  
 
NHS prescriptions for medicines, treatment, food items and other items available to 
buy without prescription  
 
The Partnership understands that in many cases patients can buy medicines and other items 
‘over the counter’ and this will be less expensive than for the NHS. We are supportive of 
some changes here. This may also reduce the issue of items being ‘stock-piled’ and going 
out of date.  
 
However for those who are exempt from paying the prescription fee and on very low 
incomes this may result in a genuine increase in costs. We encourage the CCG to ensure 
there is a suitable alternative in these cases, and understand that GPs will be able to 
prescribe an item where they believe this is still needed.  
 
In the meantime NHS England has started a similar consultation on this issue and so this 
may provide the opportunity to look at the evidence in more detail. As well as the impact on 
cost/income, evidence might be sought on how medication is being prescribed and to what 
extent this is clinically required or sometimes meeting patient expectation. The Partnership 
notes that the Royal Pharmaceutical Society and British Medical Association (BMA) have 
opposed the plans.3  
 
Female Sterilisation and Vasectomy  
 
The Partnership supports the two proposals on the basis that alternative long term provision 
can be made and as long as there are no health impacts on individuals, particularly those 
with vulnerabilities such as learning disabilities.  
 
A Healthier Future – Let’s Talk – IVF and Fertility Services  
 

3 Dr Andrew Green, British Medical Association prescribing subcommittee chair, said: "We are 
particularly concerned about the harm this may cause for those already most disadvantaged in 
society, and cannot have GPs applying arbitrary means-tests or judgements as to the likelihood of 
patients not taking recommended medicines on the basis of cost." 
The Royal Pharmaceutical Society said those on low incomes will be "disproportionately affected". 
RPS England board chairwoman Sandra Gidley said: "They should not be denied treatment because 
of an inability to pay… Longer term costs to the taxpayer of increased ill-health, subsequent GP 
consultations or visits to A&E must also be taken into account as a result of medicines not having 
been prescribed.” 

97



The Partnership argues that the CCG should follow the NICE guidelines to provide three 
cycles for women under 40 and one cycle for women aged between 40 and 42, for all 
women who require this due to infertility and regardless of other circumstances.   
 
It is unclear from the consultation material why the CCG would propose ending access to 
IVF and specialist fertility treatment at the same time (and linked to) the ‘Healthier Future’ 
consultation. This is not a question of lifestyle choice or ‘preventative’ measures nor a low 
impact treatment – when considering that the success rate may be as high as 25% for such 
a considerable health issue. Nor is this treatment affordable outside of the NHS for many 
people (£3,500-4,000 per cycle). If it is considered by a clinician that the only option is to 
seek this treatment then it should be provided by the NHS and not dependent on the 
outcome of a GP’s application to the relevant Individual Funding Request panel in 
exceptional circumstances. Means testing may be worth considering as a last resort to 
ensure that this option is not completely removed from those women that need such 
treatment.  
 
Additional Comments of St Albans and Harpenden Patients Group 
 
We also note the following views from the SAPG representatives on our Partnership: 
 
“The SAPG regrets that the NHS is under-funded and supports the basic NHS principle that 
treatment should be free at the point of use and given in accordance with clinical need. It 
regrets that the HVCCG has been obliged to save £45mn by making rapid short term 
changes outlined in its Turnaround Plan, some of which are given in “A Healthier Future.” 
 
The SAPG thinks that “A Healthier Future’s” proposals are probably a fait accompli but notes 
that the public consultation meetings that have considered them, whilst not exactly 
supportive, have, by and large, accepted most of them as, unfortunately, necessary. 
 
The SAPG suggests that the HVCCG regards the consultation as a learning process; for 
example, consult key stakeholders before putting forward proposals, mention alternatives, 
balance current savings against possible future costs and shorten any questionnaires. 
 
The SAPG hopes that the HVCCG will soon be able to concentrate on longer term plans, 
such as those envisaged in “Your Care. Your Future” and improve the quality of patient care 
and treatment in West Herts, in particular by re-developing St. Albans City Hospital in 
cooperation and collaboration with the District Council and patient groups.” 
 

 

Fitness for surgery: BMI and smoking  

 
Medical Director, West Hertfordshire Hospitals NHS Trust 

---------------------------------------------------------------------------------------------------------------- 

Dear Kathryn and Nicholas, 
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Thank you for coming to West Herts to discuss the proposals regarding the funding 
of treatments, and BMI restrictions on elective surgery. 

As you gathered, there was significant opposition to the proposals, with particular 
concern about the BMI restrictions for elective surgery. There is a wealth of evidence 
that does not support the theory that worst outcomes occur in patients with a BMI 
greater than 30. 
 
I can cite the following for example: 
 
The British Orthopaedic Association has made a position statement opposing BMI 
(and other factors) as a means of rationing surgery 
(https://www.boa.ac.uk/publications/arbitrary-barriers-rationing-of-orthopaedic-
services-09-08-17/ ) 
 
NICE Quality standard (QS87) on osteoarthritis specifically states “Patient-specific 
factors (including age, sex, smoking, obesity and comorbidities) should not be 
barriers to referral for joint surgery”. 

[Adapted from Osteoarthritis (2014) NICE guideline CG177, full guideline section 11.1.7] 
 
There are large studies showing there is not a statistically different outcome in obese 
vs non-obese patients, but does show that obesity is associated with earlier onset of 
osteoarthritis, which would support our view that we need to concentrate on 
preventing obesity, not rationing care in patients who have already developed severe 
osteoarthritis 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4303782/#!po=40.9091Morbid obesity 
did not significantly impact on arthroplasty  ( Rajgopal V, Bourne RB, Chesworth BM, 
MacDonald SJ, McCalden RW, Rorabeck CH. The impact of morbid obesity on 
patient outcomes after total knee arthroplasty. J Arthroplasty. 2008;23:795–800.  ) 

 
With regards QALY’s, the evidence is clear that rationing surgery in obese patients is 
not cost-effective to the economy as a whole 9 Rationing of total knee replacement: 
a cost-effectiveness analysis on a large trial data set data from KAT Trial involving 
2131 patients 

http://bmjopen.bmj.com/content/2/1/e000332) 

  

I have also attached two local studies showing no influence of BMI in arthroplasty. 

 

Consultants, West Hertfordshire Hospitals NHS Trust 
------------------------------------------------------------------------------------------------ 
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I feel the CCG focus should be on prevention of obesity rather than denying high 
BMI/obese patients treatments. Patients with continuing joint or back pains will find it 
difficult to exercise and lose weight, so they find themselves in a catch-22 situation! 
Denying them treatment will cause further inactivity and sedentary lifestyle, 
worsening their weight gain and resultant cardiovascular risk and possible mental 
health risks with long term ongoing chronic pains. 
 
At least if they have treatments for their spinal or joint pains, they are able to be 
more active. 
 
What would happen if all smokers were denied any treatment for CVAs and 
angina/chest pains? They are a big burden on healthcare costs through their 
cardiovascular, cerebrovascular, pulmonary and other risks. Some attempt reduction 
or stopping smoking but others continue smoking. Are we going to deny them 
treatments for the above conditions too? Though its not the same, I guess it's a 
similar concept..... 
 
I feel this decision is discriminatory but these are my personal views. 

And why 9 months? Will all the BMI of 35 be able to reduce their weights to 30 in that 
period? 

------------ 

I feel we should be asking the CCG to provide us with good robust clinical evidence 
to support their decision as they are attempting to make a change to lower BMI 
boundaries. And they should also provide evidence of measures they have taken to 
prevent obesity rather than denying high BMI/obese patients treatments. 

------------ 

In terms of cataract surgery there is no evidence that an increased BMI would have 
any intra-operative or post-operative effect. Deferring a cataract operation due to 
increased BMI is therefore not justified. 

 

 

 

Gluten-free food on prescription 
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Coeliac UK: South Hertfordshire Local Group 
Four submissions 

---------------------------------------------------------------------------------------------------------------- 

 

Response to Herts Valleys CCG and East and North Herts CCG consultation on 
proposal in document ‘A Healthier Future – Let’s Talk’ to change gluten-free 
food prescribing 

The South Hertfordshire Local Patient Group of Coeliac UK has 1048 members in 
both the Herts Valleys CCG and East and North Herts CCG areas. This response is 
sent on behalf of the Committee of the South Hertfordshire Group. 
 
The South Hertfordshire Local Group had offered to help the CCGs in its 
reconsideration of the need to change gluten-free prescribing. There are statements 
within this consultation document that misrepresent the gluten free diet, coeliac 
disease and patients affected by coeliac disease. These statements will mislead 
other respondents to the consultation, bias their response, make it impossible to do 
any meaningful analysis of the responses, and for the CCGs to come to an informed 
decision based on the responses. 
 
We feel that this could have been avoided with help and input from local coeliac 
patients. Discussion with Coeliac UK would have shown that there are viable 
alternative options to changes to FP10 prescribing, which should have been 
considered and would also have reduced costs – such as a pharmacy led supply 
scheme, a dietetic led scheme, or a chip and pin VISA card which covers the 
difference in cost between gluten free and gluten containing staple foods and can be 
used in any retail outlet that accepts a VISA card. 

 

Current Situation 

Patients in the Herts Valleys CCG area had prescriptions for gluten-free food 
restricted in 2016 to a total of 8 units per month of gluten-free bread, proprietary flour 
mixes or pasta.  
 
Patients in the East and North Herts CCG area are not currently restricted and can 
request gluten-free food on prescription from the official Advisory Committee on 
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Borderline Substances list of products. Their needs can be managed according to 
the National Prescribing Guideline [1] which is endorsed by the Primary Care 
Society for Gastroenterology, the British Dietetic Association and the British Society 
of Paediatric Gastroenterology Hepatology and Nutrition. 

 

Provision of food on prescription to patients 

The ‘A Healthier Future’ consultation document asserts that ‘The NHS does not 
generally provide food on prescription for other groups of patients whose health can 
be managed by eating a diet naturally free from the ingredients that affect them’.  

This statement is untrue – patients with inherited metabolic disorders, renal or liver 
failure are provided with low protein food on prescription, there are nutritional 
supplements for metabolic diseases, and products for dietary management of 
phenylketonuria [2]. Patients who cannot take solid food because of their clinical 
condition are provided with ‘sip’ foods for their nutrition.  
 
The reason that gluten-free food is provided on prescription is because a gluten-free 
diet is the only treatment for patients with coeliac disease. We have no choice. Even 
a small amount of gluten can provoke a severe immune response resulting in 
damage to the lining of the small intestine. 
 
The NICE Guideline [3] (NG20. Coeliac Disease: recognition, assessment and 
management, 2015) recognises the importance of a strict gluten-free diet to help 
reduce the risk of associated long-term complications. The long-term complications 
associated with non-adherence can include osteoporosis, iron deficiency anaemia, 
ulcerative jejunitis, intestinal lymphoma, infertility and vitamin D deficiency. In 
children, it can lead to faltering growth and delayed puberty. 

 

Are there other naturally gluten-free carbohydrates which can be substituted 
for the prescription gluten-free products (bread, mixes, pasta etc)? 

The ‘A Healthy Future’ consultation document implies that prescription gluten-free 
products such as bread can readily be substituted by other carbohydrates which are 
naturally gluten-free.  
 
The text in the consultation about using other gluten-free foods is inaccurate and 
misleading. Data from the National Diet and Nutrition Survey shows that cereals and 
cereal products contribute 44% of the total iron intake and 30% of the calcium intake 
into the diet [4].  
 
In the UK bread is an important source of energy, dietary fibre, vitamins and 
minerals. It provides 10% of protein intake, B vitamins and iron and one fifth of the 
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dietary fibre and calcium [5]. It cannot be replaced by potatoes and rice. About 30%+ 
of coeliac patients still have some partial villous atrophy (intestinal damage) which 
will affect their ability to absorb vitamins, minerals etc. so bread is a vital part of their 
diet. The large Swedish study by Lebwohl et al in 2014 [6] found that 56% of patients 
over 70 had persistent villous atrophy. Some of the gluten-free bread available on 
prescription is fortified with fibre, calcium, iron and vitamins. It is not available in a 
supermarket.  
 
Calcium recommendations for patients with coeliac disease are higher (1000 mg) 
than the general population (700 mg) therefore including good sources of calcium 
(such as bread) in the diet is particularly important. 
 
Kinsey et al carried out a dietary survey in 2008 to determine if patients with coeliac 
disease are meeting current healthy eating guidelines and how their diet compared 
with the British general population [7]. They concluded that patients with coeliac 
disease are at risk of having an inadequate intake of calcium, non-starch 
polysaccharides ad vitamin D. Specialist gluten-free products obtained on 
prescription helped patients get a balanced diet and without these patients would be 
at increased risk of deficiencies. 

 

Availability of gluten-free food in supermarkets 

Neither this consultation document or any of the CCGs has ever provided any 
independent survey analysis of the availability of GF foods to support the assertion 
of the ready availability. A number of independent academic surveys have been 
carried out (not mentioned in this consultation) which show that there is very limited 
or no availability in small retailers and discount supermarkets. Copies of these 
surveys were provided to the Herts Valleys CCG in 2016. One of the latest surveys 
is from Burden, M., et al. [8]. Convenience stores may be the only option in rural 
communities. Coeliac patients with mobility problems can also have problems 
accessing major supermarkets, and rely heavily on the availability from pharmacies. 
Even major supermarkets often run out of stock of basic items. With the supermarket 
model moving to smaller store formats the situation is not likely to improve.  
 
The NICE Quality Standard on Coeliac Disease of 19 October 2016 [9] – see 
https://www.nice.org.uk/guidance/qs134/resources/coeliac-disease-
75545419042501 contains a concise and much more accurate summary of the 
position and it reads as follows: 

 

Equality and diversity considerations 

Gluten-free products are more expensive and are usually only available from larger 
retailers, making access more difficult for people on low incomes or with limited 
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mobility. As coeliac disease can affect more than one member of a family it can also 
be an additional burden on the family budget. To address this, healthcare 
professionals should highlight if gluten-free food products are available on 
prescription to help people to maintain a gluten-free diet 
 
The contrast between the variable availability of gluten-free foods from supermarkets 
and other stores and the prescription gluten-free supply system is stark. Prescription 
gluten-free foods can be supplied from any of the 11,668 NHS pharmacies in 
England, thus ensuring that every coeliac patient has ready access to prescribed 
gluten-free food. 

Cost of NHS Gluten-Free Food compared to supermarket prices 

The consultation document does not contain any details of the increased cost of 
gluten-free staple food available in supermarkets other than the vague statement 
that they ‘still tend to be more expensive’. In fact, the cost of supermarket gluten-free 
staple foods is very considerably more – the cost of white bread for example has 
been tracked by Coeliac UK for years and it still costs at least 3-4 times more than a 
gluten-containing equivalent. Small 400-gram GF loaves cost £2.50 to £3.50. 
 
The NHS cost of some prescription products (such as pasta) is generally higher than 
similar supermarket products. But the price of many of the most popularly prescribed 
brands of bread is similar or only slightly more than supermarket prices. For 
example, the NHS cost of Genius breads ranges from £2.77 to £2.88 for 400-gram 
small loaves, Glutafin breads from £2.89 to £3.72, Juvela breads (£3.39 to £3.54 [2]. 
Some of the prescription brands of gluten-free food are fortified with minerals and 
vitamins. It is an exaggeration to state as a generalisation for all categories of 
product that ‘It is significantly more for the NHS to supply gluten-free foods on 
prescription’.  
 
In the case of the proprietary mixes which coeliac patients use for cooking, these are 
special products which are a blend of gluten-free flours, gluten-free starches and 
gums (such as xanthan gum) to replicate the properties of wheat flour and to provide 
a flour substitute with comparable nutritional and baking characteristics. Many 
patients prefer these products to plain gluten-free flours as they are much easier and 
more practicable to use and can be used as a replacement for ordinary flour in 
recipes. Patients cannot readily obtain these products from even the major 
supermarkets, so there is no direct price comparison which can be made. 

 

Who would be affected by this change in prescribing policy? 

What the consultation document does not consider is the affordability of supermarket 
GF food for coeliac patients on low income, on state pension on benefits, or 
disabled. A survey by Violato, M and Gray, A from the University of Oxford reported 
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as a poster presentation at the 2017 Coeliac UK Research Conference showed that 
the mean increase in food shopping costs after diagnosis was £861 per coeliac 
patient per year. 
 
The Marmot Indicators for 2015 for Local Authorities in England published by Public 
Health England, documents health inequalities [10]. They show that in 2012/2013 
19.5% of households in Hertfordshire do not reach the Minimum Income Standard 
and in England the figure is 24.4%. The percentage of householders in fuel poverty 
is 8.8% in Herts and 10.4% in England as a whole.  
 
The 2017 levels of Disability Living Allowance range from £22.00 per week (lowest) 
to £83.10 (highest). The level of Employment Support Allowance is £57.90 per week 
for over 25s. The level of long-term incapacity benefit is £106.40. The consultation 
document singularly fails to consider the affordability for these groups of any 
restriction in GF prescribing.  
 
Based on the ONS statistics, in 2015/16 households with the lowest income spent on 
average £40 a week on food and non-alcoholic drink which represented 17% of their 
total weekly expenditure (£235). This is in comparison to households with the highest 
income who spent on average £70 per week on food and non-alcoholic drink which 
represented 8% of their total weekly expenditure (£875) [11].  
 
Approximately 70% of people who have lost access to gluten free foods on 
prescription, report that their weekly shopping bill has increased by an average £10, 
this is across all income brackets [12].  
 
The impact of the increased expenditure on gluten free foods, due to a loss of 
access on prescription, means the lowest income households’ weekly expenditure 
on food and non-alcoholic drink has increased by 25%, from £40 to £50 and for the 
highest income households 14%, from £70 to £80. Based on the ONS statistics, 
households with the lowest income are now spending 21% of their total weekly 
expenditure on food and non-alcoholic drink, up from 17%. The highest income 
households are spending 9% of their total weekly expenditure on food and non-
alcoholic drink, up from 8%.  
 
This clearly demonstrates how withdrawing access to gluten free foods on 
prescription accelerates inequality and affects vulnerable patients the most. 
 
The Herts Valleys CCG Constitution has a specific section (Article 64) dealing with 
Equality Delivery. This requires it to reduce inequalities between patients with 
respect to access to health services and with respect to outcomes. The East and 
North Herts CCG Constitution has a Mission Statement to reduce health inequalities 
and Section 5.2.6 which has identical wording to Article 64 of the Herts Valleys CCG 
Constitution. One of our major concerns with respect to the proposal to limit 
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prescribing is the effect on poorer patients – those on benefits, the disabled, 
pensioners, those on low pay or on zero hours contracts, all of whom will have 
difficulty affording the extra cost of buying gluten-free food in supermarkets. 
 
Separate detailed comments have been made on the Equality Impact Assessment. 

 
What savings would be made by the proposal? 

The cost of provision of gluten-free food for coeliac patients’ needs to be put into 
perspective. Prescriptions for all GF food in 2016 were only 0.3% of the total cost of 
prescribed drugs, and only 0.02% of the total NHS England budget. The average 
cost per patient of GF food on prescription is approximately £190.  
 
The ‘A Healthier Future’ consultation document asserts that savings of £200,000 
might be made by this proposal. However, this ‘calculation’ ignores any effect on 
patient health caused by changes in dietary adherence due to patients not being 
able to afford the extra cost of buying supermarket gluten-free food. At diagnosis, 
40% of patients have either osteopenia or osteoporosis, and significant improvement 
in bone health is seen in the first twelve months. If patients show lower dietary 
adherence then they are at greater risk of osteoporotic fracture. The average NHS 
cost of an osteoporotic hip fracture is £27,000 [13].  
 
Even the cost of further investigations caused by dietary adherence problems may 
negate any savings. The Bedfordshire NHS dietitians have documented the 
additional costs for a patient who had to undergo repeat gastroscopy and required 
investigation at a tertiary referral centre and who gave the cost of gluten free foods 
as a reason for not fully complying with the diet.  This resulted in increased medical 
consultations and tests including gastroscopy and T-cell clonal antibody test. The 
costs were: £400 for a gastroscopy, £213 for a new consultant gastroenterology 
appointment, £98 for a follow up consultant gastroenterology appointment. The cost 
for T-cell clonal antibody test was £500.  The total cost for this single patient was 
£1211.  
 
From a number of polls carried out at meetings of members of the South 
Hertfordshire Local Patient Group, we have found that only a minority of patients 
(about 40%) in Hertfordshire are receiving any form of annual review as 
recommended by NICE. The effect of the 2016 change in prescribing policy in Herts 
Valleys CCG has not been studied, so adverse health effects caused by any poorer 
dietary adherence are unknown. The 2008 study by Kinsey et al showed the 
importance of prescription gluten-free food to achieve a balanced diet and avoid risk 
of deficiencies [7]. A study by Muhammad et al in 2015 compared the adherence to 
the diet in those who received a gluten-free prescription to those who did not -and 
this showed a better dietary adherence in those patients receiving a gluten-free 
prescription [14]. In a cohort in the 2014 study by Lebwohl et al of 7,648 Swedish 
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patients they showed that persistent villous atrophy was more common in those with 
poor dietary adherence [6]. 
 
It is thus speculation to estimate the ‘savings’ at £200,000 when no meaningful 
estimate of the increased clinical costs to the NHS resulting from the change can be 
made. 

 

Should there be any change to the gluten-free foods available on prescription 
in Hertfordshire? 

The ACBS list of gluten-free products approved for prescription comprises bread, 
rolls, cereals, crackers and crispbread, proprietary flour mixes, pasta and pizza 
bases.  Although cookies and biscuits are also on the ACBS list, they are not 
included in the National Prescribing Guideline and the level of prescribing is very 
low. 
 
The most commonly prescribed items in the ACBS list of staple gluten-free products 
approved for prescribing are bread, rolls, and the proprietary mixes. Bread, flour and 
flour mixes represent 77% of the total spend on gluten free foods in 2016 [15]. These 
foods are key staples in the diet and as an absolute minimum, bread and flour mixes 
should be available to patients in Hertfordshire to support management of the gluten 
free diet and to help meet nutritional requirements. 
 
Since loaves of fresh bread on prescription come in packs of eight, the Herts Valleys 
CCG restriction to 8 units a month means that patients have difficulty also accessing 
the proprietary flour mixes if they choose to have bread. The number of units should 
be increased to 10 units. 
 
Special consideration should be given to the dietary needs of children and pregnant 
and breastfeeding women, and these should be made an exception in the 
prescribing arrangements. 

 

NICE Guidelines on Coeliac Disease – why are they not being implemented by 
the Herts CCGs? 

South Herts Local Patient Group wishes to stress the importance of an annual 
review of patients to assess adherence to diet, symptom resolution and allow for 
monitoring of any long-term complications. Only 40% of our members currently 
receive such a review.  
 
The South Herts Local Patient Group has repeatedly raised this issue with the Herts 
Valleys CCG – in September 2015 in a meeting with Rasila Shah, in July 2016 with 
Paul Larkin and most recently in January 2017 with Radikha Kotecha – when we 
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were assured that this would be considered as part of the STP review of gluten-free 
prescribing. In January 2017, we drew specific attention to the NICE Quality 
Standard of 19 October 2016 which states as follows: 
 
Commissioners (for example, clinical commissioning groups and NHS England) 
ensure that they commission services that offer an annual review to people with 
coeliac disease, including those discharged from secondary care. Commissioners 
encourage service providers to use innovative approaches to undertake reviews, 
including using technology to improve access to specialist advice. 
 
We do not understand why the two Hertfordshire CCGs are apparently ignoring this 
NICE requirement in this current consultation document. The South Herts Local 
Patient Group requests the two CCGs to commission this service forthwith to monitor 
the health of its vulnerable coeliac patients. 
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Comments on the East and North Herts CCG’s response to the NHS England 
Consultation on Availability of Gluten-Free Products 

The South Hertfordshire Local Patient Group of Coeliac UK has members in both the 
Herts Valleys CCG and East and North Herts CCG areas. This comment is send on 
behalf of our members in the East and North Herts area. 

The response by the Lead Pharmaceutical Advisor to the CCG contains a number of 
errors and the South Herts Coeliac Patient Group is writing to comment and correct 
these. 

1. Cost to the NHS of gluten-free foods:  
a. The document states that ‘some gluten-free foods are more expensive than 

their gluten-containing equivalents’. In fact all of the gluten-free staples such 
as bread, rolls, flour mixes are all more expensive. Bread is 5 times more 
expensive (gram for gram) and more than 8 times if you compare the 
cheapest brand -  and the differential has not really reduced in price over the 
last decade during which Coeliac UK has been tracking prices.   

b. It asserts that ‘The price paid by the NHS for gluten-free foods is much higher 
than the prices of similar food products found in supermarkets’. Bread, flour 
and flour mixes comprised 77% of the total spend on gluten-free foods in 
2016. These are the staples in the diet which should be available to coeliac 
patient. Acceptable gluten-free flour mixes are not readily available in even 
the largest supermarkets. The price of a small GF loaf in the supermarket 
ranges from £2.50 to just over £3. The current NHS prices for gluten-free 
bread are listed in BNF 73 (Appendix 2: pages 1374 and ff). The prices range 
from £2.77 to £3.80 for the most commonly prescribed brands. The average 
price is less than £3. Thus, the NHS price of bread is broadly similar to the 
supermarket prices. 

c. It asserts ‘There are often many additional costs to the NHS including 
pharmacy fees and distributor delivery charges’. Historically, a minority of 
suppliers made additional charges for delivery, but the major manufacturers of 
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gluten-free foods made an agreement a couple of years ago with Alliance so 
that there were no additional OOPs (out-of-pocket expenses) which had to be 
claimed by pharmacies. 

d. It is assumed that the supermarket gluten-free food is broadly nutritionally 
equivalent to the NHS brands. Some of the NHS brands and supermarket 
brands are exactly the same but some are only available on prescription. 
Juvela prescription brands of bread and proprietary flour mixes are fortified 
with calcium, iron, fibre, vitamins and minerals – which may be important for 
many patients with partial villous atrophy. 

