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THIS IS A CRITERIA BASED ACCESS POLICY 
TREATMENT MAY BE PROVIDED WHERE PATIENTS MEET THE CRITERIA BELOW 

THIS POLICY RELATES TO ALL PATIENTS 

Shoulder Impingement Surgery for Subacrominal 
Pain Policy 

General Principles 
Treatment should only be given in line with these general principles. Where patients are 
unable to meet these principles in addition to the specific treatment criteria set out in 
this policy, funding approval may be sought from the ICB Exceptional Funding Request 
Panel. 

1. Clinicians should assess the patients against the criteria within this policy prior to referring 
patients seeking treatment. Referring patients to secondary care that do not meet these 
criteria not only incurs significant costs in out-patient appointments for patients that may not 
qualify for surgery, but inappropriately raises the patient’s expectation of treatment. 

2. Patients will only meet the criteria within this policy where there is evidence that the 
treatment requested is effective and the patient has the potential to benefit from the 
proposed treatment. Where the patient has previously been provided with the treatment with 
limited or diminishing benefit, it is unlikely that they will qualify for further treatment and the 
EFR team should be approached for advice. 

3. On limited occasions, the ICB may approve funding for a further assessment in secondary 
care only in order to confirm or obtain evidence demonstrating whether a patient meets the 
criteria for funding. In such cases, patients should be made aware that the assessment does 
not mean that they will be provided with surgery and surgery will only be provided where it 
can be demonstrated that the patients meets the criteria to access treatment in this policy. 

4. Where funding approval is given by the Exceptional Funding Request Panel, it will be 
available for a specified period of time, normally one year. 

5. Patients with an elevated BMI of 30 or more may experience more post-surgical 
complications including post-surgical wound infection so should be encouraged to lose 
weight further prior to seeking surgery. 
https://www.sciencedirect.com/science/article/pii/S1198743X15007193 (Thelwall, 2015). 

6. Patients who are smokers should be referred to smoking cessation services in order to 
reduce the risk of surgery and improve healing (ASH, 2016) 

7. In applying this policy, all clinicians and those involved in making decisions affecting 
patient care will pay due regard to the