 

2. Only coeliac patients can receive food on prescription whilst others who 
may have special dietary needs are not able to. Approval for foods for those 
with special dietary needs is given by the Advisory Committee for Borderline 
Substances. The list of different types of product approved by the ACBS is stated 
in Appendix A2 of BNF 73. The following patient groups can also receive food or 
food related products on prescription: 

a. Patients with inherited metabolic disorders, renal or liver failure, or those 
requiring a low-protein diet can receive low-protein foods 

b. There are nutritional supplements for a variety of conditions – such as 
glutaric aciduria, homocystinuria, hyperlysinaemia, isovaleric acidaemia 

c. Nutritional supplements for patients over 4 years old with phenylketonuria 
d. Enteral feeds which are low protein and non-disease specific ones with 

higher protein levels 
 

3. Accessibility of gluten-free foods. There have been a number of large surveys 
on the availability of gluten-free food from retailers. These show that there is poor 
availability in budget supermarkets, corner shops and smaller stores. Policy 
makers in the CCG must consider the availability of GF food to the most 
vulnerable – such as the elderly or those with limited transport options. The NICE 
Quality Standard on Coeliac Disease of 19 October 2016 [9] – see 
https://www.nice.org.uk/guidance/qs134/resources/coeliac-disease-
75545419042501 contains a concise and much more accurate summary of the 
position and it reads as follows: 

 

 Equality and diversity considerations 

Gluten-free products are more expensive and are usually only available from 
larger retailers, making access more difficult for people on low incomes or with 
limited mobility. As coeliac disease can affect more than one member of a 
family it can also be an additional burden on the family budget. To address this, 
healthcare professionals should highlight if gluten-free food products are 
available on prescription to help people to maintain a gluten-free diet 

4. Prescribing of unhealthy gluten-free foods. Coeliac UK does not recommend 
prescribing of biscuits or cake in the National Prescribing Guideline and has been 
trying to get them removed from the ACBS listings. Prescribing of these items is 
in any case tiny. 
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Would restricting prescribing really save money? 

In addition to these comments on the factual accuracy, there is an implicit 
assumption that restricting prescribing will result in savings for the NHS. This will 
only be true if the change does not result in worsening health for patients whose 
dietary adherence is reduced as a result of the change.  Access to prescription 
gluten-free staples has been shown to be related to adherence. Provision of GF food 
is a low cost option compared to the treatment of such long-term conditions as 
osteoporosis or intestinal lymphoma. 

 

Consultation by the Herts Valleys Clinical Commissioning Group and the East 
and North Herts Clinical Commissioning Group on Prescribing of Gluten-Free 
Foods 

This is a further response from the Committee of the South Hertfordshire Local 
Coeliac Patient Group to the document entitled ‘A Healthier Future – Let’s Talk’. The 
consultation runs from 6 July to 14 September 2017.  One of the proposed cuts is to 
restrict the prescribing of gluten-free food for patients in the Herts Valleys CCG area 
and the East and North Herts CCG areas. 

Availability of gluten-free food 

The consultation document asserts that gluten-free food is widely available in 
Hertfordshire, so that patients would have no difficulty accessing it if prescribing 
were restricted. In our response to the consultation document the Committee of the 
South Herts Coeliac Patient Group cited evidence from a November 2015 study by 
Burden et al entitled ‘Cost and availability of gluten-free food in the UK: in store and 
online’ from the Postgrad Med J 2015; 91:622-626. The study concluded that ‘There 
is good availability of GF food in regular and quality supermarkets as well as online, 
but it remains significantly more expensive. Budget supermarkets which tend to be 
frequented by patients from lower socio-economic classes stocked no GF foods. 
This poor availability and added cost is likely to impact on adherence in deprived 
groups’. In a meeting with the Chief Executives of the two CCGs on 22 August 2017, 
Sarah Crotty of the Herts Valleys CCG cited evidence collected by her staff to 
suggest good availability of GF foods in Herts. A report on this information was 
requested but has not been provided. This suggests that this is merely anecdotal 
information. The study by Burden et al looked systematically of the availability and 
cost of a defined basket of foods from five store categories and online. They 
calculated the deprivation index for each store.  
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In the absence of contrary information from a well-designed study on availability and 
cost of a basket of gluten-food in Hertfordshire from a range of stores in both urban 
and rural locations, the CCGs should accept the conclusions from a recent study 
published in a peer-reviewed scientific journal instead of anecdotal information. 
These data were accepted by NICE and the statement in the 2016 NICE Quality 
Standard on Coeliac Disease provides a much more nuanced and accurate 
indication on the availability of GF food than that in the consultation document. This 
stated ‘Gluten-free products are more expensive and are usually only available from 
larger retailers, making access more difficult for people on low income or with limited 
mobility’. 

 

Use of rice and potatoes as a substitute for some gluten-free food products – 
is this a healthy choice? 

The suggestion is made both in the consultation document and at the meeting on 22 
August that coeliac patients could readily substitute part of their gluten-free food that 
they might need to purchase from a supermarket with other foods – particularly rice 
and potatoes. No analysis of the dietary or health consequences of such a change 
was provided. 

A recent letter in the journal Epidemiology by Karagas et al [1] entitled ‘The 
Unintended Consequences of a Gluten-Free Diet’ draws attention to the fact that 
many commercial supermarket gluten-free products contain substantial amounts of 
rice flour as a substitute for the wheat flour used in gluten-containing products. 
Supermarket “free from” products nearly always claim to be free from gluten, wheat, 
dairy etc. There is emerging evidence that rice-based based products can contain 
high levels of toxic metals, rice is a recognised source of arsenic and methylmercury 
exposure. The study found higher levels of total arsenic and mercury in the blood of 
a group of 74 participants on a gluten-free diet. The health consequences may be 
important because low-level exposure to arsenic and mercury may increase the risk 
of cancer and other chronic diseases. 

A high proportion of the prescribed gluten-free food is manufactured using the 
special Food Codex grade of gluten-free wheat starch and based on the above 
study this seems a healthier choice than eating large amounts of rice either in the 
diet or in supermarket gluten-free foods. This is an added argument for preserving 
patient access to prescribed gluten-free foods. 

 

Analysis of Cost of Gluten-Free Food versus Risk of Restriction of 
Prescriptions 

The South Hertfordshire Local Coeliac Patient Group has asked the Herts Valleys 
CCG on several occasions for the number of diagnosed coeliac patients in the CCG 
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area – this information would have been readily discoverable from individual GP 
surgeries interrogating their patient records. In the absence of these data it is 
impossible to make an exact calculation of the cost of providing gluten-free food to 
an individual coeliac patient. We also believe that it would be unethical to change the 
provision of prescribed gluten-free food without having this information as to the 
number of patients affected. 

However, it is possible to make a guestimate based on known data on the incidence 
and prevalence of coeliac disease. It is known that 1% of the population have coeliac 
disease and that currently typically only about 25% of them are diagnosed. The 
number of patient registered with a GP in Herts Valleys CCG is 627,000. Thus 
approximately 6,270 will have coeliac disease and about 1,567 will be diagnosed, 
and 4,703 undiagnosed. The annual cost of provision of gluten-free food in Herts 
Valleys CCG is currently £172,985. Thus, the guestimated cost per patient is £110 or 
just over £9 per month. 

We have provided data from the major study by Muhammad et al.  (referenced in our 
earlier Response document) showing that that patients who did not receive 
prescription gluten-free food have poorer dietary adherence compared to those who 
did. It is well-established that persistent villous atrophy is more common in those with 
poorer dietary adherence. Thus, restriction of gluten-free prescribing or further 
restriction will increase the risk of the long-term complications of coeliac disease 
associated with poorer dietary compliance – osteoporosis, iron deficiency anaemia, 
ulcerative jejunitis, intestinal lymphoma, infertility and vitamin D deficiency; and 
faltering growth and delayed puberty in children.  All of these will cause increased 
cost to the NHS in further tests and treatment. £9 a month is a small price to pay 
to avoid these risks. 

Reference: 
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Comments on the Herts Valleys CCG’s Equality Analysis – Equality Impact 
Assessment Screening Form – DRAFT prior to Consultation 
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The South Hertfordshire Local Patient Group of Coeliac UK has 1048 members in 
both the Herts Valleys CCG and East and North Herts CCG areas. This response is 
sent on behalf of the Committee of the South Hertfordshire Group. 
 
Both the Herts Valleys CCG and East and North Herts CCG’s Constitution have 
explicit requirements in relation to equality.  
 
Article 64 of the Herts Valleys CCG Constitution states: 

64. The CCG shall have regard to the need to reduce inequalities by:  

• reducing inequalities between patients with respect to their ability to access 
health services;  

• reducing inequalities between patients with respect to the outcomes achieved 
by the provision of health services.  

 

Article 5.2.6 of the East and North Herts CCG Constitution imposes a similar 
duty on the CCG: 

5.2.6. Have regard to the need to reduce inequalities by:  

a) reducing inequalities between patients with respect to their ability to access health 
services;  

b) reducing inequalities between patients with respect to the outcomes achieved for 
them by the provision of health services;  

 

Comments on the Draft Equality Impact Assessment 

1. Focus of the Draft: We have assessed the Draft Equality Impact Assessment 
(dated 20 July 2017 but released about 26 July 2017) in the light of the need to 
reduce inequalities with respect to both access and outcomes. One major issue 
with respect to the Draft is that it has apparently confined itself to considering 
inequalities in respect of access. The document should also have considered 
outcomes and in particular: 
 
 growth in children and young people  
 health-related quality of life  
 incidence of osteoporosis  
 incidence of intestinal lymphoma   
 incidence of vitamin D deficiency  
 incidence of iron deficiency  

 

Any change in commissioning policy should contribute to improvement in these 
outcomes. This would in turn contribute to improvements outlined in the NHS 
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outcomes framework 2016-7 and the Public health outcomes framework for 
England 2016-19. 

 

2. Availability of gluten-free foods: Page 2 of the Draft states that the intended 
outcomes of this work are ‘that all individuals will now be expected to purchase 
gluten-free food from supermarkets, pharmacies, on-line or other shops.’ This 
objective ignores the fact of the well-documented limited availability of gluten-free 
foods, particularly in smaller stores and in the rural areas. In the more remote 
areas of the county or in small villages gluten-free products will only be available 
on prescription via pharmacies.  

 

The 2016 NICE Quality Standard states: ‘Gluten-free products are more 
expensive and are usually only available from larger retailers, making access 
more difficult for people on low incomes or with limited mobility. As coeliac 
disease can affect more than one member of a family it can also be an additional 
burden on the family budget’ [1]. Also, gluten-free products are not generally on 
over-the-counter sale in pharmacies, they are only available on prescription.  

3. Effect on health outcomes of poorer dietary adherence: The Draft 
Assessment ignores the impact of the proposal on the health outcomes of 
patients with coeliac disease. A number of studies have shown that adherence to 
a gluten-free diet is associated with receiving food on prescription. A study was 
published in 2013 by Hall et al [2]. The latest study is by Muhammed, H et al in 
Nutrients, published in July 2017 [3]. It states ‘The quarter of patients not 
receiving GF foods on prescription had a lower GF dietary adherence score 
compared to those receiving gluten-free foods on prescription.’ If GF food is not 
available on prescription there is a risk of non-adherence to the diet. Non-
adherence will increase the risk of the sequelae of non-compliance – 
osteoporosis, anaemia, intestinal lymphoma, infertility, faltering growth and 
delayed puberty in children. This will increase costs to the NHS. 

 
4. Disability: The Draft Assessment accepts that those with disability may be 

negatively impacted, but does not propose any mitigating action. Disabled coeliac 
patients will have particular difficulty because of the likelihood of lower income 
(e.g. disability benefit) and more limited ability to access supermarkets. The 2016 
NICE Quality Standard states: ‘Gluten-free products are more expensive and are 
usually only available from larger retailers, making access more difficult for 
people on low incomes or with limited mobility.’ [1].  A survey of the extra cost 
of buying gluten free food showed that for the majority it was £10 per week [4]. It 
is difficult to see how this could be afforded on a Disability Living Allowance of 
£22 per week (lowest) to £83.10 (highest).  

 
5. Pregnancy and maternity: The Draft Assessment does not mention that the 

National Prescribing Guideline (currently used in East and North Herts CCG) 
recommends increased provision of an extra 1 unit of prescription gluten-free 
products for pregnant women in the third trimester and an extra 4 units for 
women who are breastfeeding [5]. The National Prescribing Guide is endorsed by 
the British Dietetic Association, the Primary Care Society for Gastroenterology, 
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and the British Society of Paediatric Gastroenterology, Haematology and 
Nutrition. This proposal erroneously assumes that the dietary needs of pregnant 
and breastfeeding women are identical to the general population. 

 
6. Race: The Draft Assessment states that ‘There is currently no evidence of likely 

differential impact because of the protected characteristic’. A 2004 study by 
Butterworth et al looked at factors relating to gluten-free dietary compliance in 
Caucasian and South Asian adult patients. This study found worst compliance in 
the South Asians – who were less likely to attend dietetic clinics, join the Coeliac 
Society and be satisfied with the information provided by doctors and physicians 
[6]. In the 2017 study by Muhammad et al in Nutrition [3], they compared 
understanding of food labels in a group of South Asian adults compared to a 
group of Caucasians and found that ‘A higher proportion of South Asian patients, 
compared with Caucasians, reported difficulties understanding what they can eat 
(76% versus 5%, p<0.001). Thus, there will be a differential impact on the ability 
to cope with having to purchase supermarket gluten-free foods for this racial 
group. 

 
7. Sex: The incidence of coeliac disease is twice as high in women as men. The 

average age at diagnosis is in the 50s. Thus, when women are diagnosed they 
may have a low bone density because of the many years that they were 
undiagnosed with their coeliac disease and because of the effects of post-
menopausal hormonal changes – a double whammy. The impact of the change in 
women may be greater if it affects their dietary adherence since they may be at 
greater risk of osteoporosis.  

 
8. Engagement and involvement: This Draft Assessment is on the CCG’s website 

but only found by using the search term ‘Equality’. It is questionable whether ‘the 
consultation document will be widely available’. Anecdotal information from the 
public event at Rothamsted on 31 August suggests that the public, patients and 
others will have some difficulty finding it to comment. 

 
9. Advancing equality of opportunity: The Draft Assessment states that this 

change ‘frees up GP appointments’. The experience of coeliac patients in 
Hertfordshire is that they obtain their gluten-free food on repeat prescriptions 
almost entirely without seeing their GP. From a number of polls carried out at 
meetings of members of the South Hertfordshire Local Patient Group, we have 
found that only a minority of patients (about 40%) in Hertfordshire are receiving 
any form of annual review as recommended by NICE. Thus, over 60% of patients 
in Hertfordshire do not currently receive an annual review. This change will 
therefore not free up GP appointments. The opposite is likely to happen – if 
patient adherence is impaired, patients will suffer the consequences and will 
need to consult their GP again. They will even be referred back to a 
gastroenterologist for further investigation and tests which will again increase 
NHS costs. 

 
10. Lack of clear proposals for the mechanism for exemptions in the Equality 

Impact Assessment: There is no clear statement as to the mechanism as to 
how GPs are supposed to use their discretion. No CCG so far has developed a 
clear framework for identifying vulnerable patients. Some CCGs have provided 
guidance for GPs, others have introduced an Individual Funding Request (IFR) 
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process. The IFR process would be burdensome for both patients and GPs. 
Whilst some vulnerable patients may require long-term access to gluten-free 
food, others may just require short-term support. Reliance on patients presenting 
to their GP is unlikely to be a reliable method to identify all vulnerable patients. 

 
11. Publishing the Final Equality Impact Analysis: The Draft states that the 

document will be published on the East and North Herts CCG website if any 
changes are made to the commissioning of over-the-counter medicines.  The 
Final Analysis should be sent to concerned local patient groups and published on 
the websites of both CCGs in a way that makes it readily accessible to interested 
parties. 

 

References: 

1. NICE. Coeliac Disease. Quality Standard. Published: 19 October 2016. 
www.nice.org.uk/guidance/qs134  

2. Hall, N.J, Rubin, G.P and Charnock, A. Intentional and inadvertent adherence in 
adult coeliac disease. A cross-sectional survey. Appetite, 2013, 68:56-62 

3. Adherence to a Gluten Free Diet is Associated with Receiving Gluten Free 
Foods on Prescription and Understanding Food Labelling. Muhammad, H, 
Reeves, S, Ishaq, S, Mayberry, J and Jeanes, Y.M. Nutrients 2017, 9, 705 

4. The Economic Burden of Coeliac Disease in the UK: A Retrospective Population 
Based Study. Violato, M and Gray, A. Coeliac UK Research Conference 2017. 
Not yet published. 

5. Gluten-free foods: A revised prescribing guide 2011 (revised 2012). Coeliac UK. 
6. Butterworth, J.R., Banfield, L.M., Iqbal, T.H., and Cooper, B.T. Factors relating to 

compliance with a gluten-free diet in patients with coeliac disease: comparison of 
white Caucasian and South Asian patients. 

 

 

Female sterilisation and vasectomy 

Dr Sarah Edwards, Consultant Physician  
Sexual Health Service Director Sexual Health Hertfordshire 
 
---------------------------------------------------------------------------------------------------------------- 
 
I am writing in my capacity as clinical lead for Sexual Health Hertfordshire to express 
concerns at the possible reduction of contraception options for residents of 
Hertfordshire.  These changes may also have direct consequences for our services - 
and indeed we are directly quoted in the distributed "Healthier Future" 
consultation documents. We have not however been consulted on any of these 
proposed changes ourselves.  We will not be funded for an increase in patients 
attending our services as a result of CCG changes.   
 
I understand the consultation is considering only funding female sterilisation in 
exceptional circumstances, and that Herts Valley CCG is considering the same for 
Vasectomy. 
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Reducing contraceptive choice further for residents of Hertfordshire could lead to an 
increase in unwanted pregnancies.  
 
Regarding female sterilisation, the document discusses that there are other 
alternative forms of contraception available including long acting options. Whilst this 
is true, it is likely that all women opting for sterilisation have already had these 
options discussed with them, as this is routine FRSH guidance. For a small group of 
women LARC methods are not appropriate or their choice. 
 
We have particular concerns regarding the proposal to stop offering vasectomies in 
the Herts Valley CCG area. The document states that men can "consider alternative 
methods of contraception for themselves and their partners (including "long acting" 
options)." For men themselves however there are no other "Long Acting Methods", 
and the only other option is condoms, with a relatively high failure rate compared to 
other methods of contraception. This is discriminatory to men, as they cannot make 
a unilateral decision about their own fertility choices with access to any reliable long 
acting contraceptive methods in the same way women can. They may not be in a 
long term relationship, yet want to take responsibility for contraception. They may not 
be able to afford this privately.  
 
To have a situation where men in one area of the county have access the 
Vasectomies, and not in another is inequitable.  
 
Herts Valley CCG has areas of high deprivation, and high unwanted pregnancy rates 
within its remit. Watford, Hertsmere and Dacorum all fall into these categories. Any 
moves to restrict contraceptive options further may result in unwanted pregnancies.  
 
We fully support greater access to LARC methods of contraception, however are 
acutely aware that patients report to us regularly that they have been unable to 
access these methods via their General Practitioners. We have patients travelling 
very large distances to access services, and often having periods of unreliable 
contraception because they have been unable to access LARC methods via their 
GPs. A proportion of patients do not want to be seen in Sexual Health Services at all. 
 
Any changes in funding therefore has to be supported by adequate access and 
provision for LARC contraception methods in general practice settings across 
Hertfordshire, and should be in consultation with ourselves, as there may be impact 
on our services as a result.  The sexual health service is also operating in a climate 
of budget cuts, and cannot merely absorb all LARC requests and without being 
aware of changes that may be taking place across Hertfordshire.  
 
Has an Equality Impact Assessment relating to changes been undertaken? 
 
We have concerns that in this current climate any moves to restrict other methods of 
contraception are short sighted, and in the case of vasectomy provision inequitable, 
and in addition proposed changes may have impact on our services.  
 
Yours Sincerely 
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IVF and specialist fertility services 

128



129



 

 

130



Consultant, West Hertfordshire Hospitals NHS Trust 

--------------------------------------------------------------------------------------------------------------- 

The discussion we had that evening was quite robust and I agree with my all other 
colleagues that the proposed changes aren't very useful unless thought through 
properly and we all voice our concerns  

 

Re the fertility funding- 

 

• The IVF funding is possibly the most restricted treatment available through the 
CCG. There are restrictions over age, number of kids they have, postcode, 
BMI, smoking status, number of years they've been trying and blood test 
results I am not sure, other than restricting the age limit, there is any 
other possibility of restricting it further 
 

• There is plenty of evidence about the effect of subfertility on 
depression, loss of work, effect on economy and other associated symptoms  
These patients would go outside the UK to get cheaper treatments, 
and return most likely with multiple pregnancies. We would need only 2-3 
patients delivering preterm, which would completely destroy the savings they 
are proposing to make by withholding the treatment 
 
There are many other ways to make current pathway even more 
sophisticated but I strongly feel that they shouldn't take away the funding  
 

• Re BMI, we already exercise the cut off of BMI 30 to provide any 
definitive investigations and treatment  but its application in other specialties 
need to considered carefully  
 

• The other ways I would recommend is restricting the age limits on both ends 
(currently we provide IVF from age 23-42 yrs, they could make it 25- 39yrs), 
they should put an age limit to male partner as well which is currently not in 
place, they should stop funding for freezing the surplus embryos embryos 
after the IVF cycle and not pay for frozen embryo transfer 
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Group consisting of primary care academic and women’s health researcher, 
acupuncturists, medical herbalist, Chinese medicine practitioner, fertility 
acupuncturist, and registered nutritional therapist 

---------------------------------------------------------------------------------------------------------------- 

RE: Proposals by NHS Herts Valleys CCG to withdraw funding for IVF and 
fertility services in Hertfordshire 

We are writing to you in response to the request for feedback for the CCG’s public 
consultation into the proposed withdrawal of funding for IVF and fertility services.  
The purpose of this letter is to provide additional information for the consultation 
team to inform their funding decision.   

 

This letter represents the views of a collection of healthcare professionals and 
IVF/fertility patient advocates living and/or working in Hertfordshire and supporting 
patients undergoing IVF treatment in Hertfordshire.   

 

In summary our view is that:  

 
1) Withdrawal of IVF and fertility services is misaligned with the 

government priority of improved nationwide mental health: NICE 
acknowledges the association between untreated infertility, stress and 
depression (NICE, 2014). The evidence is clear that withdrawing NHS support 
for IVF treatment will have a direct consequence on the disease-burden and 
mental wellbeing of this vulnerable population (NICE, 2014). 
 

2) Increased likelihood of multiple pregnancies will lead to severe risks to 
maternal and neonatal health: This policy change will cause an increased 
uptake in IVF treatment abroad where regulations on multiple embryo transfer 
are less stringent.  This will lead to serious risks to maternal and neonatal 
health which the NHS will need to allocate support for when women return 
from receiving treatment abroad. 

 

3) The proposed policy change will cause CCG cost saving goals to fail:  
There will be a need to spend significantly more on other areas impacted by 
fully withdrawing current IVF and fertility services.  This will include additional 
costs in mental health, maternal health and in neonatal health as well as 
administrative costs in other NHS areas.  This negates the cost-saving 
purpose of the withdrawal of services.  
  

4) IVF and fertility support services should be resumed until a workable 
solution is agreed:  Working with the local patient, practitioner and support 
community is paramount in establishing a suitable transition plan that 
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considers both patient health and healthcare costs.  This will enable the 
initiative’s goals to be successful in the long term. 

 

 
1) Withdrawal of IVF and fertility services is misaligned with the 

government priority of improved nationwide mental health 
 

Mental health is a national priority in the Five Year Forward View and is also notably 
part of the sustainability and transformation plan (STP) for Hertfordshire (CCG, 
2017). The chief of NHS England Simon Stevens has recently pledged to improve 
upon and prioritise care in mental health - the largest cause of disability in the UK - 
and which contributes to 23% of disease burden.  Cuts to fertility funding directly 
opposes these pledges since mental health will undoubtedly be affected by 
withdrawing the already limited support for sub-fertility patients in Hertfordshire.  

 

The CCG’s IVF consultation document quotes from a study by Gameiro and 
colleagues as justification for withdrawing IVF and fertility services (Gameiro et al., 
2016).  The research paper suggests that 1 in 10 women undergoing IVF treatment 
appear to have serious mental health impairment in the longer term and 
recommends that fertility healthcare providers put measures in place to ensure that 
these women have access to additional psychosocial support (Gameiro et al., 2016).  
The study authors do not claim that preventing women from undergoing IVF 
treatment would lead to better mental health outcomes.      

   

The consultation paper appears to have quoted from this research to suggest that 
withdrawal of IVF treatment would reduce the need for the CCG to provide 
psychosocial support.  The arguments made here are either that a) the CCG can 
avoid the additional cost of providing psychosocial support for IVF patients or b) that 
IVF patients experience greater rates of mental health issues compared to patients 
that do not receive IVF and therefore withdrawal of IVF services would have a 
beneficial impact on mental health. We believe that the arguments presented and 
conclusions drawn within the consultation document could be misinterpreted by the 
public.   

 

Contrary to the consultation papers’ conclusion, NICE acknowledges the association 
between untreated infertility, stress and depression (NICE, 2014).  Recent research 
suggests that severe depressive symptoms are reported in 11.6% of women and 
4.3% of men experiencing sub-fertility whilst rates of severe depression are 
significantly associated with increased infertility-related distress (Peterson et al., 
2014).  This evidence makes it clear that withdrawing NHS support for IVF treatment 
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will have a direct consequence on the disease-burden and mental wellbeing of this 
vulnerable population (NICE, 2014).  

 

 

2) The increased risks and costs related to maternal and neonatal health 
will be significant 

 

‘Safer maternity services’ is one of the pledges that have been made by the STP for 
Hertfordshire (CCG, 2017).  Any policy change that leads to higher rates of multiple 
pregnancies works against the 5-year vision that has been laid out in the STP 
(Agrawal et al., 2013, CCG, 2017).  

 

Reducing access to NHS-funded IVF treatment will force patients to go abroad since 
the average cost of a single private cycle of IVF abroad can result in a saving of over 
50%.  Prominent fertility specialists in the UK have previously acknowledged that 
clinics abroad have less stringent criteria compared to those in England.  This will 
lead to greater health risks to mother and baby which are significant in themselves, 
but will also lead to greater overall costs to the CCG.   

 

Lighter regulation of IVF clinics abroad means that treatment add-ons are more 
readily offered to couples who may not need them. This leads to additional health 
risks to maternal and neonatal health.  Of greater concern is that unlike in the UK, 
there are no legal limits for multiple embryo transfers in some clinics abroad such as 
Hungary, Spain and Portugal.  This directly opposes regulations introduced by the 
Human Fertilisation and Embryology Authority (HFEA) in 2007 regarding single-
embryo transfers. This guidance came from the ‘One Child at a Time Report’ 
published in 2006 which aimed to reduce health risks to both mother and babies that 
were due to multiple birth rates (Agrawal et al., 2013).   

 

Multiple gestation has been associated with adverse outcomes to maternal health 
such as hypertension, pre-eclampsia, gestational diabetes and delivery issues 
(RCOG, 2012).  Risks to babies are considerably more significant and include 
premature birth, low birth rate, breathing difficulties and increased risk of miscarriage 
(RCOG, 2012).   These preventable risks are the reasons why the HFEA introduced 
regulations in 2007 to minimise multiple births.   
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Higher rates of multiple pregnancies will lead to increased risks to maternal and 
neonatal health which work against the 5-year vision for the Hertfordshire STP to 
achieve safer maternity services.  

 

 

3) The proposed policy change will cause CCG cost saving goals to fail 
 

The additional health risks and management of multiple pregnancies mean that any 
immediate cost-savings will simply place greater demand on other NHS services 
such as mental health and obstetric and neonatal health.   

 

Obstetric care is expensive owing to greater management of obstetric risk in multiple 
gestation such as hypertension and gestational diabetes.  A study published in 2007 
in the British Journal of Obstetrics and Gynaecology highlighted that the mean cost 
of obstetric care for multiple pregnancy mothers was significantly higher than in 
singleton pregnancies (Mistry et al., 2007).  More specifically, a study led by Ledger 
et al. estimated that the costs to the NHS were £3,313 per IVF singleton family, 
£9,122 per IVF twin family and £32, 354 per IVF triplet family at one-year post birth 
including maternal and neonatal costs but not the costs of infertility treatments with 
the authors highlighting that ‘multiple pregnancies after IVF are associated with high 
direct costs to the NHS (Ledger et al., 2006).  In light of this evidence, we are of the 
view that short term cost-savings on cutting IVF provision - which are the focus of 
this consultation - are short-sighted.  

 

The policy change to withdraw IVF and fertility services will result in increased costs 
to obstetric, neonatal and mental health care and will not achieve the desired effect 
of a net reduction in total healthcare costs. The result is that the goals set out as part 
of the Hertfordshire STP will not be achieved.  

 

4) IVF and fertility support services should be resumed until a workable 
solution with all stakeholders is agreed 

 

In order to achieve the goals of the Hertfordshire STP it is clear that a long term 
workable solution is required.  Such a solution must include sustainable long term 
cost savings that will be unlocked by considering the impact on patient health.  
Failure to do so only shifts costs to other areas whilst negatively impacting the public 
which is a lose-lose situation.  
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We believe that the current compromise of offering a single IVF cycle on the NHS 
remains the most reasonable use of public resources.   

 

This is in the context that the NICE fertility guideline recommends that women under 
the age of 40 that have been trying to conceive for 2 years should be offered three 
full cycles of IVF (NICE, 2013).  The cumulative effect of three cycles of treatment 
increases the chances of a successful pregnancy and is regarded as most cost-
effective and clinically effective for women under the age of 40 (NICE, 2013).  The 
use of McLernon’s statistics in the CCG’s IVF consultation document to present 
success rates of fertility treatments as being low is misleading as the percentages 
quoted are per treatment cycle, rather than cumulative success rates that have been 
used by NICE in guideline recommendations.  A recent research study evaluating 
the success of IVF treatment in Australia and New Zealand presented success as 
cumulative live birth rates for multiple treatment cycles and has advised this 
approach as being the most meaningful estimate of success for informing public 
policy on ART treatment (Chambers et al., 2017).   

 

It is disappointing for both patients and their care providers that Herts Valleys CCG 
has chosen to ignore the NICE guidance to offer three full treatment cycles.  Herts 
Valleys CCG has only recently reduced funding of IVF treatment from two cycles to 
one cycle in late 2016, a policy change that has already reduced fertility success 
rates significantly and directly contradicts NICE guidelines.  Retaining access to one 
treatment cycle at the very minimum presents a reasonable success rate of 29.1% 
as quoted in the CCG’s consultation document which would seem a reasonable 
compromise. 

 

In addition, as part of working towards a final solution we would like to highlight three 
key areas of feedback that we have heard from patients:   

 

1) Demonstrate CCG consideration of the impact on public health: The 
consultation document and supporting information should highlight the health 
risks and consideration made regarding public health and not only the 
financial savings for the CCG.   It would be helpful to highlight the health 
consideration made in the interest of the public in order to pro-actively 
address their concerns during the consultation period. 
 

2) Improve the availability and clarity of information provided to patients: 
Patients have told us that they have been shocked, angry and severely 
disappointed at the lack of information they have received directly from the 
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CCG regarding these proposals.  The majority of patients were informed 
about the changes during a follow-up appointment with their NHS consultant.  
For these patients, this means they have now been subject to an unnecessary 
and stressful 6-month period of uncertainty whilst services have been 
suddenly suspended. 

3) Utilise local fertility groups, health practitioners and more accessible
channels of communication:  Working with patients and with the individuals
and groups that have direct contact with patients seeking IVF support will help
to establish a more effective dialogue as part of the consultation.  In addition,
these groups can support the NHS in ensuring that patients have options for
support in their IVF journey.  This will be important to address the two
previous points and will also enable the consultation team to establish future
policies more collaboratively with stakeholders.

In summary we would strongly encourage the CCG to re-establish IVF and fertility 
services, to retain access to single IVF treatment cycle for the local patient 
population, and to continue working in these areas alongside patients, members of 
the public, fertility centres and fertility healthcare professionals. 

We look forward to receiving your response in due course. 
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Part three - issues and options for each proposal 

 

IVF and specialist fertility treatments – options, questions and comments 
Original consultation proposal:  

No longer fund IVF and other specialist fertility treatments, except in exceptional circumstances  

Options: 
Herts Valleys CCG 

1. Continue to fund the current number of cycles offered (one) 
2. Stop funding, except in exceptional circumstances  
3. Stop funding altogether 

 

East and North Hertfordshire CCG 

1. Continue to fund the current number of cycles offered (three) 
2. Reduce to two cycles 
3. Reduce to one cycle 
4. Stop funding, except in exceptional circumstances 
5. Stop funding altogether 

 

Question / Comment  Response 

Concerns over the impact on mental health of patients if funding 
is removed and the long term costs to NHS through consequent 
mental health issues 

There are few studies on the long-term mental health of women who 
have been treated with IVF and a lack of evidence to date on the 
mental health of women who have been unable to receive IVF 
treatment. 

There is evidence to show that the IVF process has significant impact 
on mental health.  A 2016 study found that 37% of women undergoing 
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IVF suffered temporary issues with life adjustment during IVF and 
10% remain affected 11-17 years after treatment (Gameiro et al 
2016). 

Another study looking at an even longer timeframe found significantly 
increased rates of depression, obsessive compulsive disorder and 
somatisation in women who had previously undergone IVF, regardless 
of outcome.  Childless women reported increased levels of symptoms 
of depression than those who had biological children, and increased 
symptoms of phobic anxiety than those who had adopted or had 
biological children (J Vikström et al 2015) 

However, a European survey concluded that despite reporting 
increased stress in certain areas of their relationships with partners, 
family and friends, women in treatment felt that they received more 
support from friends and family and felt closer to their partners than 
women who were not in treatment (Domar 2012). 

Should be available to all – not just those that can afford it – NHS 
should not discriminate 

The CCGs accept that the proposals around changes to IVF and 
specialist fertility treatments have the potential to make a significant 
difference to some patients’ lives. At the same time, we need to 
consider priorities, particularly during times of financial stress.  

The cost of private IVF treatment is high and may not be affordable for 
all couples. However CCGs have statutory responsibility to achieve 
financial balance and have substantial savings to make. 

Don’t underestimate the difficulties in adoption or fostering a 
child 

The CCGs do appreciate the challenges in adoption and we work 
closely with Hertfordshire County Council who provide support for 
adoption and fostering   
https://www.hertfordshire.gov.uk/services/childrens-social-
care/fostering-and-adoption/adoption/adoption.aspx 
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Infertility is a disease The CCGs’ decision to consider IVF and speciality services for de-
prioritisation is based on a Prioritisation Assessment Framework 
developed with the engagement of local views sought early in 2017. 
This demonstrated that IVF services offer lower cost and clinical 
effectiveness at a population level. It is  not based on whether 
infertility is a disease or not. 

Complete restriction is not in keeping with NICE guidelines  NICE clinical guidelines are recommendations on good standards of 
care and are not sets of rules about what should be commissioned. 
CCGs as commissioners are expected to consider them while 
commissioning services in the context of local NHS priorities and 
finances. As such, across the whole of NHS it is widely known that 
with finite finances, CCGs cannot afford to commission all services in 
line with NICE guidelines. A number of other CCGs have had to 
consider further restrictions on IVF and some have stopped the 
service apart from exceptional cases, in accordance with priorities.  

Note also that any new policy to further restrict IVF would allow 
exceptions.   

Proposals exacerbate postcode lottery There are already variances in the provision of IVF across the country. 
These reflect health needs of local population and service prioritisation 
that each CCG has to make in the context of evidence and 
affordability. The CCGs in Hertfordshire are working towards more 
consistency within the county across a number of services.    

Cost to NHS due to increases in multiple pregnancies through 
couples accessing treatment abroad where there is less stringent 
guidelines, for example multiple embryos implanted  

It is probable that if IVF services are not available routinely on the 
NHS more couples would seek IVF privately.   

Women having IVF in the UK, have one or two embryos transferred 
into their womb, depending on age, the number of IVF treatments she 
has had, and the quality of the embryos.  
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If they choose to go abroad for IVF, they may opt for multiple embryo 
transfer rather than single embryo transfer as UK legislation would not 
apply.  This could lead to an increase in multiple pregnancy and its 
associated complications.   

However there is no evidence to suggest that if there is no local 
funded provision this pushes patients overseas as opposed to going to 
local private providers.  

 We would expect the vast majority of people opting to undertake IVF 
privately to remain in the UK. We would mitigate the risk of multiple 
pregnancy by working closely with our local providers of fertility 
services to ensure that advice and information is readily available. 

 

Dispute the figures in the consultation, particularly local success 
rates.   

Local success rates are based on small numbers taken over a short 
period with a case mix based on a relatively younger population. The 
use of national figures based on extensive data give a better indicator 
of success of IVF treatment for prioritisation at population level. 

Where can we obtain more information about private providers? Human Fertilisation and Embryology Authority maintains list of 
accredited clinics which can be found at: 
https://www.hfea.gov.uk/choose-a-clinic/learn-about-choosing-a-clinic/ 

Would the NHS co-fund treatment / provide top-up funding? Croydon CCG which took legal advice about the possibility of sharing 
cost with patients or means testing was advised neither of these 
options were legal as they contravened the central principle of the 
NHS, being free at the point of delivery (NHS Act 2006). 

Can you explain how you define ”exceptional cases”  

 

The CCG’s Individual Funding Request (IFR) policy defines an 
‘Exceptional Case’ as a patient suffering from a presenting medical 
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condition for which East and North Hertfordshire CCG has a policy for 
the medical condition and/or its treatment, but where the patient’s 
particular clinical circumstances fall outside what the CCG has agreed 
to fund (‘an exceptionality request; an exception to the policy’).  

Arguments on the basis of exceptionality are requests from clinicians 
where a patient is deemed to have exceptional clinical circumstances. 
For example, a patient who has clinical circumstances which, taken as 
a whole, are outside the range of clinical circumstances presented by 
other patients within the normal population who have the same 
medical condition and whose condition is at a similar stage of 
progression. 

The decision on individual exceptionality is considered by an IFR 
panel. This is a jointly constituted panel between East and North 
Hertfordshire CCG and Herts Valleys CCG. This panel has been 
authorised to take decisions on its behalf on Individual Funding 
Requests. http://www.enhertsccg.nhs.uk/sites/default/files/IFR-Policy-
V2-published.pdf 

 
On the 15th June 2017, the Herts Valleys board took the decision to pause referrals into specialist fertility providers for a period of 
up to six months, while the CCG undertook public consultation on the future provision of IVF and other specialist fertility 
treatments.  The pause in referrals was to ensure that there wouldn’t be a rush of patients trying to seek access before the review 
concluded which could  relatively disadvantage patients who might become eligible in future periods.  
  
The Herts Valleys CCG commissioning executive met on 21st September, following the end of the consultation period, and 
has recommended that the CCG fund couples who would have met the threshold criteria in the CCG’s current IVF policy between 
16th June 2017 and 12th October 2017.  These patients will be funded for one cycle of IVF (one fresh and one frozen transfer) in line 
with our current provision.  Referrals into specialist fertility providers need to be made by 31st December 2017 and treatment must 
be completed by 31st December 2018.  Providers will be notified of this decision and process for referring patients.  It will be the 
providers’ reasonability to inform eligible couples and complete referrals on their behalf. 
 
Herts Valleys members of the joint committee are asked to agree this recommendation.  
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Fitness for non-urgent surgery – options, questions and comments  
Original consultation proposal: 

• Morbidly obese patients with a BMI over 40 would need to reduce their weight by at least 15% over 9 months or reduce their BMI to less 
than 40 (whichever is greater) before having non‐urgent surgery; 

• Obese patients with a BMI over 30 will not get non‐urgent surgery until they reduce their weight by 10% over 9 months or reduce to less 
than 30 (whichever is the greater) 

• Smokers would be required to quit smoking before being referred for non‐urgent surgery 

There would still be individual exceptional cases where the policy would not apply - where delaying a procedure would cause harm. 

Options:  
1. Do nothing: retain current  BMI and smoke- free policy on non-urgent surgery 

2. Agree with the proposal with the option of exceptionality on an individual basis 

Question / Comment  Response 

Weight loss is difficult for some people if they have other health 
or mobility issues? Exercise may not be feasible if in pain or 
immobile whilst waiting for surgery 

People who have other health and mobility issues may benefit more 
as a result of losing weight and/or stopping smoking. People will be 
offered appropriate support to lose weight and stop smoking.   

For all patients – whether or not increased exercise is feasible – we 
would offer support to follow a reduced calorie diet (which tends to 
have the highest impact on weight loss programmes) together with the  
support of our local free weight management service. 

There should be exceptions: all cases should be assessed 
individually and doctors should act in the best interest of the 
patient.   

Weight reduction in those who are obese and stopping smoking has 
proven health benefits, both for outcomes following surgery and for 
longer-term health. Weight loss and quitting smoking will have positive 
benefits for patients and is therefore in their best interests.  
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In exceptional circumstances where doctors feel that delaying surgery 
would have adverse outcomes for the patients, then they will be 
excluded from the policy.   A patient’s clinician will assess patients on 
an individual basis. 

It is discrimination against certain groups which goes against the 
principle of the NHS as everyone should be treated equally. 

An Equality Impact Assessment (EqIA) has been conducted to assess 
whether people with protected characteristics would be negatively 
impacted by the policy.  

Is BMI an accurate measure to use, concern that it is not accurate 
and outdated 

The body mass index (BMI) is a measure that uses height and weight 
to work out if a person’s weight is healthy. It is relatively quick, and 
easy to measure a person’s BMI with standard height and weight 
measuring equipment.  BMI is widely used nationally, for example in 
the NHS, NICE guidance, and internationally. By using BMI we are 
conforming to national practice and guidelines.  

BMI doesn't measure percentage body fat or lean muscle tissue and 
makes no distinction between them, which is why some say it is an 
outdated measure. Muscle is much denser than fat, so very muscular 
people, such as heavyweight boxers, weight trainers and athletes, 
may be a healthy weight even though their BMI is classed as obese. 
Doctors will be able to make exceptions for patients who are in this 
category on an individual basis. 

The point at which the level of body fat becomes risky to health varies 
between ethnic groups. Lower thresholds apply to people from black, 
Asian and other minority ethnic groups than to those of white 
European descent. People from minority ethnic groups with a BMI of 
23 should be considered at the same risk of type 2 diabetes as white 
people with a BMI of 25. 

Delaying surgery could result in further health problems which Overall, delaying surgery to give patients time to lose weight or quit 
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could cost the NHS more in the long run  smoking will mean that they are fitter for surgery. This should result in 
better surgical outcomes, fewer complications, reduced length of 
hospital stay and fewer deaths, thus reducing costs to the NHS.  
Some patients may find that measures such as weight loss may 
provide symptom relief so that surgery can be delayed further or may 
not be required.   

In exceptional circumstances where doctors feel that delaying surgery 
would have adverse outcomes for the patients, then they will be 
excluded from the policy.  

Waiting times for an elective procedure can take up to 18 weeks, this 
time should be used effectively by the patient to ensure that they are 
fit for surgery. 

Proper support should be available to assist in weight loss and 
smoking cessation  

Hertfordshire has a number of weight management services (which 
include services focussing on food intake and those with an emphasis 
on increasing physical activity). There are also  stop smoking services 
which are available free of charge for Hertfordshire residents.  

NICE guidance (PH48) recommends that smokers using secondary 
care services are identified and offered support to quit. 

Obesity may be result of other factors rather than just over eating 
– complex issues  

Health services will continue to use appropriate care pathways to 
assess and provide appropriate management/treatment for those who 
are obese.   

Those with complex issues will be identified and managed in 
appropriate ways with the support of multi-disciplinary clinical teams. 
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Gluten- free food (GFF) on prescription – options, questions and comments 
Original consultation proposal:  

• No longer provide gluten free food on prescription with the exception of those coeliac patients with learning disabilities or where there 
are safeguarding concerns. 

Options: 
1. Do nothing:  retain current CCG policy  
2. Agree with the proposal including the exception of coeliac patients with learning disabilities  

Question / Comment  Response 

Gluten free food is expensive and may be unaffordable for some 
people. Gluten free foods are not always available in smaller 
more remote outlets.  

Gluten free foods are more expensive but it is possible to follow a 
gluten-free diet without using specialist foods, (for example rice or 
potatoes instead of bread).  The statement that gluten-free foods are 
not available in local shops is out of date.  Most local shops and 
budget supermarkets now stock gluten-free foods, although the range 
may be limited. In addition if a person can obtain their supply currently 
from a pharmacy they could continue to use the same route, by 
ordering and paying for it directly. Alternatively patients could buy 
products online.  

Basic foods such as bread or flour should remain on prescription  We understand this viewpoint – that we could restrict all but bread and 
flour.  In Herts Valleys CCG a restrictive policy is in place, which has 
reduced spend but not by as much as a complete restriction.    

If people stop eating gluten free food they will get ill and cost the 
NHS more in the long term 

If you eat gluten when you should not,  it does make you feel ill and 
often gives you stomach problems such as diarrhoea.  This tends to 
reinforce behaviour to avoid such products.  The Department of Health 
consultation has found no robust evidence to support that in areas 
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where gluten-free food on prescription has been stopped  that the 
population directly affected becomes unhealthier or has more long 
term complications.   

Note that, as is the case with all the proposals under consideration, 
exceptions would apply.  

This is an illness – not a lifestyle choice so patients will suffer 
through no fault of their own 

It is certainly true that coeliac disease is an illness. A gluten-free 
balanced diet is achievable either by buying gluten-free foods or by 
eating naturally gluten-free foods such as potatoes, rice and quinoa. 

Need to provide education and guidance on how to live on a 
gluten free diet 

We agree that guidance for coeliac patients is important and most 
coeliac patients know what they need to avoid.  If patients require 
support they can be referred by their GP to a dietitian for advice.  

NICE guidance recommends that on diagnosis of coeliac disease 
patients are advised by a healthcare professional on how to achieve a 
gluten-free diet. Further advice is available on NHS Choices and 
through the charity Coeliac UK.  

Price of gluten free items needs to be addressed and pressure 
needs to be placed on retailers to reduce the cost 

The CCGs do not control prices.  However as demand for gluten-free 
food rises, it is likely that more cost effective choices will become 
available in large supermarkets.   

Misleading information in consultation, especially referring to 
rice (rice is lacking in vitamins and is not a suitable alternative to 
gluten-free bread) 

Rice is referred to as a wheat-free carbohydrate in the consultation 
document. It is mentioned in the following context: “There are also a 
number of naturally gluten‐free carbohydrates which are widely 
available. These include rice, potatoes and flour alternatives such as 
millet and cornflour.” 

It is true that some gluten-free bread products are fortified with some 
vitamins and minerals.  However, a healthy diet should contain a wide 
variety of food types, from which naturally occurring vitamins and 
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minerals can be obtained.    

Poor availability of mixes for cooking in supermarkets e.g. gluten 
free starches and gums 

There are mixes available in the supermarkets but if an individual 
prefers the brand they currently receive on prescription then they 
could buy this through their local pharmacy or online from gluten-free 
food specialists, for example, Juvela. 

There is poor nutritional quality of gluten-free foods in 
supermarkets, prescribed products are much healthier 

Our dietitians tell us that it is possible to follow a gluten free diet of 
good nutritional quality using purchased products as a part of a 
balanced mixed diet.  Some of the prescribed products referred to are 
now available in some supermarket chains (from 2 October 2017). 

Should consider monitoring of health before removal of gluten 
free food prescriptions  

Monitoring health is important and will continue.  At the same time, 
financial constraints mean that  we need to consider priorities. 

The national results are due in autumn – this local consultation is 
not good use of public funds – defer local decision until this 
results are published 

A local consultation was done as part of a wider consultation on a 
number of proposals and so did not add any costs. It is helpful to seek 
and understand local views.   

There has been a lack of consultation with Coeliac UK We consulted with Coeliac UK including meeting with them directly 
and answering numerous queries from patient support groups, both in 
person and by email and letters.  

Will real savings be made? Yes; evidence elsewhere suggests real savings are achievable. 
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Over-the-counter treatments, products and food  - options, questions and comments 
Original consultation proposal:  

• Limit the prescribing of medicines, products and food items that are available without a prescription from a high‐street pharmacy, 
registered online pharmacy, supermarket or shop for short-term self-limiting conditions 

Exclusions to this policy would  include: 

- Where there are safeguarding concerns  

- patients with long term conditions, for example osteoarthritis and the need for regular pain relief 

Options: 
1. Do nothing - continue to prescribe medicines, products and food items readily available over the counter  
2. Agree with the proposal and the above exclusions  

Question / Comment  Response 

Concerns that families on low income or in financial difficulty 
could go without  

Most products listed are cheap to buy and readily available.  

Conditions such as threadworms or head-lice can be treated without 
medicines.   

Where prescribers have concerns regarding individual patients’ 
welfare they can make a professional decision and prescribe 
appropriately – there will be exceptions to any agreed policy.. 

Support should still be given to those with long-term illness or 
complex health needs  

This proposal would only apply to short-term self-limiting illnesses not 
where people need on-going medication for a long-term condition. 

This should be assessed on an individual basis / case by case There would be exceptions to the policy and the health professional 
treating the patient would make  that decision based on the 
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exceptionality of the patient and their circumstances.  

Concerns over self-diagnosis and by-passing pharmacy advice 
and buying from shops  

The public are already able to do this.  This proposal is about short-
term self-limiting conditions, not prolonged symptoms that may require 
further advice and possibly other treatment. 

Concerns about resource impact on pharmacies without funding Whilst pharmacies will receive less revenue from prescriptions, this is 
likely to be compensated by income from selling suitable medicines. 
We hope that pharmacies will support the principles of this policy to 
ensure our NHS is as cost effective as possible.   

New proposals should communicate clearly how / where to 
access medication.  

We agree this would be important.  If the proposals are agreed then a 
large communications campaign will be developed across the county, 
particularly in GP practices and community pharmacies.  

Some of the generalised list may contain licence restrictions on 
what is sold over the counter.  The Local Pharmacy Committee 
(LPC) must be closely involved 

We will work closely with the Local Pharmacy Committee (LPC) on 
taking this forward if the proposal is agreed. 

Pharmacies are already under pressure so need support if 
required to take on more 

See above.   

Concern that GPs prescribe unnecessarily. To truly decrease 
time pressure on GPs suggest common illness service to be 
commissioned locally – only genuine way to encourage public to 
use pharmacies.  

Specific minor ailment schemes may be commissioned if required, to 
meet identified local needs nationally.  

The NHS England community pharmacy contractual framework 
includes the requirement for pharmacists to support patients with self-
care and recommend suitable medicines. This route reduces local and 
national administration time and costs and supports patients to be 
more responsible for their own health.  

Regular social media notifications signpost patients to community 
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pharmacies for minor illnesses. 

Female sterilisation -  options, questions and comments 
Original consultation proposal:  

• NHS in Hertfordshire would no longer fund female sterilisation except in exceptional circumstances, which would be assessed on a 
case‐by‐case basis if alternative forms of long‐acting contraception are unsuitable.  

Options: 
1. Do nothing:  retain current CCG policy  
2. Agree with the proposal including the option of exceptionality  

Question / Comment  Response 

Unwanted pregnancies / children would cost more in the long run There are a number of alternative contraceptive options available for 
women who do not wish to have an unwanted pregnancy. These 
include the combined oral contraceptive pill, the progestogen-only pill, 
vaginal ring, intrauterine system, intrauterine device, diaphragms, 
contraceptive patch, contraceptive injection, contraceptive implant, 
caps and female condom. Most of these alternative contraceptive 
methods are more cost effective and some (Implanon and IUD 
ParaGard) have higher or similar clinical efficacy than sterilisation.  

This should be assessed on an individual / case by case basis 
and be available in certain circumstances (low income or 
vulnerable) 

Yes, as per the policies of East and North Hertfordshire CCG and 
Herts Valleys CCG, in exceptional circumstances a woman would  be 
supported to undergo female sterilisation when her case is supported 
by a clinician and appropriate clinical evidence. As with all proposals, 
exceptions would apply.  

Women should have as many options as possible for 
contraception / this is taking away a woman’s choice  and women 

Women do have a number of alternative contraceptive options 
available to them as set out in the first answer to this section.  In 
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will have already considered other options exceptional circumstances, the CCGs would review a request for this 
procedure if supported by a clinician and appropriate clinical evidence. 

Services wouldn’t be able to absorb additional costs if this long-
acting option was withdrawn  

Based on our activity data and GP prescribing data, only 0.13% of our 
female population chose to undergo sterilisation. In 2016/17, 68 
women in east and north Herts and 38 women in Herts Valleys 
underwent this procedure. Women have access to a wide number of 
alternative contraceptive options.  

Proposals have direct consequence on services delivered by 
Sexual Health Hertfordshire – we have not been consulted on the 
proposals  

Stakeholders including Hertfordshire Sexual Health, which provides 
contraception and sexual health services, have been made aware and 
included in this consultation.  The CCGs agree that if it is decided by 
the governing bodies that this proposal goes ahead, this will have an 
impact on the contract with the provider. This would not be significant 
given the small number of women who would be affected by a change 
in the policy.    

Savings look relatively limited- focus on aspects that save more.  
Have the costs of providing other forms of contraception been 
investigated? 

 Yes the costs of providing other forms of contraception have been 
calculated. These are:  

Contraceptive 
method 

Lasts  
(estimate) 

Cost for 15 years 
(estimate) 

Intrauterine 
devices (IUD) 5yr £31 

Progestogen only  
pill (POP) monthly £210 

Drug Eluting 
Intrauterine 
Device (IUD) 

5yr Mirena  
(the most popular 
prescribed device) 

£244 

Vasectomy Permanent £260 
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Combined Oral 
Contraceptive monthly £303 

Implant 3yr £386 

Female 
Sterilisation Permanent £1161 

Vaginal ring monthly £1,785 
 

Has an EIA been undertaken?  An Equality Impact Assessment (EqIA) has been conducted to assess 
whether people with protected characteristics would be negatively 
impacted by the policy. 
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Vasectomy (Herts Valley CCG only) -  options, questions and comments 

Original consultation proposal:  

• NHS in Hertfordshire would no longer fund vasectomy except in exceptional circumstances, which would be assessed on a case‐by‐
case basis which may include: 
-  safeguarding concerns or mental health issues  
- the patient is unable to use other forms of contraception due to the harm they would cause and the only other clinical option is female 
sterilisation. 

Options: 

1. Do nothing:  retain current CCG policy  

2. Agree with the proposal including the option of exceptionality  

Question / Comment  Response 

No other long acting methods for men and therefore 
discriminatory 

The CCG’s consultation proposes that vasectomies could be funded in exceptional 
circumstances and there are other contraception offers open to men.  

It is noted that vasectomy is the only alternative to condoms available to men who 
want to take personal responsibility for preventing conception.   Providing vasectomy 
services only in exceptional circumstances may transfer more responsibility for 
contraception back to the female sexual partner. 

Better / cheaper than consequences of unwanted 
pregnancy / children 

We cannot predict the number of unintended pregnancies that restricting access to 
vasectomy may result in. We acknowledge that vasectomy is one of the most effective 
forms of contraception and there is a risk that those men not offered this option may 
move to less effective contraceptives. Combined Oral Contraceptives are the most 
popular contraceptive option and have a failure rate of 8-9% with typical use.  
However, some alternative contraceptive methods (Implanon and IUD ParaGard) are 
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more cost effective and have higher or similar clinical efficacy rates to sterilisation.   

This is not an expensive procedure and cheaper than 
other forms of contraception 

 Only other option is condoms – high failure rates  

If both male and female sterilisation were to be offered only on an exceptional basis we 
have assumed for the purpose of service cost projections that 5% of current activity 
would be funded.  

Comparative contraceptive costs follow in the table below. According to national NHS 
figures, condoms are 98% effective when used correctly.   

Contraceptive 
method Lasts (estimate) 

Cost for 15 
years 
(estimate) 

Intrauterine 
devices (IUD) 5yr £31 

Progestogen 
Only Pill monthly £210 

Drug Eluting 
IUD 

5yr Mirena (the 
most popular 
prescribed 
device) £244 

Vasectomy Permanent £260 

Combined Oral 
Contraceptive monthly £303 

Implant 3yr £386 

Female 
Sterilisation Permanent £1161 
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Ring monthly £1,785 
 

Should be exceptions if needed for medical / specific 
health reasons, those on low income and vulnerable 
and in exceptional circumstances  

The consultation proposal is to fund vasectomy on an individual basis for cases that 
may involve safeguarding, mental health issues or where neither partner is able to use 
other forms of contraception and the only clinical option is female sterilisation. 

Should be encouraging men to take responsibility for 
contraception  

The proposal to fund vasectomy in specified circumstances only does not negate 
encouraging men to take responsibility for contraception through the use of condoms.  

Proposals have direct consequence on services 
delivered from Sexual Health Hertfordshire – but not 
been consulted on any of the proposed changes 

Sexual Health Hertfordshire has been given the opportunity to respond to the 
consultation, as were other local provider organisations.  

Proposals are inequitable: unacceptable to have one 
area of the county having access to vasectomies and 
another not 

There are variances around the provision of a number of NHS services across the 
country, due to the health needs of local populations and the service prioritisation that 
CCGs have to make, in the context of evidence and affordability.    

Where possible, every effort is made to ensure that the CCG does not create 
inequitable access to commissioned services.  

Has EIA been undertaken?  An EQIA has been undertaken and was published on the consultation webpages and 
the CCG website.   
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Appendices 

• Equality Impact Assessments (EqIAs) for: 

Appendix D Fitness for non‐urgent surgery 
Appendix E Gluten‐free food on prescription 
Appendix F Medicines, treatments, food items and other items 

available to buy without prescription 
Appendix G Female sterilisation 
Appendix H Vasectomy – Herts Valleys CCG 
Appendix I IVF and specialist fertility services  

• East and North Hertfordshire CCG 
• Herts Valleys CCG 
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Full Equality Impact Assessment (EqIA) 
Fitness for surgery – BMI  

Title of policy, service, proposal etc being assessed: 

Proposal to amend the current East and North Hertfordshire CCG and Herts Valleys CCG 
BMI policy for elective surgery as part of the proposed ‘Fit for Surgery’ policy. 

The current scheme has criteria as follows: 

1. BMI of >40 or BMI of >30 and metabolic syndrome offered surgery if they lose at least

10% of their weight over 6-9 months of loses sufficient weight to meet criteria 2.

2. BMIs 35-40 without metabolic syndrome requiring advice on weight loss before surgery

and a brief intervention to promote long term behavioural change. 

The new scheme proposes revising the criteria to: 

1. Patients with a BMI over 40 are expected to lose weight and will not receive surgery

until they reduce their weight by at least 15% over 9 months or to a BMI less than 40

(whichever is the greater).

2. Patients with a BMI over 30 are expected to lose weight and will not receive surgery

until they reduce their weight by at least 10% over 9 months or to a BMI less than

30.

What are the intended outcomes of this work? Include outline of objectives and function 
aims 

Provide a ‘health trigger’ for people who are obese to lose weight and promote long term 
weight loss 

Reduce the risks of complication from elective surgery 

Contribute to wider local health improvement work to improve levels of obesity and the short 
and long term consequences to health of obesity 

To reduce the impact of obesity on osteoarthritis 

To avoid or delay major surgery where conservative measures could provide similar 
symptom relief (specifically for osteoarthritis and joint replacement surgery). 
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How will these outcomes be achieved? What is it that will actually be done? 

The proposed policy will require: 

1. Patients with a BMI over 40 are expected to lose weight and will not receive surgery

until

• They reduce their weight by at least 15% over 9 months

Or 

• to a BMI less than 40

(whichever is the greater) 

2. Patients with a BMI over 30 are expected to lose weight and will not receive surgery

until

• They reduce their weight by at least 10% over 9 months

Or 

• to a BMI less than 30

There will be the opportunity for exceptions to this policy, which include if delaying surgery 
is detrimental to the outcome or the BMI is skewed due to large muscle bulk.  This will be 
assessed on a case-by-case basis. 

Who will be affected by this work? e.g. staff, patients, service users, partner 
organisations etc. If you believe that there is no likely impact on people explain how you’ve 
reached that decision and send the form to the equality and diversity manager for 
agreement and sign off 

Patients, staff in general practice, staff involved with weight management, surgical teams in 
secondary care. 

Evidence 

What evidence have you considered? Against each of the protected characteristics 
categories below list the main sources of data, research and other sources of evidence 
(including full references) reviewed to determine impact on each equality group (protected 
characteristic).  

This can include national research, surveys, reports, research interviews, focus groups, pilot 
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activity evaluations or other Equality Analyses. If there are gaps in evidence, state what you 
will do to mitigate them in the Evidence based decision making section on page 9 of this 
template. 

If you are submitting no evidence against a protected characteristic, please explain why. 

Age Consider and detail age related evidence. This can include safeguarding, consent and 
welfare issues. 

The proposal does not directly discriminate against age, but would be applicable to patients 
over 18 years. In general, as a patient gets older the potential need for an elective 
procedure could increase over time.  

Disability Detail and consider disability related evidence. This can include attitudinal, 
physical and social barriers as well as mental health/ learning disabilities. 

Some people with mental or physical comorbidities may find harder to lose weight (Mauro et 
al 2008). From a mental health perspective, this may be due to an inability to engage with 
services due to an active mental health condition. Physical conditions that cause pain or 
poor management of symptoms may cause someone to be less physically active. 
Medications can also cause weight gain.  

Gender reassignment (including transgender) Detail and consider evidence on 
transgender people. This can include issues such as privacy of data and harassment. 

This proposal does not directly discriminate against people’s gender reassignment or 
transgender people. 

Marriage and civil partnership Detail and consider evidence on marriage and civil 
partnership. This can include working arrangements, part-time working, caring 
responsibilities. 

This proposal does not directly discriminate against marriage or civil partnership status. 

Pregnancy and maternity Detail and consider evidence on pregnancy and maternity. This 
can include working arrangements, part-time working, caring responsibilities. 

This is not a relevant policy for pregnant women requiring an elective procedure. There are 
local Trust policies for pregnant women. 

Race Detail and consider race related evidence. This can include information on difference 
ethnic groups, Roma gypsies, Irish travellers, nationalities, cultures, and language barriers. 
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This proposal does not directly discriminate against race. 

Religion or belief Detail and consider evidence on people with different religions, beliefs or 
no belief. This can include consent and end of life issues.  

This proposal does not directly discriminate against religion or a person’s beliefs. 

Sex Detail and consider evidence on men and women. This could include access to 
services and employment. 

This proposal does not directly discriminate against sex. 

Sexual orientation Detail and consider evidence on heterosexual people as well as 
lesbian, gay and bisexual people. This could include access to services and employment, 
attitudinal and social barriers. 

This proposal does not directly discriminate against sexual orientation. 

Carers Detail and consider evidence on part-time working, shift-patterns, general caring 
responsibilities. 

This proposal does not directly discriminate against a person identified as a carer. 

Other identified groups Detail and consider evidence on groups experiencing 
disadvantage and barriers to access and outcomes. This can include different socio-
economic groups, geographical area inequality, income, resident status (migrants, asylum 
seekers). 

Access to weight management services is free, so people from lower socio-economic 
groups should have equality of access. 

Lower socio-economic groups may find it harder to lose weight.  This may be due to 
healthier food and access to physical activities such as gyms being more expensive, 
concerns about safety when being physically active outside and society being accepting of 
obesity.  (Mauro et al, 2008) 

However, the incentive of having elective surgery may be able to mitigate against these 
factors and improve weight loss. 
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Engagement and involvement 

How have you engaged stakeholders with an interest in protected characteristics in 
gathering evidence or testing the evidence available?  

East and North Hertfordshire CCG and Herts Valleys CCG conducted a major public 
consultation programme called ‘Let’s talk’ which included this issue, from 6 July – 14 
September 2017.  Engagement activities included: public meetings in all localities; 
discussions with local community groups and young people; attendance at community 
events including Herts Pride and places with high public footfall; promotion via local media; 
a major social media campaign – primarily via Twitter and Facebook; and sessions in GP 
practices. In total 2,500 people responded to the survey and thousands more have had 
access to the consultation information as a whole.  

Proposals were also discussed with key stakeholders, including local councillors and NHS 
providers, and their feedback has been incorporated into the decision-making process.  

Survey Results: 

Restrict routine surgery for those with BMI over 40:  85% agree 

Restrict routine surgery for those with BMI over 30:  74% agree 

Percentage who identify as potentially affected: 47% 

• 99% from individuals

• 68% women

• Age: 68% were working age: 19% in 26-40 age bracket; 49% 41-65.

• 31% have disability or long term condition

• 95% white British (population of Herts is 83% white British)

• 62% have no caring responsibilities

More information on this process, including the questions and comments which emerged 
from the consultation, is included in the presentation on Consultation Findings included 
earlier in this report 

How have you engaged stakeholders in testing the policy or programme proposals? 

Proposals have been discussed with patient participation and involvement groups, 
Hertfordshire County Council’s Health Scrutiny Committee and local health professionals 
before a full public consultation was undertaken. 
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For each engagement activity, please state who was involved, how and when they 
were engaged, and the key outputs: 

See full report for meeting of Joint Committee on 12 October 2017. 

Summary of Analysis 

Considering the evidence and engagement activity you listed above, please summarise the 
impact of your work. Consider whether the evidence shows potential for differential impacts, 
if so state whether adverse or positive and for which groups and/or individuals. How you will 
mitigate any negative impacts? How you will include certain protected groups in services or 
expand their participation in public life?   

Weight management strategies that deliberately target specific groups people who may find 
it harder to lose weight, such as people with disabilities and lower socioeconomic groups 
should be employed to ensure that these people are not affected negatively by the 
proposed policy changes. 

However overall, the benefits of weight loss in patients should have a positive impact from a 
reduced perioperative and postoperative risk (AAGBI 2007; Bamgbade et al 2007). The 
benefits of losing weight would also have lasting impacts long term, as it may reduce the 
risk of obesity related illnesses such as diabetes, cardiovascular disease and certain 
cancers, and long term healthier lifestyle behaviours may be sustained. 

In addition, weight loss would also have wider population benefits due to less morbidity and 
mortality from obesity related illnesses leading to improved productivity to society. There 
would also be a reduction in need for health services from smoking related illnesses. 

Overall, there would be a positive impact to all affected by this proposal with the option for 
exceptionality where a delay in surgery will be detrimental to the outcome. 

Now consider and detail below how the proposals could support the elimination of 
discrimination, harassment and victimisation, advance the equality of opportunity and 
promote good relations between groups (the General Duty of the Public Sector Equality 
Duty).

Eliminate discrimination, harassment and victimisation 

The EQIA has looked at where there may be discrimination, harassment and victimisation 
and has identified that there may be a differential impact for certain groups, for example 
patients with mental health illness.  
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The option for patients to be funded for their procedure without losing weight if a delay in 
surgery is anticipated to have a detrimental effect on the outcome of the procedure will be 
available through an IFR. 

Advance equality of opportunity  

The CCGs have looked at where there may be a differential impact and put in place 
mitigating actions to reduce the impact. 

Promote good relations between groups  

No significant impact anticipated, the CCGs will monitor and  keep this under review 

Next Steps 

Please give an outline of what you are going to do, based on the gaps, challenges and 
opportunities you have identified in the summary of analysis section. This might include 
action(s) to eliminate discrimination issues, partnership working with stakeholders and data 
gaps that need to be addressed through further consultation or research. This is your action 
plan and should be SMART. 

This document will be updated following the decision of the joint CCG committee meeting 
on 12th October 2017 

The EQIA has been updated in response to relevant feedback from the public consultation 
this will be used to support decision makers to decide on the proposal tighten BMI 
thresholds as part of the ‘Fitness for Surgery’ policy. Patient demographic data will be 
monitored on an on-going basis to assess the impact of this proposal 

How will you share the findings of the Equality analysis? This can include sharing through 
corporate governance or sharing with, for example, other directorates, partner organisations 
or the public. The completed EqIA will be published on the East and North Hertfordshire 
CCG and Herts Valleys CCG websites either as part of the report on the proposals or 
separately on the equality and diversity pages. 

Once the CCGs have made a decision on the on the proposal to tighten BMI thresholds part 
of the ‘Fitness for Surgery’ policy  the full EQIA will be published along with the policy on the 
CCGs’ websites which will be available to download by members of the public. The outcome 
of CCGs boards’ decision will be communicated to providers to discuss 
options/management with patients.   
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Health Inequalities Analysis 
Evidence 

1. What evidence have you considered to determine what health inequalities exist in
relation to your work? List the main sources of data, research and other sources of 
evidence (including full references) reviewed to determine impact on each equality group 
(protected characteristic). This can include national research, surveys, reports, research 
interviews, focus groups, pilot activity evaluations or other Equality Analyses. If there are 
gaps in evidence, state what you will do to mitigate them in the Evidence based decision 
making section on the last page of this template.  

Mauro M; Taylor, V; Wharton S; Sharma AM. (2008). Barriers to obesity treatment. 
European Journal of Internal Medicine. 13 (3) 173-180 

WHO. (2014). Obesity and inequalities 

Impact 

2. What is the potential impact of your work on health inequalities? Can you
demonstrate through evidenced based consideration how the health outcomes, 
experience and access to health care services differ across the population group and in 
different geographical locations that your work applies to?  

It is well known that obesity is higher in certain groups, such as people who have physical 
or mental disabilities or people of lower socioeconomic status. This leads to health 
inequalities from being obese. They may also have difficulty accessing weight 
management services. Targeting specific weight management services at these people 
may help to reduce these inequalities. On the other hand, these groups may find it difficult 
to lose weight, so further health inequalities may develop if they do not successfully lose 
weight and therefore are not eligible for elective surgery. 

This proposal may lead to a reduction in health inequalities caused by obesity, and may 
engage people who many not have otherwise participated with weight management 
services and give them an incentive to lose weight. This may lead to longer term changes 
to behaviour which will improve quality and quantity of life. 

3. How can you make sure that your work has the best chance of reducing health
inequalities? 

Ensure that patients who have a BMI of over 30 have access to weight management 
services to maximise their chances of reducing their weight. These services should give 
advice and provide specific services tailored to target people from groups that may find it 
more difficult to access and participate fully in these services such as people with 
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disabilities or lower socioeconomic status. 

Monitor and Evaluation 

4. How will you monitor and evaluate the effect of your work on health inequalities?

Report the numbers and proportions of patients who successfully lose weight and are 
referred for elective surgery compared to those who are not eligible for referral due to their 
BMI. Review these figures stratified by physical or mental co-morbidities and socio-
economic status. 

Quality Impact Initial Assessment. 
Quality can be defined as embracing three key components: 

• Patient Safety – there will be no avoidable harm to patients from the healthcare
they receive. This means ensuring that the environment is clean and safe at all 
times and that harmful events never happen. 

• Effectiveness of care – the most appropriate treatments, interventions, support and
services will be provided at the right time to those patients who will benefit. 

• Patient Experience – the patient’s experience will be at the centre of the
organisation’s approach to quality. 

What is the impact on:  

Patient Safety? Positive   Negative   Neutral   
Patient Experience? Positive   Negative   Neutral   
Clinical 
Effectiveness? 

Positive   Negative   Neutral   

If any there is any negative impact please complete seek advice from the Nursing and 
Quality Team and a full Quality impact assessment will need to be completed. 

Name of person(s) who carried out these analyses: Constance Wou 

Date analyses were completed: 29/6/17 

Signed:   30/6/17 

Diane Curbishley, Director of Nursing and Quality, Herts Valleys CCG 
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Full Equality Impact Assessment (EqIA) 
Fitness for surgery: Carbon Monoxide and smoking 

Title of policy, service, proposal etc being assessed: 

Proposal to confirm smoking status with Carbon Monoxide (CO) testing to ensure that 
patient has stopped smoking prior to elective surgery which will form part of the CCG 
‘Fitness for Surgery’ Policy. 

What are the intended outcomes of this work? Include outline of objectives and function 
aims 

Provide a ‘health trigger’ for smokers to stop smoking and promote long term quit rates 

Reduce the risks of complication from elective surgery 

Contribute to wider local health prevention work to encourage smoking cessation 

How will these outcomes be achieved? What is it that will actually be done? 

The current BMI and Smoke free policy requires that smokers should have attempted to 
stop smoking and that smokers could effectively still be referred for the elective surgery 
without successfully quitting.  

The proposed policy change stipulates that patients should have quit 4 weeks prior to 
having an elective procedure, smoking status is proposed to be verified by carbon 
monoxide (CO) testing and that smokers will not be referred for elective surgery unless they 
have completely stopped smoking. For these purposes, the use of electronic cigarettes is 
not considered smoking. Elective surgery includes include all procedures under general 
anaesthesia, or epidural/spinal anaesthesia. 

This CO validation could be done by the patient’s GP before referral to secondary care, at 
the time of pre-assessment (if the patient was recorded as a smoker by GP referral or if 
there has been no validation of smoking status by CO monitoring) or by the smoking 
cessation service, the pathway will be confirmed if the proposal is agreed. 

Who will be affected by this work? e.g. staff, patients, service users, partner 
organisations etc. If you believe that there is no likely impact on people explain how you’ve 
reached that decision and send the form to the equality and diversity manager for 
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agreement and sign off 

Patients, staff in general practice, smoking cessation teams, surgical teams in secondary 
care. 

Evidence 

What evidence have you considered? Against each of the protected characteristics 
categories below list the main sources of data, research and other sources of evidence 
(including full references) reviewed to determine impact on each equality group (protected 
characteristic).  

This can include national research, surveys, reports, research interviews, focus groups, pilot 
activity evaluations or other Equality Analyses. If there are gaps in evidence, state what you 
will do to mitigate them in the Evidence based decision making section on page 9 of this 
template. 

If you are submitting no evidence against a protected characteristic, please explain why. 

Age Consider and detail age related evidence. This can include safeguarding, consent and 
welfare issues. 

The proposal does not directly discriminate against age. In general as a patient gets older 
the potential need for an elective procedure could increase over time.  

In exceptional circumstances, for example if the treating clinician believes a delay in surgery 
could affect the outcome of the procedure then an application for funding could be made on 
behalf of the patient so that they could still undergo the procedure via an Individual Funding 
Request (IFR).  

Disability Detail and consider disability related evidence. This can include attitudinal, 
physical and social barriers as well as mental health/ learning disabilities. 

People with a mental health condition are less likely to quit smoking (Action on Smoking 
(ASH), 2016). However, there is evidence that targeted intervention can improve quit rates. 

Gender reassignment (including transgender) Detail and consider evidence on 
transgender people. This can include issues such as privacy of data and harassment. 

This proposal does not directly discriminate against people’s gender reassignment or 
transgender people. 

Marriage and civil partnership Detail and consider evidence on marriage and civil 
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partnership. This can include working arrangements, part-time working, caring 
responsibilities. 

This proposal does not directly discriminate against marriage or civil partnership status. 

Pregnancy and maternity Detail and consider evidence on pregnancy and maternity. This 
can include working arrangements, part-time working, caring responsibilities. 

This is not a relevant proposal for pregnant women requiring an elective procedure. There 
are local Trust policies for pregnant women. 

Race Detail and consider race related evidence. This can include information on difference 
ethnic groups, Roma gypsies, Irish travellers, nationalities, cultures, and language barriers. 

There are some ethnic groups, such as Bangladeshi and Pakistani adults, where smoking is 
a major part of their social cohesion and inclusiveness, making quitting more difficult 
(Millward & Karlsen, 2011). However, the incentive of a procedure may be strong and 
having a health condition may also “exempt” them from their societal norm. 

Religion or belief Detail and consider evidence on people with different religions, beliefs or 
no belief. This can include consent and end of life issues.  

This proposal does not directly discriminate against religion or a person’s beliefs. 

Sex Detail and consider evidence on men and women. This could include access to 
services and employment. 

This proposal does not directly discriminate against sex. 

Sexual orientation Detail and consider evidence on heterosexual people as well as 
lesbian, gay and bisexual people. This could include access to services and employment, 
attitudinal and social barriers. 

This proposal does not directly discriminate against sexual orientation. 

Carers Detail and consider evidence on part-time working, shift-patterns, general caring 
responsibilities. 

This proposal does not directly discriminate against a person identified as a carer. 

Other identified groups Detail and consider evidence on groups experiencing 
disadvantage and barriers to access and outcomes. This can include different socio-
economic groups, geographical area inequality, income, resident status (migrants, asylum 
seekers). 
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Access to smoking cessation clinics and prescriptions for nicotine replacement therapy is 
free, so people from lower socio-economic groups should have equality to access. 

On the other hand, there is research that people in lower socio-economic groups may find it 
more difficult to quit smoking (ASH, 2016). This may be due to their smoking behaviour 
making them more reliant on nicotine. There are also other factors such as a lack of social 
network supporting their quit attempt, a priority on the present rather than the health 
benefits that smoking cessation could have in the future, higher levels of stress and 
boredom, making smoking more attractive and lower compliance with nicotine replacement 
therapy and engagement with behavioural support. However, the incentive of having 
elective surgery may be able to mitigate against these factors and improve quit rates. 

Engagement and involvement 

How have you engaged stakeholders with an interest in protected characteristics in 
gathering evidence or testing the evidence available?  

East and North Hertfordshire CCG and Herts Valleys CCG conducted a major public 
consultation programme called ‘Let’s talk’ which included this issue, from 6 July – 14 
September 2017.  Engagement activities included: public meetings in all localities; 
discussions with local community groups and young people; attendance at community 
events including Herts Pride and places with high public footfall; promotion via local media; 
a major social media campaign – primarily via Twitter and Facebook; and sessions in GP 
practices. In total 2,500 people responded to the survey and thousands more have had 
access to the consultation information as a whole.  

Proposals were also discussed with key stakeholders, including local councillors and NHS 
providers, and their feedback has been incorporated into the decision-making process.  

Survey Results: 

Restrict routine surgery to non-smokers:  75% agree 

Percentage who identify as potentially affected: 47% 

• 99% from individuals

• 68% women

• Age: 68% were working age: 19% in 26-40 age bracket; 49% 41-65.

• 31% have disability or long term condition

• 95% white British (population of Herts is 83% white British)
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• 62% have no caring responsibilities

More information on this process, including the questions and comments which emerged 
from the consultation, is included in the presentation on Consultation Findings included 
earlier in this report. 

How have you engaged stakeholders in testing the policy or programme proposals? 

Proposals have been discussed with patient participation and involvement groups, 
Hertfordshire County Council’s Health Scrutiny Committee and local health professionals 
before a full public consultation was undertaken. 

For each engagement activity, please state who was involved, how and when they 
were engaged, and the key outputs: 

See full report for meeting of Joint Committee on 12 October 2017 

Summary of Analysis 

Considering the evidence and engagement activity you listed above, please summarise the 
impact of your work. Consider whether the evidence shows potential for differential impacts, 
if so state whether adverse or positive and for which groups and/or individuals. How you will 
mitigate any negative impacts? How you will include certain protected groups in services or 
expand their participation in public life?   

As discussed above, the characteristics of certain groups (people with certain cultural 
norms, lower socioeconomic groups and people with mental health conditions) may reduce 
the likelihood of successful smoking cessation and therefore their access to elective surgical 
procedures. However, with targeted smoking cessation techniques aimed to reduce these 
inequalities, such as using individualised counselling sessions. 

However, there are many benefits from smoking cessation on their surgical procedure and 
on their health and wellbeing in general. This policy would target smokers who require 
elective surgery, and therefore attempt to reduce health inequalities. 

Smokers who undergo surgery are more likely to have complications during and after 
surgery, including higher mortality rates and readmission (NHS Choices, 2016). There is 
also evidence outlining the benefits from quitting smoking before surgical procedures, 
including a reduction in post operative complications and length of stay in hospital.   

Smoking cessation would also directly improve the health and wellbeing of patients more 
generally. Ex-smokers have a reduced risk of cancers, lung conditions such as COPD and 
cardiovascular disease. Quitting smoking will also improve morbidity and mortality.  
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In addition, smoking cessation would also have wider population benefits due to reduction in 
passive smoking and improved productivity to society. There would also be a reduction in 
need for health services from smoking related illnesses. 

Overall, there would be a positive impact to all affected by this proposal. 

Now consider and detail below how the proposals could support the elimination of 
discrimination, harassment and victimisation, advance the equality of opportunity and 
promote good relations between groups (the General Duty of the Public Sector Equality 
Duty).

Eliminate discrimination, harassment and victimisation 

The EQIA has looked at where there may be discrimination, harassment and victimisation 
and has identified that there may be a differential impact for certain groups, for example 
patients with mental health illness.  

The option for patients to be funded for their procedure without quitting smoking if a delay in 
surgery is anticipated to have a detrimental effect on the outcome of the procedure will be 
available through an IFR.  

Advance equality of opportunity  

The CCG have looked at where there may be a differential impact and put in place 
mitigating actions to reduce the impact. 

Promote good relations between groups  

No significant impact anticipated, the CCG will monitor and  keep this under review 

Next Steps 

Please give an outline of what you are going to do, based on the gaps, challenges and 
opportunities you have identified in the summary of analysis section. This might include 
action(s) to eliminate discrimination issues, partnership working with stakeholders and data 
gaps that need to be addressed through further consultation or research. This is your action 
plan and should be SMART. 

This document will be updated following the decision of the joint CCG committee meeting 
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on 12th October 2017 

The EQIA has been updated  in response to relevant feedback from the public consultation 
this will be used to support decision makers to decide on the proposal to introduce CO 
testing to confirm smoking status as part of the ‘Fitness for Surgery’ policy. Patient 
demographic data will be monitored on an on-going basis to assess the impact of this 
proposal. 

How will you share the findings of the Equality analysis? This can include sharing 
through corporate governance or sharing with, for example, other directorates, partner 
organisations or the public. The completed EqIA will be published on the East and North 
Hertfordshire CCG and Herts Valleys CCG websites either as part of the report on the 
proposals or separately on the equality and diversity pages. 

Once the CCGs have made a decision on the on the proposal to introduce CO testing to 
confirm smoking status as part of the ‘Fitness for Surgery’ policy  the full EQIA will be 
published along with the policy on the CCGs’ websites which will be available to download 
by members of the public. The outcome of CCG boards’ decision will be communicated to 
providers to discuss options/management with patients.   
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Health Inequalities Analysis 
Evidence 

1. What evidence have you considered to determine what health inequalities exist in
relation to your work? List the main sources of data, research and other sources of 
evidence (including full references) reviewed to determine impact on each equality group 
(protected characteristic). This can include national research, surveys, reports, research 
interviews, focus groups, pilot activity evaluations or other Equality Analyses. If there are 
gaps in evidence, state what you will do to mitigate them in the Evidence based decision 
making section on the last page of this template.  

Action on Smoking (ASH). (2016). Smoking and Mental Health. 

ASH. (2016). Health inequalities and smoking. 

Millward, D., & Karlsen, S. (2011). Tobacco use among minority ethnic populations and 
cessation interventions. A Race Equality Foundation Briefing Paper. 

NCSCT. (2013). Stop smoking services and health inequalities. 

Hiscock et al (2012) Socioeconomic status and smoking: a review Annals of the New York 
Academy of Sciences 

Impact 

2. What is the potential impact of your work on health inequalities? Can you
demonstrate through evidenced based consideration how the health outcomes, 
experience and access to health care services differ across the population group and in 
different geographical locations that your work applies to?  

It is well known that rates of smoking are higher in certain groups and these people may 
find it more difficult to quit due to their circumstances, such as people of lower 
socioeconomic status or people with mental health difficulties. This leads to health 
inequalities (NCSCT, 2013; Millward & Karlsen, 2011; ASH, 2016). Targeting smoking 
cessation at these particular groups can reduce these inequalities.  

This proposal may lead to a reduction in health inequalities as these groups may not 
engage or access smoking cessation programmes as readily as other groups, but by 
requiring elective surgery enables them to enter the smoking cessation programme and 
may give them a larger incentive to quit. On the other hand, as these groups find it harder 
to quit smoking, further health inequalities may develop if they do not successfully quit and 
are therefore not eligible for elective surgery. 
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3. How can you make sure that your work has the best chance of reducing health
inequalities? 

Ensure that smoking cessation teams are given enough resources to maximise their quit 
rates by being able to target people from groups with health inequalities to tailor their 
smoking cessation techniques to their needs. 

Monitor and Evaluation 

4. How will you monitor and evaluate the effect of your work on health inequalities?

Report the numbers and proportions of patients who successfully quit and are referred for 
elective surgery compared to those who are not eligible for referral due to their smoking 
status. Review these figures stratified by ethnicity, existing mental health conditions and 
socio-economic status. 

Quality Impact Initial Assessment. 
Quality can be defined as embracing three key components: 

• Patient Safety – there will be no avoidable harm to patients from the healthcare
they receive. This means ensuring that the environment is clean and safe at all 
times and that harmful events never happen. 

• Effectiveness of care – the most appropriate treatments, interventions, support and
services will be provided at the right time to those patients who will benefit. 

• Patient Experience – the patient’s experience will be at the centre of the
organisation’s approach to quality. 

What is the impact on:  

Patient Safety? Positive   Negative   Neutral   
Patient Experience? Positive   Negative  x Neutral   
Clinical 
Effectiveness? 

Positive   Negative   Neutral   

If any there is any negative impact please complete seek advice from the Nursing and 
Quality Team and a full Quality impact assessment will need to be completed. 

Name of person(s) who carried out these analyses: Constance Wou 

Date analyses were completed: 22/6/17 

Signed:   30/6/17 

Diane Curbishley, Director of Nursing and Quality 

181



References 

• Action on Smoking (ASH). (2016). Smoking and Mental Health.

• ASH. (2016). Health inequalities and smoking.

• Millward, D., & Karlsen, S. (2011). Tobacco use among minority ethnic populations and
cessation interventions. A Race Equality Foundation Briefing Paper.

• NCSCT. (2013). Stop smoking services and health inequalities.

• NHS Choices. (2016). Health benefits of stopping smoking. Retrieved from
http://www.nhs.uk/Livewell/smoking/Pages/Betterlives.aspx

182



Equality Impact Assessment (EqIA) 
Policy for the Commissioning of Gluten-free Foods 

Equality Analysis – Full Equality Impact Assessment  
 

Title of policy, service, proposal etc being assessed:  

Policy for the Commissioning of Gluten-free Foods 

 

What are the intended outcomes of this work?  

The CCGs are considering that GPs will stop the routine prescribing of gluten-free foods. 

The outcomes of the proposal  to patients is that all individuals will now be expected to 
purchase gluten-free foods, including groups that currently receive free prescriptions (such 
as children, elderly and those on low incomes) from supermarkets, pharmacies, on-line or 
other shops. The policy excludes patients with learning disabilities and where there are 
safeguarding concerns. 

How will these outcomes be achieved?  

The CCGs will promote the purchasing of gluten-free foods where possible to reduce 
unnecessary costs to the NHS.  

Who will be affected by this work?  

The policy applies to all patients except for those with learning disabilities and if there are 
safeguarding concerns. 

 

 

Evidence  

What evidence have you considered?  

Against each of the protected characteristics categories below list the main sources of data, 
research and other sources of evidence (including full references) reviewed to determine 
impact on each equality group (protected characteristic).  

This can include national research, surveys, reports, research interviews, focus groups, pilot 
activity evaluations or other Equality Analyses. If there are gaps in evidence, state what you 
will do to mitigate them in the Evidence based decision making section of this template. 

If you are submitting no evidence against a protected characteristic, please explain why.  

It is reported that approximately 1% of the population have coeliac disease and this proposal 
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will only affect patients receiving prescriptions for gluten-free food. A recent review of 56% of 
practices in  the East and North Hertfordshire CCG area showed an average prevalence of 
0.33% of coded coeliac patients of which an average of 45% (range 22-75%) received 
repeat prescriptions for gluten-free foods (total number of coeliac coded patients = 1360 and 
number of patients coded with gluten-free products on prescription = 611). 

In order to be transparent regarding the proposed changes the CCGs consulted the public 
for a 10 week period including patient groups, stakeholders and other interest groups. 

Other neighbouring CCGs such as Bedfordshire and Milton Keynes have policies which 
suggest that all gluten-free products on prescription are low priority and should not be 
recommended.  Many CCGs restrict gluten-free prescribing by quantities and or by types of 
items.  Currently the access to gluten-free food on prescription across Hertfordshire is more 
restricted in HVCCG compared with ENH CCG; HVCCG restrict items to 8 units of either 
bread or flour a month. and to essentials only (bread and flour).   

In the East and North Hertfordshire CCG area the quantities allowed are larger and 
consequently there currently is a higher current usage and spend.   

Clearly the result of different CCGs having different policies is inequitable, as patients in 
different localities may have different access.  We are attempting to have a county-wide 
approach which we hope will improve equity within Hertfordshire.   

  

Age  

Patients will not receive prescriptions for gluten-free foods.  

Currently, you can get free NHS prescriptions if, at the time the prescription is dispensed, 
you: 

• are 60 or over 
• are under 16 
• are 16-18 and in full-time education 

People with coeliac disease amongst these groups would therefore have to pay for gluten-
free food, which could impact income or their management of their condition. 

However there could be a negative impact on elderly/housebound/disabled people who do 
not have access to the internet or to shops where gluten-free foods to purchase are stocked. 

Mitigating actions:  

The care of the individual patient must remain a prescribers first concern as described in the 
GMC ‘duties of a doctor’ 

 http://www.gmc-uk.org/guidance/good_medical_practice/duties_of_a_doctor.asp  

Therefore the prescriber should recommend treatment based on clinical need and if there 
are concerns about an individual patient’s safeguarding or welfare issues the GP may 
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prescribe. 

Disability   

Currently, patients can get free NHS prescriptions if, at the time the prescription is 
dispensed, they : 

• have a continuing physical disability that prevents them from going out without help 
from another person and have a valid MedEx 

• hold a valid war pension exemption certificate and the prescription is for an accepted 
disability 

People with coeliac disease, amongst these groups of people, may therefore be negatively 
impacted as a result of this proposal. 

 

Gender reassignment (including transgender)  

There is currently no evidence of likely differential impact because of the protected 
characteristic. 

Marriage and civil partnership 

There is currently no evidence of likely differential impact because of the protected 
characteristic. 

Pregnancy and maternity  

Currently, patients can get free NHS prescriptions if, at the time the prescription is 
dispensed, they are pregnant or have had a baby in the previous 12 months and have a 
valid maternity exemption certificate (MatEx). This proposal will potentially increase costs for 
people with coeliac disease amongst this group of people.  

The nutritional status of the unborn baby could be affected if the mother does not adhere to 
a gluten-free diet. 

 

Race  

There is currently no evidence of likely differential impact because of the protected 
characteristic, except where due to literacy issues food labelling may be less well 
understood if the first language is not English. 

Religion or belief  

There is currently no evidence of likely differential impact because of the protected 
characteristic. 
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Sex  

Although coeliac disease is more common in women than men, there is currently no 
evidence of likely differential impact because of the protected characteristic. 

Sexual orientation 

There is currently no evidence of likely differential impact because of the protected 
characteristic. 

Carers  

There is currently no evidence of likely differential impact because of the protected 
characteristic. 

Other identified groups Detail and consider evidence on groups experiencing 
disadvantage and barriers to access and outcomes. This can include different socio-
economic groups, geographical area inequality, income, resident status (migrants, asylum 
seekers). 

Currently, patients can get free NHS prescriptions if, at the time the prescription is 
dispensed, they: 

• have a specified medical condition and have a valid medical exemption certificate 
(MedEx) 

• have a continuing physical disability that prevents them from going out without help 
from another person and have a valid MedEx 

• hold a valid war pension exemption certificate and the prescription is for an accepted 
disability 

• Qualify under low income.  i.e.Hold HC2 changes certificate, receive tax credit, 
income support, job seekers allowance, universal credit 

People with coeliac disease, amongst these groups of people, may therefore be negatively 
impacted as a result of this proposal because they will be expected to purchase their gluten-
free food products. 

Mitigating actions: 

If there are concerns about safeguarding or welfare issues the GP may prescribe. 

 

Engagement and involvement 

How have you engaged stakeholders with an interest in protected characteristics in 
gathering evidence or testing the evidence available?  

Herts Valleys CCG and East and North Herts CCG conducted a major public consultation 
programme called ‘Let’s talk’ which included this issue, from 6th July – 14th September 2017.  
Engagement activities included: public meetings in all localities; discussions with local 
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community groups and young people; attendance at community events including Herts Pride 
and places with high public footfall; promotion via local media; a major social media 
campaign – primarily via Twitter and Facebook; and sessions in GP practices. In total 2,500 
people responded to the survey and thousands more have had access to the consultation 
information as a whole.  

Summary of respondents: 

• 68% female  

• Age: 68% were of working age: 19% in 26-40 age bracket; 49% 41-65.  

• 31% have disability or long term condition 

• 95% white British (population of Herts is 83% white British) 

• 38% stated that they have  caring responsibilities 

More information on this process, including the questions and comments which emerged 
from the consultation, is included in the presentation on Consultation Findings included 
earlier in this report. 

How have you engaged stakeholders in testing the policy or programme proposals?  

For each engagement activity, please state who was involved, how and when they were 
engaged, and the key outputs: 

Herts Valleys CCG and East and North Herts CCG conducted a major public consultation 
programme called ‘Let’s talk’ which included this issue, from 6th July – 14th September 2017.  
Engagement activities included: public meetings in all localities; discussions with local 
community groups and young people; attendance at community events including Herts Pride 
and places with high public footfall; promotion via local media; a major social media 
campaign – primarily via Twitter and Facebook; and sessions in GP practices. In total 2,500 
people responded to the survey and thousands more have had access to the consultation 
information as a whole.  

Summary of respondents: 

• 68% female  

• Age: 68% were of working age: 19% in 26-40 age bracket; 49% 41-65.  

• 31% have disability or long term condition 

• 95% white British (population of Herts is 83% white British) 

• 38% stated that they have  caring responsibilities 

In addition we hosted a 2 hour meeting to discuss the concerns of the patient advocacy 
groups in September 2017.  Nine representatives of Coeliac UK and other patient advocacy 
groups attended to represent the coeliac population, CEO of both CCGs, Head of Pharmacy 
and Medicines Optimisation of both CCGs and Head of Communications for HVCCG all 
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attended to listen to concerns raised.   

A document answering specific concerns and queries is available on request.   

More information on this process, including the questions and comments which emerged 
from the consultation, is included in the presentation on Consultation Findings included 
earlier in this report. 

 

Summary of Analysis  

Considering the evidence and engagement activity you listed above, please summarise the 
impact of your work. Consider whether the evidence shows potential for differential impacts, 
if so state whether adverse or positive and for which groups and/or individuals. How you will 
mitigate any negative impacts? How you will include certain protected groups in services or 
expand their participation in public life?   

Impact on all patient groups has been considered and will be mitigated where possible. 

 

Eliminate discrimination, harassment and victimisation 

The differential impact may be that for patients of low income who receive free prescriptions 
there is a bigger impact because patients paying prescription charges will currently be more 
likely to purchase products to avoid paying a prescription charge.  If approved, this change in 
policy locally is intended to apply across the whole county and equally to all who have 
coeliac disease (unless there is a safeguarding/welfare issue).   

Advance equality of opportunity  

Access will improve as no appointment needed in pharmacies or supermarkets and GP 
appointments will be released for other patients. 

Increased cost to patient may impact on whether they view this as a positive impact. 

Promote good relations between groups  

This policy will apply equally to all Hertfordshire residents. 

 

Next Steps 

Please give an outline of what you are going to do, based on the gaps, challenges and 
opportunities you have identified in the summary of analysis section. This might include 
action(s) to eliminate discrimination issues, partnership working with stakeholders and data 
gaps that need to be addressed through further consultation or research. This is your action 
plan and should be SMART. 
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This document will be updated following the decision of the joint CCG committee meeting on 
12th October 2017. 

 

How will you share the findings of the Equality analysis? This can include sharing through 
corporate governance or sharing with, for example, other directorates, partner organisations 
or the public. 

The completed Equality Impact Assessment will be published on both Hertfordshire CCG 
websites if any changes are made to the commissioning of gluten-free foods.  
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Privacy Impact Assessment – Initial Screening tool 

1. Policy PIA Completion Details 

Title: Policy for the Commissioning of Gluten-free Foods 

 Proposed                  Existing 

 

Date of Completion: 07/06/17 

Review Date:  

Names & Titles of staff 
involved in completing  

Stacey Golding, Lead 
Pharmaceutical Adviser 

2. Details of the Policy. Who is likely to be affected by this policy? 

 Staff  
Patients 

 Public 

 
Yes No 

Please 
explain your 
answers 

Technology     

Does the policy apply new or additional information 
technologies that have the potential for privacy intrusion?  

(Example: use of smartcards) 

 

 

 

  

 

Identity 

By adhering to the policy content does it involve the use or 
re-use of existing identifiers, intrusive identification or 
authentication? 

(Example: digital signatures, presentation of identity 
documents, biometrics etc.) 

 

 

  

 

By adhering to the policy content is there a risk of denying 
anonymity and de-identification or converting previously 
anonymous or de-identified data into identifiable formats? 
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Multiple Organisations 

Does the policy affect multiple organisations? 

(Example: joint working initiatives with other government 
departments or private sector organisations)   

 
  

There has 
also been a 
recent 
national 
consultation 
on the 
prescribing of 
gluten-free 
foods. No 
patient data 
will be 
shared. 

Data 

By adhering to the policy is there likelihood that the data 
handling processes are changed? 

(Example: this would include a more intensive processing  
of data than that which was originally expected) 

 

 

 

   

 

The CCG 
prescribing 
and 
medicines 
optimisation 
team (PMOT) 
will be 
involved in 
additional 
monitoring of 
prescribing 
data to 
assess the 
impact of the 
policy when 
implemented 
(this is 
identifiable by 
GP practice 
but not by 
patient). 

 

If Yes to any of the above have the risks been assessed, 
can they be evidenced, has the policy content and its 
implications been understood and approved by the 
department?  

*Ticking ‘Yes’ to any section will require completion of the 

. 
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full screening tool – for advice contact Head of 
Governance. 

 

 

 

 

Assessments 
Completed by 

 

Name: Stacey Golding and Sarah Crotty 

Position: Lead Pharmaceutical Adviser ENH CCG  and Head of Pharmacy & 
Medicines Optimisation HV CCG 

Date: 03/10/17 

 

 

Assessment to be reviewed by Head of Information. 

Head of Information name: David Hodson   
Lead for Equality and Diversity: Paul Curry 

Assessment to be reviewed by SIRO or Caldicott Guardian. 

Name: Sheilagh Reavey 
Role: Director of Nursing and Quality (E&N Herts) 

Name: Diane Curbishley 
Role: Director of Nursing and Quality (HVCCG) 
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Full Equality Impact Assessment (EqIA) 
Over-the-Counter Medicines Policy 
 

Equality Analysis – Full Equality Impact Assessment  
 

Title of policy, service, proposal etc being assessed:  

Over-the-Counter Medicines Policy 

 

What are the intended outcomes of this work?  

The intended outcome for patients is that individuals would be expected to pay for over-the-
counter medicines for short-term minor conditions that can be managed through self-care, 
including groups that currently are exempt from paying for prescriptions (such as children, 
older people and those on low incomes). Where prescribers have concerns regarding 
safeguarding/welfare of the patient they should exercise professional judgement and may 
issue a prescription.  

GP and practice capacity will be released to diagnose and treat patients with more complex 
needs. 

Limited NHS resources will be used more effectively to achieve best value for patients. 

How will these outcomes be achieved?  

The CCG will promote the purchasing by patients of over-the-counter medicines and self-
care where possible to reduce unnecessary costs. An increasing range of medicines are 
available for purchase from pharmacies, supermarkets and other outlets. The CCG will 
support patients to access minor ailments care from the right place at the right time; 
encouraging them to consult community pharmacies and other healthcare professionals. 
There are 247 Community Pharmacies in Hertfordshire that are open for at least 40 hours 
per week, 16 of which are open 100 hours a week.  

Community pharmacists should not advise patients to request their GP to prescribe 
medicines available for self-limiting conditions and minor health problems where these are 
available to purchase. 

Who will be affected by this work?  

This proposal will affect all patients. 

Patients and the public have an accessible range of resources for advice on medicines use, 
e.g. community pharmacists, NHS 111, NHS Choices, which can be used to enable self-care 
as well as their GP or Nurse. Patients are expected, where possible, to try to adjust their life-
style if it is probable that this is the cause of a minor health problem, e.g. dyspepsia.  

The CCG will provide additional patient information resources to practices including 
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information and frequently asked questions, press releases in the media and social media 
and GP support in case of queries. 

Where a treatment is needed on a long-term (chronic) basis e.g. paracetamol regularly four 
times daily in osteoarthritis, the patient’s regular clinician may choose to prescribe. GPs are 
contractually obliged to carry out medication reviews to ensure that excessive and 
unnecessary items are stopped. 

If there are concerns about an individual patient’s safeguarding or welfare issues the GP 
may prescribe. 

 

Evidence  

What evidence have you considered?  

Against each of the protected characteristics categories below list the main sources of data, 
research and other sources of evidence (including full references) reviewed to determine 
impact on each equality group (protected characteristic).  

This can include national research, surveys, reports, research interviews, focus groups, pilot 
activity evaluations or other Equality Analyses. If there are gaps in evidence, state what you 
will do to mitigate them in the Evidence based decision making section of this template. 

If you are submitting no evidence against a protected characteristic, please explain why.  

Several bordering CCGs (e.g. Chiltern CCG, Aylesbury Vale CCG, Bedfordshire CCG and 
others) have implemented a similar policy which encourages patients to purchase OTC 
medicines where appropriate.  We are consulting across Hertfordshire, and West Essex 
CCG are also consulting on the same list so we hope that this will reduce issues with 
differences in different areas. 

Nationally, NHS England are consulting on some principles for this type of product to inform 
national policy which will then be implemented locally: 

https://www.engage.england.nhs.uk/consultation/items-routinely-
prescribed/supporting_documents/consultationitemsnotroutinelyprescribedinprimarycare.pdf  
Page25 onwards.   

However we do believe we should try to get feedback from our local public in Hertfordshire, 
and due to our work being across a smaller patch we believe that we could be ready to 
implement (if the public agree with this) earlier than the national work.   

The idea that people may contribute to their treatment costs by purchasing readily available 
medicines over-the-counter rather than having them prescribed also fits our ethos of 
attempting to streamline work of GPs by reducing appointments for more trivial conditions 
such as colds.   

Age  
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Patients will not receive medicines over the counter for short term self-limiting conditions and 
will be directed to a pharmacy for advice and to purchase the product if required.   

Currently, patients can get free NHS prescriptions if, at the time the prescription is 
dispensed, they are: 

• are 60 or over 
• are under 16 
• are 16-18 and in full-time education 

These groups would therefore have to pay for any over the counter medications for 
conditions that can be managed by self-care, which could impact income or their 
management of self-limiting conditions. 

Mitigating actions:  

Where a treatment is needed for a long-term chronic condition or there are legal restrictions 
on the amount of medicine that can be purchased over the counter, then the patient's regular 
clinician will still be able to prescribe. 

Pre-payment certificates are also available enabling the patient to make a fixed quarterly or 
annual payment for prescription medicines. 

The care of the individual patient must remain a prescribers first concern as described in the 
GMC ‘duties of a doctor’ 

 http://www.gmc-uk.org/guidance/good_medical_practice/duties_of_a_doctor.asp  

Therefore the prescriber should recommend treatment based on clinical need but if there are 
concerns about an individual patient’s ability to pay, resources, safeguarding or welfare 
issues the GP may prescribe. 

Gender reassignment (including transgender)  

There is currently no evidence of likely differential impact because of the protected 
characteristic. 

Marriage and civil partnership 

There is currently no evidence of likely differential impact because of the protected 
characteristic. 

Pregnancy and maternity  

Currently, you can get free NHS prescriptions if, at the time the prescription is dispensed, 
you are pregnant or have had a baby in the previous 12 months and have a valid maternity 
exemption certificate (MatEx). This proposal will potentially increase costs for this group of 
people.  

Mitigating actions: 

Where a treatment is needed for a long-term chronic condition or there are legal restrictions 
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on the amount of medicine that can be purchased over the counter, then the patient's regular 
clinician will still be able to prescribe. The prescriber must also take into account 
safeguarding and welfare issues of the mother and unborn child. 

Pre-payment certificates are also available enabling the patient to make a fixed quarterly or 
annual payment for prescription medicines. 

Race  

There is currently no evidence of likely differential impact because of the protected 
characteristic. 

Religion or belief  

There is currently no evidence of likely differential impact because of the protected 
characteristic. 

Sex  

There is currently no evidence of likely differential impact because of the protected 
characteristic. 

Sexual orientation 

There is currently no evidence of likely differential impact because of the protected 
characteristic. 

Carers  

There is currently no evidence of likely differential impact because of the protected 
characteristic. 

Other identified groups  

Currently, you can get free NHS prescriptions if, at the time the prescription is dispensed, 
you: 

• have a specified medical condition and have a valid medical exemption certificate 
(MedEx) 

• have a continuing physical disability that prevents you from going out without help 
from another person and have a valid MedEx 

• hold a valid war pension exemption certificate and the prescription is for your 
accepted disability 

• are an NHS inpatient. 
These groups of people may therefore be negatively impacted as a result of this proposal for 
self-limiting conditions only (not for on-going prescriptions for long-term conditions). 

Mitigating actions: 

Where a treatment is needed for a long-term chronic condition or there are legal restrictions 
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on the amount of medicine that can be purchased over the counter, then the patient's regular 
clinician will still be able to prescribe. 

Pre-payment certificates are also available enabling the patient to make a fixed quarterly or 
annual payment for prescription items. 

If there are concerns about an individual patient’s safeguarding or welfare issues the GP 
may prescribe. 

 

Engagement and involvement 

How have you engaged stakeholders with an interest in protected characteristics in 
gathering evidence or testing the evidence available?  

How have you engaged stakeholders in testing the policy or programme proposals?  

For each engagement activity, please state who was involved, how and when they were 
engaged, and the key outputs: 

Herts Valleys CCG and East and North Herts CCG conducted a major public consultation 
programme called ‘Let’s talk’ which included this issue, from 6th July – 14th September 2017.  
Engagement activities included: public meetings in all localities; discussions with local 
community groups and young people; attendance at community events including Herts Pride 
and places with high public footfall; promotion via local media; a major social media 
campaign – primarily via Twitter and Facebook; and sessions in GP practices. In total 2,500 
people responded to the survey and thousands more have had access to the consultation 
information as a whole.  

Summary of respondents: 

• 68% female  

• Age: 68% were of working age: 19% in 26-40 age bracket; 49% 41-65.  

• 31% have disability or long term condition 

• 95% white British (population of Herts is 83% white British) 

• 38% stated that they have  caring responsibilities 

More information on this process, including the questions and comments which emerged 
from the consultation, is included in the presentation on Consultation Findings included 
earlier in this report. 
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Summary of Analysis  

Considering the evidence and engagement activity you listed above, please summarise the 
impact of your work. Consider whether the evidence shows potential for differential impacts, 
if so state whether adverse or positive and for which groups and/or individuals. How you will 
mitigate any negative impacts? How you will include certain protected groups in services or 
expand their participation in public life?   

Impact on all patient groups has been considered and will be mitigated where possible. 

 

Now consider and detail below how the proposals could support the elimination of 
discrimination, harassment and victimisation, advance the equality of opportunity and 
promote good relations between groups (the General Duty of the Public Sector Equality 
Duty). 

Eliminate discrimination, harassment and victimisation 

People who are entitled to free prescriptions because of low income may find the impact of 
having to purchase medicines over the counter bigger than a person with a larger income, 
however the policy is intended to apply equally to all, across all ages, walks of life, race and 
cultures.   

Advance equality of opportunity  

Access will improve as no appointment needed in pharmacy and GP appointment time will 
be released for other patients. 

Patients will be in control of access to medicines and advice and treatment will be available 
more speedily.  There will be increased choice of product and formulation.  

Increased cost to patient may impact on whether they view this as a positive impact. 

Promote good relations between groups  

This policy will apply equally to all Hertfordshire residents. 

 

Next Steps 

Please give an outline of what you are going to do, based on the gaps, challenges and 
opportunities you have identified in the summary of analysis section. This might include 
action(s) to eliminate discrimination issues, partnership working with stakeholders and data 
gaps that need to be addressed through further consultation or research. This is your action 
plan and should be SMART. 
 

This document will be updated following the decision of the joint CCG committee meeting on 
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12th October 2017. 

 

How will you share the findings of the Equality analysis? This can include sharing through 
corporate governance or sharing with, for example, other directorates, partner organisations 
or the public. 

The completed Equality Impact Assessment will be published on the East and North Herts 
CCG and HVCCG websites if any changes are made to the commissioning of over-the-
counter medicines.  
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Privacy Impact Assessment – Initial Screening tool 
 
1. Policy PIA Completion Details 

Title:  
 Proposed                  Existing 

 
Date of Completion: 08/06/17 
Review Date:  

Names & Titles of staff involved in 
completing  
Stacey Golding/Pauline Walton 
Lead Pharmaceutical Adviser, AD 
Pharmacy & Meds Optimisation 

2. Details of the Policy. Who is likely to be affected by this policy? 

 Staff  Patients  
Public 

 

Yes No 

Please 
explain 
your 
answers 

Technology     
Does the policy apply new or additional 
information technologies that have the 
potential for privacy intrusion?  
(Example: use of smartcards) 
 
 
 

  

 

Identity 
By adhering to the policy content does it 
involve the use or re-use of existing 
identifiers, intrusive identification or 
authentication? 
(Example: digital signatures, 
presentation of identity documents, 
biometrics etc.) 
 
 

  

 

By adhering to the policy content is 
there a risk of denying anonymity and 
de-identification or converting previously 
anonymous or de-identified data into 
identifiable formats? 
 

  

 

200



Multiple Organisations 
Does the policy affect multiple 
organisations? 
(Example: joint working initiatives with 
other government departments or 
private sector organisations)   
 

  

There is a 
consultation on 
the prescribing 
of over-the-
counter 
medicines in 
Herts Valleys 
CCG, E&N 
Herts and West 
Essex CCGs as 
well as other 
CCGs. No 
patient data will 
be shared. 

Data 
By adhering to the policy is there 
likelihood that the data handling 
processes are changed? 
(Example: this would include a more 
intensive processing  of data than that 
which was originally expected) 
 
 
 
 

  

 
The CCG 
prescribing and 
medicines 
optimisation 
team (PMOT) 
will be involved 
in additional 
monitoring of 
prescribing data 
to assess the 
impact of the 
policy when 
implemented 
(this is 
identifiable by 
GP practice but 
not by patient). 

If Yes to any of the above have the risks 
been assessed, can they be evidenced, 
has the policy content and its 
implications been understood and 
approved by the department?  
*Ticking ‘Yes’ to any section will require 
completion of the full screening tool – 
for advice contact Head of Governance. 

 
Not applicable 
 
 
 

 
Assessments 
Completed by 

 

Name: Stacey Golding (E&N Herts)  Sarah Crotty 
(HVCCG) Pauline Walton (ENHCCG) 

201



Position: Lead Pharmaceutical Adviser (E& N Herts)and 
Heads of Medicines Optimisation (HVCCG) 

Date: 3rd October 2017 

 

This policy has been reviewed by: 

 

Head of Information E&N Herts CCG= David Hodson 
Equality and Diversity Manager, HVCCG = Paul Curry 

SIRO or Caldicott Guardian. 

Sheilagh Reavey (E&N Herts) and Diane Curbishley (HVCCG) 
Directors of Nursing and Quality  
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Full Equality Impact Assessment (EqIA) 
Female Sterilisation 
 

Title of policy, service, proposal etc being assessed:  

Restrict the routine provision of female sterilisation. 

East and North Hertfordshire CCG and Herts Valleys CCG have assessed the provision of 
Female sterilisation for its population against the prioritisation framework and deemed the 
procedure to be low priority. It is therefore proposed that female sterilisation is only funded 
on an individual basis in exceptional circumstances.  

 

What are the intended outcomes of this work?   

Female Sterilisation will only be funded in exceptional circumstances. Individual cases will go 
through the IFR team to be reviewed and if appropriate they will authorise funding. All 
commissioning organisations across the STP have committed to delivering high quality 
services that meet local needs at optimum cost. Herts Valleys CCG, as part of its financial 
recovery plan, must prioritise its expenditure to ensure we are best utilising resource to meet 
the needs of a growing population with ever more complex health and social care 
requirements. The CCG has therefore reviewed the Female Sterilisation services, with 
clinical and public health input, and has deemed it to be of low priority. The CCG therefore 
considers resource is better utilised elsewhere. 

How will these outcomes be achieved?  

The proposal has been subject to a public consultation, and feedback has been collated and 
where appropriate has been included in this EQIA. If the proposal is agreed then our current 
Providers for Female Sterilisation will be contacted to inform them of the new policy and 
contract variations enacted where appropriate. GP Practices as referrers will also be 
contacted and the new policy communicated to them. The policy will be published on the 
CCG website. The IFR team will review any submissions of evidence of exceptionally as per 
the current IFR process. 

Who will be affected by this work?   

Women in Hertfordshire will be the main cohort of individuals affected by this policy. 
However, most women do not choose sterilisation as contraception. Our most popular 
contraceptive method is the combined oral contraceptive pill. Our activity in 16/17 for female 
sterilisation was 68 individuals for ENHCCG and 38 individuals for HVCCG. 

Our Providers for female sterilisation will also be affected as they will see a reduction in 
referrals and estimated at 95% of activity. GPs will need to consider each request for 
sterilisation and determine if they believe a case for exceptionality can be made. 

Sometimes female sterilisation is offered as part of the maternity pathway at the point of 
caesarean. These individuals will not be affected by this policy as this activity is 
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encompassed in the maternity pathway tariff and the CCG do not pay additionally for this. 
Therefore an IFR is not required. Women should still receive appropriate counselling if a 
Provider wishes to offer them sterilisation during a caesarean. 

 

Evidence  

What evidence have you considered?  

Against each of the protected characteristics categories below list the main sources of data, research 
and other sources of evidence (including full references) reviewed to determine impact on each 
equality group (protected characteristic).  

This can include national research, surveys, reports, research interviews, focus groups, pilot activity 
evaluations or other Equality Analyses. If there are gaps in evidence, state what you will do to mitigate 
them in the Evidence based decision making section of this template. 

If you are submitting no evidence against a protected characteristic, please explain why.  

Female Sterilisation was reviewed against the Prioritisation Framework in the context of one 
of many contraceptive methods available to women. The references below were considered 
in this review. CCG activity data was also utilised to understand demand on these services 
and what age groups were accessing sterilisation services.  

1. Trussell J; Contraceptive failure in the United States, Contraception, 2011 
2.  Contraceptive Failure Rates: New EstimatesFrom the 1995 National Survey of Family Growth By 

Haishan Fu, Jacqueline E. Darroch, Taylor Haas and Nalini Ranjit Family Planning Perspectives, 
1999, 31(2):56–63 UPDATED VERSION ON: 
https://www.guttmacher.org/sites/default/files/article_files/3105699.pdf 

3. https://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-017-1223-x 
4. http://www.nhs.uk/Conditions/Abortion/Pages/Risks.aspx#complications 
5. Balasch J, Gratacós E.  Delayed childbearing: effects on fertility and the outcome of 

pregnancy.  Fetal Diagn Ther. 2011;29(4):263-73. doi: 10.1159/000323142. Epub 2011 Jan 12. 
6. http://emedicine.medscape.com/article/1848429-overview#a6 
7. Trollip, G. S., et al. "Vasectomy under local anaesthesia performed free of charge as a family 

planning service: complications and results." SAMJ: South African Medical Journal 99.4 
(2009): 238-242. 

8. http://www.nhs.uk/conditions/contraception-guide/pages/combined-contraceptive-pill.aspx#Risks 
9. http://patient.info/doctor/sterilisation-vasectomy-and-female-sterilisation 
10. http://theagc.org.uk/wp-content/uploads/2016/12/Private-lives-public-health-Final.pdf 
11. http://content.digital.nhs.uk/catalogue/PUB21969/srh-serv-eng-15-16-rep.pdf 
12. Lifestyles team, HSCIC “NHS Contraceptive Services: England, Community Contraceptive 

Clinics Statistics for 2013-14”, [online] 2014 Oct 30.  Available at: 
http://content.digital.nhs.uk/catalogue/PUB15746/nhs-cont-serv-comm-cont-clin-eng-13-14-rep.pdf 
[Accessed 20th Feb 2017] 

13. http://www.yourtango.com/experts/lissa-rankin/sexual-frequency-how-much-sex-enough - Kinsey 
Institute 

14. Curtis et al, “Unit Costs of Health and Social Care 2016” [online] Personal Social Research 
Unit. 2016 Available at: http://www.pssru.ac.uk/project-pages/unit-costs/2016/index.php [Accessed 
20th Feb 2017] 
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Age  

The average age of those accessing female sterilisation was reviewed. Female sterilisation is 
most commonly accessed by those aged 28-44. Therefore, this proposal will have more of an 
impact on this specific age group. 

Disability  

The proposal is not considered to disproportionately impact anyone with a disability. Having 
a disability in itself would not necessarily be considered as exceptionality for this policy. 
However, Female sterilisation can be considered as an option for funding through IFR if use 
of routinely commissioned female contraception methods are considered clinically unsuitable 
as assessed by a clinician. 

Gender reassignment (including transgender)  

Not applicable to this proposal as it will only affect a small proportion of women.  

Marriage and civil partnership  

Not applicable to this policy. Although contraceptive choice may be considered a decision to 
be made by couples we do not hold records of the relationship status of those women 
accessing Female Sterilisation services. Therefore, we cannot determine if this policy will 
disproportionately impact those who are married.  

Pregnancy and maternity  

The primary purpose of offering sterilisation services is to protect against unintended 
pregnancy. If Female Sterilisation is not routinely funded a woman may choose to use a less 
effective contraceptive. There is a small chance this may result in an unintended pregnancy. 
Any unintended pregnancy as a result of implementing this policy may be higher risk due to 
the age of those accessing these services. 

Race  

Not applicable to this proposal. Female Sterilisation will be available in cases of clinical 
exceptionality. Race will have no impact on whether or not funding will be approved by the 
IFR team. 

Religion or belief  

Not applicable to this proposal. Female Sterilisation will be available in cases of clinical 
exceptionality. Religion or belief will have no impact on whether or not funding will be 
approved by the IFR team. 

Sex  

Female sterilisation and vasectomy were assessed together as contraceptive options 
commissioned by the CCG and compared to other contraceptives. Although contraception is 
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normally considered to be a decision made by couples it was noted that Vasectomy is one of 
the only alternatives to condoms available to men. Condoms do not offer the same level of 
protection from unplanned pregnancy as Vasectomy.  It was considered that not providing 
full access to Vasectomy would push the burden of contraception back to the female partner. 

However, it was found that women do have a number of alternative contraceptive options 
available to them including the combined oral contraceptive pill, the progestogen-only pill, 
vaginal ring, intrauterine system, intrauterine device, diaphragms, contraceptive patch, 
contraceptive injection, contraceptive implant, caps and female condom. Most of these 
alternative contraceptive methods are more cost effective and some (Implant and IUS) have 
greater clinical efficacy than sterilisation. This proposal was considered to somewhat 
disproportionately affect women over men. This impact, following a review of available 
evidence, was considered to be minimal as women already have greater access to effective 
forms of contraception whereas men’s choices are limited.  

It was considered that there may be cases of exceptionality in which a female is found 
unsuitable for any of the alternative contraceptive methods mentioned above. In this case the 
individual will likely receive funding for Female sterilisation after the case is reviewed by the 
IFR team. 

Female sterilisation was also considered slightly less favourable to vasectomy due to the 
slightly higher risks associated with the procedure. Female sterilisation is a somewhat more 
invasive procedure requiring a general anaesthetic and endoscopic abdominal approach. 
The recovery period is also longer. Vasectomy is a minimally invasive procedure ordinarily 
carried out under local anaesthetic. Any man requiring a general anaesthetic for vasectomy 
will also require IFR approval for funding. 

Female sterilisation was also found not to be a particularly popular form of contraception 
within our population. Based on our activity data and GP prescribing data we found that only 
0.13% of our female population chose to undergo sterilisation. Our activity for 16/17 was 68 
individuals (ENHCCG) and 38 individuals (HVCCG). Vasectomy activity was 462 individuals.    

Sexual orientation  

Not applicable to this proposal. Female sterilisation will be available in cases of clinical 
exceptionality. Sexual orientation will have no impact on whether or not funding will be 
approved by the IFR team. 

Carers  

Not applicable to this proposal. Female sterilisation will be available in cases of clinical 
exceptionality. Whether an individual is a carer or has a carer in itself will not necessarily be 
considered as exceptionality for this policy. Evidence submitted to the IFR team will be 
considered on a case by case basis. 

Other identified groups  

• In the US unplanned pregnancies have been shown to be more prominent in groups 
of lower socioeconomic status and on lower incomes1, 2. 
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• Population studies in the US also suggest those that are less educated and on lower 
income are less likely to access sterilisation services3, however, due to significant 
differences in delivery models between the NHS and US systems it is difficult to 
generalise based on this. 

• A further study in the US has found that there were higher levels of vasectomies 
carried out in times of greater unemployment, suggesting that access may be 
disproportionately high in more deprived areas, although UK and local evidence was 
not found4. 

• Conversely a study from Manitoba, Canada showed that vasectomy rates decrease 
as income increases, but that the opposite is true of female sterilisation5.  

• A recent UK study has not replicated the US findings of increased rates of 
unplanned pregnancy in lower socioeconomic groups, but did find a significant 
correlation between lower educational level and higher unplanned pregnancy rates6. 

Positive smoking status, drug use and earlier age of first sexual encounter were also 
strongly correlated. 

The lack of consensus in this area makes it difficult to assess the effect of deprivation on 
access to sterilisation services without local data. 

1. Dehlendorf, Christine et al. “Disparities in Family Planning.” American journal of obstetrics 
and gynecology 202.3 (2010): 214–220. PMC. Web. 24 Jan. 2017 

2. Finer, Lawrence B., and Mia R. Zolna. “Unintended Pregnancy in the United States: 
Incidence and Disparities, 2006.” Contraception 84.5 (2011): 478–485. PMC. Web. 24 Jan. 
2017. 

3. Anderson, John E., et al. "Contraceptive sterilization among married adults: national data 
on who chooses vasectomy and tubal sterilization." Contraception 85.6 (2012): 552-557 

4. Shama et al, “Relating Economic Conditions to Vasectomy and Vasectomy Reversal 
Frequencies: a Multi-Institutional Study” J Urol. 2014 Jun;191(6):1835-40. doi: 
10.1016/j.juro.2013.12.045. Epub 2014 Jan 11 

5. Fransoo et al, “Social Gradients in Surgical Sterilization Rates: Opposing Patterns for 
Males and Females”, J Obstet Gynaecol Can. 2013 May;35(5):454-60. 

6. Wellings et al, “The prevalence of unplanned pregnancy and associated factors in 
Britain: findings from the third National Survey of Sexual Attitudes and Lifestyles 
(Natsal-3)”, The Lancet 382 (2013): 1807-16 

 

Engagement and involvement 

How have you engaged stakeholders with an interest in protected characteristics in gathering 
evidence or testing the evidence available?  

Engagement summary: 

East and North Hertfordshire CCG and Herts Valleys CCG conducted a major public 
consultation programme called ‘Let’s talk’ which included this issue, from 6 July – 14 
September 2017.  Engagement activities included: public meetings in all localities; 
discussions with local community groups and young people; attendance at community events 
including Herts Pride and places with high public footfall; promotion via local media; a major 
social media campaign – primarily via Twitter and Facebook; and sessions in GP practices. 
In total 2,500 people responded to the survey and thousands more have had access to the 
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consultation information as a whole.  

Proposals were also discussed with key stakeholders, including local councillors and NHS 
providers, and their feedback has been incorporated into the decision-making process.  

Survey Results: 

Restrict female sterilisation to exceptions only:  63% agree 

Potentially affected:  14%  

Summary of respondents: 

• 68% female  

• Age: 68% were of working age: 19% in 26-40 age bracket; 49% 41-65.  

• 31% have disability or long term condition 

• 95% white British (population of Herts is 83% white British) 

• 38% stated that they have  caring responsibilities 

 

How have you engaged stakeholders in testing the policy or programme proposals?  

Proposals have been discussed with patient participation and involvement groups, 
Hertfordshire County Council’s Health Scrutiny Committee and local health professionals 
before a full public consultation was undertaken. 

For each engagement activity, please state who was involved, how and when they were engaged, and 
the key outputs: 

See full report for meeting of Joint Committee on 12 October 2017. 

 

Summary of Analysis  

Considering the evidence and engagement activity you listed above, please summarise the impact of 
your work.  

Impact on all patient groups has been considered and will be mitigated where possible. The 
proposal is considered to disproportionately affect women over men as the proposal will limit 
access to a particular form of contraception available only to women. However, this impact is 
considered minimal due to the availability of other forms of contraception for women of equal 
or greater clinical efficacy. The mitigating action put in place to counteract this impact will be 
to review cases of exceptionality through the IFR team. Women found unsuitable for other 
forms of contraception may be considered for funding for female sterilisation.  
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Now consider and detail below how the proposals could support the elimination of 
discrimination, harassment and victimisation, advance the equality of opportunity and 
promote good relations between groups (the General Duty of the Public Sector Equality 
Duty). 

Eliminate discrimination, harassment and victimisation 

The EQIA has looked at where there may be discrimination, harassment and victimisation 
and has identified that there may be a differential impact for certain groups, for example 
females.  

The option for patients to be funded for their procedure will be available through an IFR if 
they are deemed to be clinically exceptional. 

Advance equality of opportunity  

The CCGs have looked at where there may be a differential impact and put in place 
mitigating actions to reduce the impact. 

Contraception has been shown in general to reduce inequalities. Access to contraception 
has promoted women’s economic empowerment and reduced gender inequality in the UK.  
This proposal will slightly reduce women’s contraceptive choice. However, women do still 
have access to a number of other effective contraceptives which will protect against 
unplanned pregnancy. Those found unsuitable for other contraceptive methods will be 
considered for exceptional funding through the IFR team on a case by case basis. Therefore, 
the proposal still allows for as many individuals as possible to access effective contraception 
and reduce inequalities. 

Promote good relations between groups  

No significant impact anticipated, the CCGs will monitor and  keep this under review 

 

Next Steps 

Please give an outline of what you are going to do, based on the gaps, challenges and opportunities 
you have identified in the summary of analysis section. This might include action(s) to eliminate 
discrimination issues, partnership working with stakeholders and data gaps that need to be addressed 
through further consultation or research. This is your action plan and should be SMART. 

 
This document will be updated following the decision of the joint CCG committee 
meeting on 12th October 2017. 
 
The EQIA has been updated in response to relevant feedback from the public consultation 
this will be used to support decision makers to decide on the proposal to no longer routinely 
fund female sterilisation. Patient demographic data will be monitored on an on-going basis to 
assess the impact of this proposal. 
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How will you share the findings of the Equality analysis? This can include sharing through corporate 
governance or sharing with, for example, other directorates, partner organisations or the public. The 
completed EqIA will be published on the Herts Valleys CCG website.  

Once the CCGs have made a decision the full EQIA will be published along with the policy 
on the CCGs’ websites which will be available to download by members of the public. The 
outcome of CCG board’s decision will be communicated to providers to discuss 
options/management with patients.   
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Full Equality Impact Assessment (EqIA) 
Vasectomy 

Herts Valleys CCG 
 

Title of policy, service, proposal etc being assessed:  

Restrict the routine provision of vasectomy, only funding the procedure on an individual 
basis for cases that may involve safeguarding, mental health issues or where both partners 
have contraindication to the use other forms of contraception and the only clinical option is 
female sterilisation.  

 

 

What are the intended outcomes of this work? Include outline of objectives and function 
aims 

As part of prioritising services offered within the CCG to provide maximum healthcare value 
with the finances available, the NHS funded provision of vasectomy is under review.  This 
would allow for reallocation of funding from areas assessed as being of lower value to 
services which would provide the greatest possible benefit to the population as a whole. 

How will these outcomes be achieved? What is it that will actually be done? 

Proposal to restrict the funding of vasectomy to patients who are clinically exceptional via an 
Individual Funding Request (IFR) application. 

 

Who will be affected by this work? e.g. staff, patients, service users, partner 
organisations etc. If you believe that there is no likely impact on people explain how you’ve 
reached that decision and send the form to the equality and diversity manager for 
agreement and sign off 

The proposal will directly affect men who wish to undergo a vasectomy as a form of 
contraception. The policy will indirectly affect female partners who may need to take sole 
responsibility for contraception within a relationship.  
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Evidence  

What evidence have you considered? Against each of the protected characteristics 
categories below list the main sources of data, research and other sources of evidence 
(including full references) reviewed to determine impact on each equality group (protected 
characteristic).  

This can include national research, surveys, reports, research interviews, focus groups, pilot 
activity evaluations or other Equality Analyses. If there are gaps in evidence, state what you 
will do to mitigate them in the Evidence based decision making section on page 9 of this 
template. 

If you are submitting no evidence against a protected characteristic, please explain why.  

Age Consider and detail age related evidence. This can include safeguarding, consent and 
welfare issues. 

The proposal does not directly discriminate against age. Vasectomy is most commonly used 
by those in the 31-46 age range. Whilst these are not generally considered to be 
marginalized groups, a change in policy will impact on specific age groups. 

Disability Detail and consider disability related evidence. This can include attitudinal, 
physical and social barriers as well as mental health/ learning disabilities. 

The proposal considers patients who have mental health issues or the incapacity to make a 
reproductive decision as clinically exceptional and would be considered for funding for this 
procedure via an IFR. 

Gender reassignment (including transgender) Detail and consider evidence on 
transgender people. This can include issues such as privacy of data and harassment.  

This proposal does not directly discriminate against people’s gender reassignment or 
transgender people. 

Marriage and civil partnership Detail and consider evidence on marriage and civil 
partnership. This can include working arrangements, part-time working, caring 
responsibilities. 

This proposal does not directly  discriminate against marriage or civil partnership status 

Pregnancy and maternity Detail and consider evidence on pregnancy and maternity. This 
can include working arrangements, part-time working, caring responsibilities. 

This proposal is not relevant for pregnancy or maternity. 

Race Detail and consider race related evidence. This can include information on difference 
ethnic groups, Roma gypsies, Irish travellers, nationalities, cultures, and language barriers.  

This proposal does not directly discriminate against a persons race. The CCG does not 
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currently have access to specific service user racial demographics 

Religion or belief Detail and consider evidence on people with different religions, beliefs or 
no belief. This can include consent and end of life issues.  

This proposal does not directly discriminate against religion or a person’s beliefs. The CCG 
does not currently have access to specific service user religion or beliefs. 

Sex Detail and consider evidence on men and women. This could include access to 
services and employment. 

The proposal will directly impact men and may indirectly affect female partners who may 
need to take responsibility for contraception within a relationship. 

Sexual orientation Detail and consider evidence on heterosexual people as well as 
lesbian, gay and bisexual people. This could include access to services and employment, 
attitudinal and social barriers. 

This proposal does not directly discriminate against sexual orientation. 

Carers Detail and consider evidence on part-time working, shift-patterns, general caring 
responsibilities. 

There is not expected to be any direct impact on carers with regard to these proposed policy 
changes 

Other identified groups Detail and consider evidence on groups experiencing 
disadvantage and barriers to access and outcomes. This can include different socio-
economic groups, geographical area inequality, income, resident status (migrants, asylum 
seekers). 

Socio-economic status 

• In the US unplanned pregnancies have been shown to be more prominent in 
groups of lower socioeconomic status and on lower incomes1,2. 

• Population studies in the US also suggest those that are less educated and on 
lower income are less likely to access sterilisation services16, however, due to 
significant differences in delivery models between the NHS and US systems it is 
difficult to generalise based on this. 

• A further study in the US has found that there were higher levels of vasectomies 
carried out in times of greater unemployment, suggesting that access may be 
disproportionately high in more deprived areas, although UK and local evidence 
was not found3. 

• Conversely a study from Manitoba, Canada showed that vasectomy rates decrease 
as income increases, but that the opposite is true of female sterilisation4. A recent 
UK study has not replicated the US findings of increased rates of unplanned 
pregnancy in lower socioeconomic groups, but did find a significant correlation 
between lower educational level and higher unplanned pregnancy rates5. Positive 
smoking status, drug use and earlier age of first sexual encounter were also 
strongly correlated. 

• The lack of consensus in this area makes it difficult to assess the effect of 
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deprivation on access to sterilisation services without local data. 
 

 

Engagement and involvement 

How have you engaged stakeholders with an interest in protected characteristics in 
gathering evidence or testing the evidence available?  

How have you engaged stakeholders with an interest in protected characteristics in 
gathering evidence or testing the evidence available?  

East and North Hertfordshire CCG and Herts Valleys CCG conducted a major public 
consultation programme called ‘Let’s talk’ which included this issue, from 6 July – 14 
September 2017.  Engagement activities included: public meetings in all localities; 
discussions with local community groups and young people; attendance at community 
events including Herts Pride and places with high public footfall; promotion via local media; 
a major social media campaign – primarily via Twitter and Facebook; and sessions in GP 
practices. In total 2,500 people responded to the survey and thousands more have had 
access to the consultation information as a whole.  

Proposals were also discussed with key stakeholders, including local councillors and NHS 
providers, and their feedback has been incorporated into the decision-making process.  

Survey Results: 

• Restrict vasectomy to exceptions only:  56% agree 

• Potentially affected:  16%   

Summary of  HVCCG respondents: 

• 54% of surveys from Herts Valleys residents 

• 99% from individuals 

• 67% from ‘ordinary’ people  

• 68% women  

• Age: 68% were working age: 19% in 26-40 age bracket; 49% 41-65.  

• 31% have disability or long term condition 

• 95% white British (population of Herts is 83% white British) 

• 62% have no caring responsibilities  

 

How have you engaged stakeholders in testing the policy or programme proposals?  
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Proposals have been discussed with patient participation and involvement groups, 
Hertfordshire County Council’s Health Scrutiny Committee and local health professionals 
before a full public consultation was undertaken. 

For each engagement activity, please state who was involved, how and when they were 
engaged, and the key outputs: 

See full report for meeting of Joint Committee on 12 October 2017 

 

Summary of Analysis  

Considering the evidence and engagement activity you listed above, please summarise the 
impact of your work. Consider whether the evidence shows potential for differential impacts, 
if so state whether adverse or positive and for which groups and/or individuals. How you will 
mitigate any negative impacts? How you will include certain protected groups in services or 
expand their participation in public life?   

In summary, the equality impact assessment indicate that the proposal will directly affect 
men and suggests that there may be a differential impact on certain groups.   

Sex: 

Although contraception is normally considered to be a decision made by couples it should 
still be noted that vasectomy is one of the only alternatives to condoms available to men. It 
is the only long acting contraceptive available to men. Condoms do not offer the same level 
of protection from unplanned pregnancy vasectomy.  Not providing vasectomy services may 
push the burden of contraception back to the female partner 

Mitigation through raising awareness of conceptive alternatives which are available free of 
charge on the NHS 

 

Now consider and detail below how the proposals could support the elimination of 
discrimination, harassment and victimisation, advance the equality of opportunity and 
promote good relations between groups (the General Duty of the Public Sector Equality 
Duty). 

In summary, the equality impact assessment suggests that the proposal directly 
discriminates against men who can access vasectomy; in addition there may be a 
differential impact on females who may have to take full responsibility for contraception in a 
relationship.  

Eliminate discrimination, harassment and victimisation  

The EQIA has looked at where there may be discrimination, harassment and victimisation 
and has identified that there may be a differential impact for certain groups, for example 
males.  
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The option for patients to be funded for their procedure will be available through an IFR if 
they are deemed to be clinically exceptional. 

Advance equality of opportunity  

The CCG have looked at where there may be a differential impact and put in place 
mitigating actions to reduce the impact. 

Although contraception is normally considered to be a decision made by couples it should 
still be noted that vasectomy is one of the only alternatives to condoms available to men. 
Condoms do not offer the same level of protection from unplanned pregnancy as 
vasectomy.  Not providing vasectomy services may push the burden of contraception back 
to the female partner.  

Promote good relations between groups  

No significant impact anticipated, the CCG will monitor and  keep this under review. 

 

Next Steps  

Please give an outline of what you are going to do, based on the gaps, challenges and 
opportunities you have identified in the summary of analysis section. This might include 
action(s) to eliminate discrimination issues, partnership working with stakeholders and data 
gaps that need to be addressed through further consultation or research. This is your action 
plan and should be SMART. 

The EQIA has been finalised in response to relevant feedback from the public consultation 
this will be used to support decision makers to decide on the proposal to no longer routinely 
fund vasectomy. Patient demographic data will be monitored on an on-going basis to 
assess the impact of this proposal. 

How will you share the findings of the Equality analysis? This can include sharing through 
corporate governance or sharing with, for example, other directorates, partner organisations 
or the public. The completed EqIA will be published on the Herts Valleys CCG website 
either as part of the report on the proposals or separately on the equality and diversity 
pages. 

Once the CCG has made a decision on access to vasectomies a full EQIA will be published 
along with the policy on the CCG’s website which will be available to download by members 
of the public. The outcome of CCG board’s decision will be communicated to providers to 
discuss options with patients.   
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Health Inequalities Analysis 
Evidence  

1. What evidence have you considered to determine what health inequalities exist in 
relation to your work? List the main sources of data, research and other sources of 
evidence (including full references) reviewed to determine impact on each equality group 
(protected characteristic). This can include national research, surveys, reports, research 
interviews, focus groups, pilot activity evaluations or other Equality Analyses. If there are 
gaps in evidence, state what you will do to mitigate them in the Evidence based decision 
making section on the last page of this template.  

1. Dehlendorf, Christine et al. “Disparities in Family Planning.” American journal of 
obstetrics and gynecology 202.3 (2010): 214–220. PMC. Web. 24 Jan. 2017 

2. Finer, Lawrence B., and Mia R. Zolna. “Unintended Pregnancy in the United States: 
Incidence and Disparities, 2006.” Contraception 84.5 (2011): 478–485. PMC. Web. 
24 Jan. 2017. 

3. Anderson, John E., et al. "Contraceptive sterilization among married adults: 
national data on who chooses vasectomy and tubal sterilization." Contraception 
85.6 (2012): 552-557 

4. Sharma et al, “Relating Economic Conditions to Vasectomy and Vasectomy 
Reversal Frequencies: a Multi-Institutional Study” J Urol. 2014 Jun;191(6):1835-40. 
doi: 10.1016/j.juro.2013.12.045. Epub 2014 Jan 11 

5. Fransoo et al, “Social Gradients in Surgical Sterilization Rates: Opposing 
Patterns for Males and Females”, J Obstet Gynaecol Can. 2013 May;35(5):454-60. 

6. Wellings et al, “The prevalence of unplanned pregnancy and associated factors in 
Britain: findings from the third National Survey of Sexual Attitudes and 
Lifestyles (Natsal-3)”, The Lancet 382 (2013): 1807-16 

Impact 

2. What is the potential impact of your work on health inequalities? Can you 
demonstrate through evidenced based consideration how the health outcomes, 
experience and access to health care services differ across the population group and in 
different geographical locations that your work applies to?  

Contraception has been shown in general to reduce inequalities. Access to contraception 
has promoted women’s economic empowerment and reduced gender inequality in the UK. 

Specific evidence for an impact of sterilisation on marginalized/deprived groups is lacking 
and varied, and we do not have detailed demographic data available for service users on a 
local level.  Although UK studies have shown higher rates of unplanned pregnancy in 
groups of lower educational level, there was no direct links with socioeconomic status.   

Socioeconomic Status 

• In the US unplanned pregnancies have been shown to be more prominent in 
groups of lower socioeconomic status and on lower incomes1,2. 

• Population studies in the US also suggest those that are less educated and on 
lower income are less likely to access sterilisation services3, however, due to 
significant differences in delivery models between the NHS and US systems it is 
difficult to generalise based on this. 
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• A further study in the US has found that there were higher levels of vasectomies 
carried out in times of greater unemployment, suggesting that access may be 
disproportionately high in more deprived areas, although UK and local evidence 
was not found4. 

• Conversely a study from Manitoba, Canada showed that vasectomy rates 
decrease as income increases, but that the opposite is true of female 
sterilisation5. A recent UK study has not replicated the US findings of increased 
rates of unplanned pregnancy in lower socioeconomic groups, but did find a 
significant correlation between lower educational level and higher unplanned 
pregnancy rates6. Positive smoking status, drug use and earlier age of first sexual 
encounter were also strongly correlated. 

• The lack of consensus in this area makes it difficult to assess the effect of 
deprivation on access to sterilisation services without local data. 

3. How can you make sure that your work has the best chance of reducing health 
inequalities? 

Ensuring there are no barriers for patients with a lower socio economic status to access 
sexual health services for the provision of free contraceptives.  

Promoting local sexual health services. 

Monitor and Evaluation 

4. How will you monitor and evaluate the effect of your work on health inequalities?  

Report the number of people accessing sexual health services and review these figures 
stratified by protected characteristics where appropriate. 

 
Quality Impact Initial Assessment. 
Quality can be defined as embracing three key components: 

• Patient Safety – there will be no avoidable harm to patients from the healthcare 
they receive. This means ensuring that the environment is clean and safe at all 
times and that harmful events never happen. 

• Effectiveness of care – the most appropriate treatments, interventions, support and 
services will be provided at the right time to those patients who will benefit. 

• Patient Experience – the patient’s experience will be at the centre of the 
organisation’s approach to quality. 
 

What is the impact on:  

Patient Safety? Positive   Negative   Neutral  x 
Patient Experience? Positive   Negative  x Neutral   
Clinical 
Effectiveness? 

Positive   Negative   Neutral  x 

If any there is any negative impact please complete seek advice from the Nursing and 
Quality Team and a full Quality impact assessment will need to be completed. 

Name of person(s) who carried out these analyses: Miranda Sutters, Public Health 
Consultant 

Date analyses were completed: 29th June 2017 
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 Signed:   30/6/17 

Diane Curbishley, Director of Nursing and Quality 
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Full Equality Impact Assessment (EqIA) 
IVF and Specialist Fertility Services 
 
East and North Hertfordshire CCG 
 

Title of policy, service, proposal etc being assessed:  

Specialist Fertility Services – Proposed Policy Changes 

 

What are the intended outcomes of this work?  

As part of prioritising services offered within the CCG to provide maximum healthcare value 
with the finances available, specialist fertility services are under review.  This would allow for 
reallocation of funding from areas assessed as being of lower value to services which would 
provide the greatest possible benefit to the population as a whole. 

 

How will these outcomes be achieved? 

Four options have been outlined: 

• Option 1 – No change to current policy (3 cycles routinely funded when criteria met). 
• Option 2 – Reduce cycles offered to 2. 
• Option 3 – Reduce cycles offered to 1. 
• Option 4 – Reduce cycles offered to 0 (essentially decommissioning service.  

Exceptions and IFR process would be in place). 

Here we will consider all options, with a focus on option 4, as this is likely to have the 
greatest impact on the factors considered here. 

Who will be affected by this work?  

Couples with fertility issues, or those who would for other reasons have been accessing 
specialist fertility treatments. 

 

Evidence  

What evidence have you considered?  

Against each of the protected characteristics categories below list the main sources of data, 
research and other sources of evidence (including full references) reviewed to determine 
impact on each equality group (protected characteristic).  

This can include national research, surveys, reports, research interviews, focus groups, pilot 
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activity evaluations or other Equality Analyses. If there are gaps in evidence, state what you 
will do to mitigate them in the Evidence based decision making section of this template. 

If you are submitting no evidence against a protected characteristic, please explain why.  

Age Consider and detail age related evidence. This can include safeguarding, consent and 
welfare issues. 

Option 1 – The current policy has an age cut-off (40 for 3 cycles, 43 for 1 cycle) for offering 
IVF based on evidence around success rates.  This would remain unchanged. 

Options 2 & 3 – The above age criteria would remain in place, but fewer cycles would be 
offered.  As success rate decreases with age this may result in an increase in the difference 
of success rates between older and younger women. 

Option 4 - This change in policy does not specify age groups, however it is known that fertility 
issues increase with age.  As such this may be expected to impact more on those in higher 
age groups. Of note the chance of successful IVF treatment also decreases with age. 
(http://www.hfea.gov.uk/ivf-success-rate.html). In order to offset this there should be 
increased public awareness around modifiable factors affecting fertility, including age of 
attempted conception. 

Gender reassignment (including transgender) Detail and consider evidence on 
transgender people. This can include issues such as privacy of data and harassment.  

Those undergoing gender reassignment may experience temporary or permanent infertility 
depending on the procedures being undertaken.  As such fertility-preserving treatments are 
sometimes undertaken prior to treatment (e.g. sperm or oocyte preservation) with a view to 
using these at a later stage.  An American study suggested that up to 40% of patients 
undergoing gender transitioning used fertility-preservation techniques (1). 

Option 1 – The current policy states “cancer treatment” as an exception rather than the 
proposed policy if option 4 were to be accepted which has the more general exception of 
“undergoing treatments with a significant risk of permanent infertility”.  Gender reassignment 
may be seen to fall under this, whilst it does not fall under any of the current exceptions.  
However, as the IFR process is in place in these cases applications could be made via this 
route. 

Options 2 & 3 – Again, as the success rate of a cycle of IVF is not 100%, reducing number of 
cycles offered will reduce overall success rate depending on the number reduced to.  
Otherwise this would be the same as option 1. 

Option 4 - An exception in the policy is that “those requiring cryopreservation as a result of 
undergoing treatments with a significant risk of permanent infertility” will be offered 1 cycle of 
IVF.  This will help to offset any impact that the policy change would have. 
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1) Mitu K, Transgender Reproductive Choice and Fertility Preservation.  AMA J ethics, 
2016;18(11):1119-1125.  Available from: doi: 
10.1001/journalofethics.2016.18.11.pfor2-1611. 

Marriage and civil partnership Detail and consider evidence on marriage and civil 
partnership. This can include working arrangements, part-time working, caring 
responsibilities. 

All options - The policy will apply equally to those who are in a marriage or civil partnership 
and those who are not. 

Pregnancy and maternity Detail and consider evidence on pregnancy and maternity. 
This can include working arrangements, part-time working, caring responsibilities. 

All options - Patients who are pregnant will not be applying for fertility treatments and as such 
will not be affected by this change in policy. 

Race Detail and consider race related evidence. This can include information on difference 
ethnic groups, Roma gypsies, Irish travellers, nationalities, cultures, and language barriers.  

All options - There is not expected to be any impact on race with regard to these policy 
changes.  The CCG does not currently have access to specific service user racial 
demographics. 

Religion or belief Detail and consider evidence on people with different religions, beliefs or 
no belief. This can include consent and end of life issues.  

All options - There is not expected to be any impact on religion or belief with regard to these 
policy changes. The CCG does not currently have access to specific service user religious 
demographics. 

Sex Detail and consider evidence on men and women. This could include access to services 
and employment. 

All options - This change in policy affects both men and women with fertility issues, as IVF is 
currently provided as an option in cases of both male and female infertility. 

Sexual orientation Detail and consider evidence on heterosexual people as well as 
lesbian, gay and bisexual people. This could include access to services and employment, 
attitudinal and social barriers. 

Option 4 - This policy may have an impact on female-female couples wishing to conceive.  
Whilst fertility treatments may be the only opportunity for female-female couples to conceive, 
the same can be said of male-female couples suffering from infertility.  As such, although the 
proposed policy changes may impact on same-sex couples, they are not discriminatory. 

All options - At present 6 cycles of IUI are expected to be funded before NHS IVF is offered 
in same-sex couples.  The option for the self-funded IUI will remain unchanged. 
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Carers Detail and consider evidence on part-time working, shift-patterns, general caring 
responsibilities. 

All options - There is not expected to be any impact on carers with regard to these policy 
changes. 

Other identified groups Detail and consider evidence on groups experiencing 
disadvantage and barriers to access and outcomes. This can include different socio-
economic groups, geographical area inequality, income, resident status (migrants, asylum 
seekers). 

Disability: 

The WHO classes infertility itself as a disability 
(http://www.who.int/reproductivehealth/topics/infertility/definitions/en/), however primary 
infertility does not seem to meet the criteria for a disability under the Equality Act 2010 as it 
does not affect daily functioning 
(https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/570382/Equal
ity_Act_2010-disability_definition.pdf).  There will, however, be disabilities that are covered 
by the Equality Act which result in secondary infertility and these people will be affected by 
the proposed policy changes (these may include conditions such as spinal cord injury).  To 
mitigate this there would be continued to support with infertility through investigation and 
counselling.  There may be situations where other interventions such as self-insemination 
could be used.  The IFR process will remain in place for cases of exceptional clinical 
circumstance where such interventions are not applicable or appropriate. 

Option 1 – No impact as treatment remains. 

Options 2 & 3 – Some impact as success rates would be reduced as previously discussed. 

Option 4 - With the removal of access to NHS funded IVF treatment, there may be an 
increase in health & access inequality as those who are able to self-fund do so, whilst those 
who cannot have no alternative option available. 

 

Engagement and involvement 

How have you engaged stakeholders with an interest in protected characteristics in gathering 
evidence or testing the evidence available?  

Herts Valleys CCG and East and North Herts CCG conducted a major public consultation 
programme called ‘Let’s talk’ which included this issue, from 6th July – 14th September 2017.  
Engagement activities included: public meetings in all localities; discussions with local 
community groups and young people; attendance at community events including Herts Pride 
and places with high public footfall; promotion via local media; a major social media 
campaign – primarily via Twitter and Facebook; and sessions in GP practices. In total 1,090 
people responded to the survey and thousands more have had access to the consultation 
information as a whole.  
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Summary of respondents: 

• 76% female  

• Age: 78% were of working age: 43% in 26-40 age bracket; 35% 41-65.  

• 14% have disability or long term condition 

• 92% white British (population of Herts is 83% white British) 

• 35% stated that they have  caring responsibilities 

More information on this process, including the questions and comments which emerged 
from the consultation, is included in the presentation on Consultation Findings included 
earlier in this report. 

 

Summary of Analysis  

Considering the evidence and engagement activity you listed above, please summarise the 
impact of your work. Consider whether the evidence shows potential for differential impacts, 
if so state whether adverse or positive and for which groups and/or individuals. How you will 
mitigate any negative impacts? How you will include certain protected groups in services or 
expand their participation in public life?   

In summary, the equality impact assessment suggests that whilst none of the proposed 
options directly discriminate in who can access, there may be a differential impact on certain 
groups.  The degree of this impact is generally greatest with option 4 and decreases towards 
option 1.  These include: 

• Age 
o As fertility issues increase with age we may expect access to be mainly in 

older women, but the data available suggests that the majority of people 
accessing services are under 35. 

o Mitigation via increased awareness of modifiable risk factors for infertility, 
especially age of attempted conception. 

• Gender reassignment 
o As gender reassignment may lead to infertility, there may be a wish to 

undergo fertility preservation treatments with a view to future IVF or other 
treatment. 

o Option 4 - The exception covering “those requiring cryopreservation as a 
result of undergoing treatments with a significant risk of permanent infertility” 
would be expected to apply in these cases, allowing a single round of IVF 
funding.  The IFR process remains available should there be issues not 
covered by this exception. 

• Sexual orientation 
o Same-sex female couples may wish to conceive and at present specialist 

fertility services provide the only means for this. 
o All options - Current policy states that 6 rounds of self-funded IUI must be 

funded by the couple before NHS treatment will be funded.  The option for 
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self-funding IUI or other treatments remains a possibility in this group in all 
proposed options. 

o Option 4 – Any absolute infertility found would not be treated under this 
option as it would under the others.  However, this would not be 
discriminatory in itself as it is in line with treatment of same-sex couples with 
absolute infertility. 

 

 

Now consider and detail below how the proposals could support the elimination of 
discrimination, harassment and victimisation, advance the equality of opportunity and 
promote good relations between groups (the General Duty of the Public Sector Equality 
Duty). 

Eliminate discrimination, harassment and victimisation 

All options - No significant impact anticipated 

Advance equality of opportunity  

All options - No significant impact anticipated 

Promote good relations between groups  

All options - No significant impact anticipated 

 

 

Next Steps 

Please give an outline of what you are going to do, based on the gaps, challenges and 
opportunities you have identified in the summary of analysis section. This might include 
action(s) to eliminate discrimination issues, partnership working with stakeholders and data 
gaps that need to be addressed through further consultation or research. This is your action 
plan and should be SMART. 

 

This document will be updated following the decision of the joint CCG committee meeting on 
12th October 2017. 

 

How will you share the findings of the Equality analysis? This can include sharing through 
corporate governance or sharing with, for example, other directorates, partner organisations 
or the public. 
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The completed Equality Impact Assessment will be published on the East and North Herts 
CCG and Herts Valleys CCG websites if any changes are to be made to the policy. 

 

 

Privacy Impact Assessment – Initial Screening tool 

1. Policy PIA Completion Details 
Title:  

 Proposed                  Existing 
 
Date of Completion: 06/03/17 
Review Date: 06/03/20 

Names & Titles of staff 
involved in completing  
D Stubbins, PH FY2 

2. Details of the Policy. Who is likely to be affected by this policy? 
 Staff  

Patients 
 Public 

 Yes No Please explain 
your answers 

Technology     
Does the policy apply new or additional information 
technologies that have the potential for privacy intrusion?  
(Example: use of smartcards) 
 
 
 

  

 

Identity 
By adhering to the policy content does it involve the use or re-
use of existing identifiers, intrusive identification or 
authentication? 
(Example: digital signatures, presentation of identity 
documents, biometrics etc.) 
 
 

  

 

By adhering to the policy content is there a risk of denying 
anonymity and de-identification or converting previously 
anonymous or de-identified data into identifiable formats? 
 

  

 

Multiple Organisations 
Does the policy affect multiple organisations? 
(Example: joint working initiatives with other government 
departments or private sector organisations)   
   

 
Any changes 
to 
commissioned 
services will be 
made in line 
with existing 
contractual 
parameters. 

Data 
By adhering to the policy is there likelihood that the data 
handling processes are changed? 
(Example: this would include a more intensive processing  of 
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data than that which was originally expected) 
 
 
 
 

 
 
 
 

If Yes to any of the above have the risks been assessed, can 
they be evidenced, has the policy content and its implications 
been understood and approved by the department?  
*Ticking ‘Yes’ to any section will require completion of the full 
screening tool – for advice contact Head of Governance. 

 
 
 
 
 
 
 

 

Assessments 
Completed by 

 

Name: D Stubbins 
Position: PH FY2 
Date: 06/03/17 
 

 

Assessment to be reviewed by Head of Information. 

Head of Information name: David Hodson 

Date: 5.4.17 

Comments: Approved 

 

Assessment to be reviewed by SIRO or Caldicott Guardian. 

Name: Sheilagh Reavey 

Role: Director of Nursing and Quality 

Date: 5.4.17 

Comments: Approved 
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Full Equality Impact Assessment (EqIA) 
IVF and specialist fertility services 

Herts Valleys CCG 
 

Title of policy, service, proposal etc being assessed:  

Fertility treatment and referral criteria for tertiary level assisted conception – proposal to 
reduce the number of NHS funded cycles of IVF offered from one cycle to zero. 

 

 

What are the intended outcomes of this work? Include outline of objectives and function 
aims 

As part of prioritising services offered within the CCG to provide maximum healthcare value 
with the finances available, specialist fertility services are under review.  This would allow for 
reallocation of funding from areas assessed as being of lower value to services which would 
provide the greatest possible benefit to the population as a whole. 

 

How will these outcomes be achieved? What is it that will actually be done? 

For HVCCG patients there are two options outlined 

Option 1: Do nothing (current policy) 

Option 2: Reduce the number of NHS funded cycles of IVF offered to zero  

In exceptional circumstances, an application from a GP or consultant could be made to the 
Individual Funding Request (IFR) panel. 

Here we will focus on option 2 as this is will have the greatest impact on the factors 
considered here. 

Who will be affected by this work? e.g. staff, patients, service users, partner organisations 
etc. If you believe that there is no likely impact on people explain how you’ve reached that 
decision and send the form to the equality and diversity manager for agreement and sign off 

Couples with fertility issues, or those who would for other reasons have been accessing 
specialist fertility treatments for assisted conception. 

This does not affect Herts Valleys residents experiencing fertility problems, at any age in the 
reproductive range, would still be able to consult their GP and where appropriate, be referred 
to a specialist for further investigation and other necessary medical or surgical treatments. 
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Evidence  

What evidence have you considered? Against each of the protected characteristics 
categories below list the main sources of data, research and other sources of evidence 
(including full references) reviewed to determine impact on each equality group (protected 
characteristic).  

This can include national research, surveys, reports, research interviews, focus groups, pilot 
activity evaluations or other Equality Analyses. If there are gaps in evidence, state what you 
will do to mitigate them in the Evidence based decision making section on page 9 of this 
template. 

If you are submitting no evidence against a protected characteristic, please explain why.  

Age Consider and detail age related evidence. This can include safeguarding, consent and 
welfare issues. 

Option 1: 

The current policy has an age cut-off (43 years) for offering IVF based on evidence around 
success rates.  This would remain unchanged. 

Option 2: 

This change in policy does not specify age groups, however it is known that fertility issues 
increase with age.  As such this may be expected to impact more on those in higher age 
groups. Of note the chance of successful IVF treatment also decreases with age. 
(http://www.hfea.gov.uk/ivf-success-rate.html). In order to offset this there should be 
increased public awareness around modifiable factors affecting fertility, including age of 
attempted conception.  

At any age in the reproductive range, a patient would still be able to consult their GP and 
where appropriate, be referred to a specialist for further investigation and other necessary 
medical or surgical treatments. 

In exceptional circumstances, an application from a GP or consultant could be made to the 
Patients that could still access funding through an Individual Funding Request (IFR).  
An IFR is where a doctor thinks a patient would benefit from a treatment that is not usually 
funded for others. Each request would be reviewed by a panel made up of clinicians and 
commissioners who would then decide whether or not to fund the treatment, based on the 
individual clinical circumstances of each couple. 

IFR is a well-established process which covers a wide range of procedures and treatments. 

Disability Detail and consider disability related evidence. This can include attitudinal, 
physical and social barriers as well as mental health/ learning disabilities. 

The WHO classes infertility itself as a disability 
(http://www.who.int/reproductivehealth/topics/infertility/definitions/en/), however primary 
infertility does not seem to meet the criteria for a disability under the Equality Act 2010 as it 
does not affect daily functioning 
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(https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/570382/Equal
ity_Act_2010-disability_definition.pdf).  There will, however, be disabilities that are covered 
by the Equality Act which result in secondary infertility and these people will be affected by 
the proposed policy changes (these may include conditions such as spinal cord injury).  .   

Wider evidence suggests that for people with a disability or long-term health condition, 
fertility may be impacted. Some physical disabilities may also restrict a person’s ability to 
engage in sexual intercourse, meaning that natural conception would not be possible. Some 
medical treatments can cause long-term infertility, for example, chemotherapy treatments. 
 
Evidence suggests that around a third of all disabled adults of working age are living in low 
income households. This is twice the rate of that for non-disabled adults. This could impact 
upon disabled Herts Valleys resident’s ability to pay for specialist fertility treatment privately. 
 
There may be situations where other interventions such as self-insemination could be used.  
The IFR process will remain in place for cases of exceptional clinical circumstance where 
such interventions are not applicable or appropriate. 

Infertility and mental health 

Infertile couples often report feelings of psychological distress on realising they are infertile, 
but evidence regarding their mental health in comparison to those without infertility is 
inconsistent, with some studies suggesting no difference and others suggesting higher levels 
of distress, anxiety and depression amongst those with infertility 

A number of studies have found that the incidence of depression in infertile couples 
presenting for infertility treatment is significantly higher than in fertile controls, with 
prevalence estimates of major depression in the range of 15–54% (Downey 1989; Fassino 
2002; Chen 2004). 

Anxiety has also been shown to be significantly higher in infertile couples than in the general 
population: 8–28% of infertile couples report clinically significant anxiety, and generalised 
anxiety disorder is the most common anxiety disorder diagnosed (Anderson 2003; Chen 
2004). 

However the causal role of psychological disturbances in the development of infertility is still 
a matter of debate. Small number of studies have reported two fold increase in risk of 
infertility among those with a history of depressive symptoms. Similarly there is higher 
chance of infertility in people with anxiety and emotional stress. 

Treatment for infertility and its emotional impact 

Many women have reported finding treatment for infertility stressful and a cause of 
relationship difficulties with their partners (Carter 2011). 

A number of research studies have examined the impact of infertility treatment on mood at 
different stages, with most focusing on the impact of failed IVF. Hynes and colleagues (1992) 
assessed women at presentation for IVF and then following treatment failure. They found 
that women presenting for infertility treatments were more depressed, had lower self-esteem 
and were less confident than a control group of fertile women and, after a failed IVF cycle, 
experienced a further lowering of self-esteem and an increase in depression relative to 
pre-treatment levels. 

There is evidence to show that the IVF process has a number of downsides with regard to 
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mental health.  A 2016 study found that 37% of women undergoing IVF suffered temporary 
or chronic maladjustment during IVF and 10% remain maladjusted 11-17 years after 
treatment (Gameiro et al 2016). 

Another study looking at an even longer timeframe found significantly increased rates of 
depression, obsessive compulsive disorder and somatisation in women who had previously 
undergone IVF regardless of outcome.  Childless women reported increased levels of 
symptoms of depression than those who had biological children, and increased symptoms of 
phobic anxiety than those who had adopted or biological children (J Vikström et al 2015) 

By contrast, however, a European survey concluded that, despite reporting increased stress 
in certain areas of their relationships with partners, family and friends, women in treatment 
felt that they received more support from friends and family and felt closer to their partners 
than women who were not in treatment (Domar 2012). 

Unsuccessful treatment raised the women’s levels of negative emotions, which continued 
after consecutive unsuccessful cycles.  When IVF resulted in pregnancy, the negative 
emotions disappeared; indicating that treatment induced stress is considerably related to the 
threat of failure. 

To mitigate this there would be continued to support with infertility through investigation and 
counselling  

Option 1 – No impact as treatment remains. 

Options 2 - With the removal of access to NHS funded IVF treatment, there may be an 
increase in health & access inequality as those who are able to self-fund do so, whilst those 
who cannot have no alternative option available. 

Disability status is not included in the dataset from our current providers; therefore we do not 
have local data on the number of patients who consider themselves to have a disability 
undergoing assisted conception treatments. 
 
 
 

Gender reassignment (including transgender) Detail and consider evidence on 
transgender people. This can include issues such as privacy of data and harassment.  

Those undergoing gender reassignment may experience temporary or permanent infertility 
depending on the procedures being undertaken.  As such fertility-preserving treatments are 
sometimes undertaken prior to treatment (e.g. sperm or oocyte preservation) with a view to 
using these at a later stage.  An American study suggested that up to 40% of patients 
undergoing gender transitioning used fertility-preservation techniques (1). 

Option 1 – The current policy states “cancer treatment” as an exception rather than the 
proposed policy if option 2 were to be accepted which has the more general exception of 
“undergoing treatments with a significant risk of permanent infertility”.  Gender reassignment 
may be seen to fall under this, whilst it does not fall under any of the current exceptions.  
However, as the IFR process is in place in these cases applications could be made via this 
route. 

Option 2 - An exception in the policy is that “those requiring cryopreservation as a result of 
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undergoing treatments with a significant risk of permanent infertility” will be offered 1 cycle of 
IVF.  This will help to offset any impact that the policy change would have. 

 

Marriage and civil partnership Detail and consider evidence on marriage and civil 
partnership. This can include working arrangements, part-time working, caring 
responsibilities. 

The proposals will apply equally to those who are in a marriage or civil partnership and those 
who are not. 

Pregnancy and maternity Detail and consider evidence on pregnancy and maternity. This 
can include working arrangements, part-time working, caring responsibilities. 

Patients who are pregnant will not be applying for fertility treatments and as such will not be 
affected by the proposed change in policy. 

Article 8 of the Human Rights Act (1998) provides the right to a private and family life. The 
most high profile case law in relation to this (Evans vs United Kingdom, 2007) helped to 
establish, that Article 8 should not be interpreted to include an inherent right to IVF treatment. 
And its spirit represents an existing family not an intended family. 

Race Detail and consider race related evidence. This can include information on difference 
ethnic groups, Roma gypsies, Irish travellers, nationalities, cultures, and language barriers.  

The proposed changes are not expected to be any impact on race with regard.  The CCG 
does not currently have access to specific service user racial demographics. 

Evidence indicates that members of BAME communities are more likely to live in areas of 
high deprivation and suffer disproportionate levels of health inequalities4 

 

The coordination of the public consultation made sure that there was focussed engagement 
in areas of high deprivation. 

Religion or belief Detail and consider evidence on people with different religions, beliefs or 
no belief. This can include consent and end of life issues.  

There is not expected to be any impact on religion or belief with regard to proposed policy 
changes. The CCG does not currently have access to specific service user religious 
demographics. 

Sex Detail and consider evidence on men and women. This could include access to services 
and employment. 

This proposed change in policy affects both men and women with fertility issues, as IVF is 
currently provided as an option in cases of both male and female infertility. 

Sexual orientation Detail and consider evidence on heterosexual people as well as lesbian, 
gay and bisexual people. This could include access to services and employment, attitudinal 
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and social barriers. 

Option 2 - This policy may have an impact on female-female couples wishing to conceive.  
Whilst fertility treatments may be the only opportunity for female-female couples to conceive, 
the same can be said of male-female couples suffering from infertility.  As such, although the 
proposed policy changes may impact on same-sex couples, they are not discriminatory. 

At present 6 cycles of IUI are expected to be funded before NHS IVF is offered in same-sex 
couples.  The option for the self-funded IUI will remain unchanged. 

Carers Detail and consider evidence on part-time working, shift-patterns, general caring 
responsibilities. 

There is not expected to be any direct impact on carers with regard to these proposed policy 
changes 

Other identified groups Detail and consider evidence on groups experiencing disadvantage 
and barriers to access and outcomes. This can include different socio-economic groups, 
geographical area inequality, income, resident status (migrants, asylum seekers). 

 

 

Engagement and involvement 

How have you engaged stakeholders with an interest in protected characteristics in 
gathering evidence or testing the evidence available?  

East and North Hertfordshire CCG and Herts Valleys CCG conducted a major public 
consultation programme called ‘Let’s talk’ which included this issue, from 6 July – 14 
September 2017.  Engagement activities included: public meetings in all localities; 
discussions with local community groups and young people; attendance at community 
events including Herts Pride and places with high public footfall; promotion via local media; 
a major social media campaign – primarily via Twitter and Facebook; and sessions in GP 
practices. In total 2,500 people responded to the survey and thousands more have had 
access to the consultation information as a whole.  

Proposals were also discussed with key stakeholders, including local councillors and NHS 
providers, and their feedback has been incorporated into the decision-making process.  

Summary of HVCCG IVF proposal respondents: 

• 44% of surveys from Herts Valleys residents (9% west Essex) 

• 76% women  

• Age: 78% were working age: 43% in 26-40 age bracket; 35% 41-65.  

• 14% have disability or long term condition 

233



 

• 92% white British (population of Herts is 83% white British)  

• 65% have no caring responsibilities  

 

How have you engaged stakeholders in testing the policy or programme proposals?  

Proposals have been discussed with patient participation and involvement groups, 
Hertfordshire County Council’s Health Scrutiny Committee and local health professionals 
before a full public consultation was undertaken. 

For each engagement activity, please state who was involved, how and when they were 
engaged, and the key outputs: 

See full report for meeting of Joint Committee on 12 October 2017. 

 

Summary of Analysis  

Considering the evidence and engagement activity you listed above, please summarise the 
impact of your work. Consider whether the evidence shows potential for differential impacts, 
if so state whether adverse or positive and for which groups and/or individuals. How you will 
mitigate any negative impacts? How you will include certain protected groups in services or 
expand their participation in public life?   

In summary, the equality impact assessment suggests that whilst none of the proposed 
options directly discriminate in who can access, there may be a differential impact on certain 
groups.  The degree of this impact is generally greatest with option 2 and decreases 
towards option 1.  These include: 

• Age 
o As fertility issues increase with age we may expect access to be mainly in 

older women, but the data available suggests that the majority of people 
accessing services are under 35. 

o Mitigation via increased awareness of modifiable risk factors for infertility, 
especially age of attempted conception. 

• Gender reassignment 
o As gender reassignment may lead to infertility, there may be a wish to 

undergo fertility preservation treatments with a view to future IVF or other 
treatment. 

o Option 2 - The exception covering “those requiring cryopreservation as a 
result of undergoing treatments with a significant risk of permanent infertility” 
would be expected to apply in these cases, allowing a single round of IVF 
funding.  The IFR process remains available should there be issues not 
covered by this exception. 

• Sexual orientation 
o Same-sex female couples may wish to conceive and at present specialist 

fertility services provide the only means for this. 
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o Both options - Current policy states that 6 rounds of self-funded IUI must be 
funded by the couple before NHS treatment will be funded.  The option for 
self-funding IUI or other treatments remains a possibility in this group in all 
proposed options. 

o Option 2 – Any absolute infertility found would not be treated under this 
option as it would under the others.  However, this would not be 
discriminatory in itself as it is in line with treatment of same-sex couples with 
absolute infertility. 

 

 

Now consider and detail below how the proposals could support the elimination of 
discrimination, harassment and victimisation, advance the equality of opportunity and 
promote good relations between groups (the General Duty of the Public Sector Equality 
Duty). 

 Eliminate discrimination, harassment and victimisation  

The EQIA has looked at where there may be discrimination, harassment and victimisation 
and has identified that there may be a differential impact for certain groups, for example 
marriage and civil partnership.  The option for funding IVF will still be available for couples 
through and IFR.  

 

Advance equality of opportunity  

The CCG have looked at where there may be a differential impact and put in place 
mitigating actions to reduce the impact.  

Promote good relations between groups  

No significant impact anticipated, the CCG will monitor and  keep this under review  

 

Next Steps  

Please give an outline of what you are going to do, based on the gaps, challenges and 
opportunities you have identified in the summary of analysis section. This might include 
action(s) to eliminate discrimination issues, partnership working with stakeholders and data 
gaps that need to be addressed through further consultation or research. This is your action 
plan and should be SMART. 

Option 2: 

The EQIA has been finalised in response to relevant feedback from the public consultation 
this will be used to support decision makers to decide on the future provision of IVF and 
other specialist fertility services. For both options 1 and 2 patient demographic data will be 
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monitored on an on-going basis to assess the impact. 

How will you share the findings of the Equality analysis? This can include sharing through 
corporate governance or sharing with, for example, other directorates, partner organisations 
or the public. The completed EqIA will be published on the Herts Valleys CCG website 
either as part of the report on the proposals or separately on the equality and diversity 
pages. 

Once the CCG has made a decision on the future provision of IVF and specialist fertility 
treatment the full EQIA will be published along with the policy on the CCG’s website which 
will be available to download by members of the public. The outcome of CCG board’s 
decision will be communicated to providers to discuss options with patients.   

 

236



 
Health Inequalities Analysis 
Evidence  

1. What evidence have you considered to determine what health inequalities exist 
in relation to your work? List the main sources of data, research and other sources 
of evidence (including full references) reviewed to determine impact on each equality 
group (protected characteristic). This can include national research, surveys, reports, 
research interviews, focus groups, pilot activity evaluations or other Equality 
Analyses. If there are gaps in evidence, state what you will do to mitigate them in the 
Evidence based decision making section on the last page of this template.  
 

1. Mitu K, Transgender Reproductive Choice and Fertility Preservation.  AMA J ethics, 
2016;18(11):1119-1125.  Available from: doi: 
10.1001/journalofethics.2016.18.11.pfor2-1611. 

2. Dhalwani NN, Fiaschi L, West J, Tata LJ (2013) Occurrence of fertility problems 
presenting to primary care: population-level estimates of clinical burden and 
socioeconomic inequalities across the UK.   Hum Reprod. 2013 Apr;28(4):960-8. 
doi: 10.1093/humrep/des451. Epub 2013 Jan 12. 

3. Cambridgeshire and Peterborough CCG (2016) IVF: Health Inequalities Analysis. 
4. https://www.evidence.nhs.uk/Search?q=health+inequalities+in+black+minority+group

+in+uk 
 

Impact 

2. What is the potential impact of your work on health inequalities? Can you 
demonstrate through evidenced based consideration how the health outcomes, experience 
and access to health care services differ across the population group and in different 
geographical locations that your work applies to?  

It has been shown that there is no overall impact of socioeconomic status on access to 
fertility treatments2. Cambridge and Peterborough CCG, which is currently undergoing 
public consultation on decommissioning of fertility services has also stated that they see no 
significant differences between numbers of people accessing IVF treatment and measures of 
deprivation in the area of their GP surgery.3 

It is known that the average maternal age at birth of first child is increasing in the UK14.  It is 
also well established that incidence of fertility problems increases with age.  As such it 
seems fair to assume that removal of specialist fertility services may have a disproportionate 
effect on older women.  However, this should be offset through campaigns of public 
awareness around the medical aspects of conception attempts at different ages.  
Additionally, data from the CCG providers shows that the majority of patients accessing IVF 
are below 35 (see table below). 

 

The breakdown by age of those accessing specialist fertility services in the HVCCG area 
during 2015/16 is as follows (data from providers): 
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Age Range Number of patients first 
initiated 

<35 129 
35 (inclusive) to <37 36 
37 (inclusive) to <39 26 

39 (inclusive) to 42 (inclusive) 40 
 

This policy may have an impact on female-female couples wishing to conceive.  Whilst 
fertility treatments may be the only opportunity for female-female couples to conceive, the 
same can be said of male-female couples suffering from infertility.  As such, although the 
proposed policy changes may impact on same-sex couples, they are not discriminatory.  At 
present 6 cycles of IUI are expected to be funded before NHS IVF is offered in same-sex 
couples.  The option for the self-funded IUI will remain unchanged. 

If these changes are adopted there may well be development of a healthcare access 
inequality, whereby those who can afford IVF privately will still have access, whilst those who 
cannot will be unable to do so.  There is little that can be done to mitigate this, but proposed 
changes will be discussed with key stakeholders and the public.  Access to fertility 
investigations and treatments outside the scope of the proposed changes would remain 
unchanged. 

Taking this into consideration, the services score Low-Moderate in this category, as they are 
not aimed at marginalised groups or deprived areas but do impact disproportionately on 
same-sex female couples. 

3. How can you make sure that your work has the best chance of reducing health 
inequalities? 

Ensuring that there are no barriers to access community and secondary care gynaecology 
services so that patients with suspected infertility can access investigations and non-
specialist treatments 

Monitor and Evaluation 

4. How will you monitor and evaluate the effect of your work on health inequalities?  

Report the number of people accessing community and secondary care gynaecology 
services and review these figures stratified by protected characteristics where appropriate. 
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Quality Impact Initial Assessment. 
Quality can be defined as embracing three key components: 

• Patient Safety – there will be no avoidable harm to patients from the healthcare they 
receive. This means ensuring that the environment is clean and safe at all times and 
that harmful events never happen. 

• Effectiveness of care – the most appropriate treatments, interventions, support and 
services will be provided at the right time to those patients who will benefit. 

• Patient Experience – the patient’s experience will be at the centre of the 
organisation’s approach to quality. 
 

What is the impact on:  

Patient Safety? Positive   Negative   Neutral  x 
Patient Experience? Positive   Negative  x Neutral   
Clinical 
Effectiveness? 

Positive   Negative   Neutral  x 

If any there is any negative impact please complete seek advice from the Nursing and 
Quality Team and a full Quality impact assessment will need to be completed. 

Name of person(s) who carried out these analyses: Miranda Sutters 

Date analyses were completed: 22nd June 2017 

Signed:   30/6/17 

Diane Curbishley, Director of Nursing and Quality 
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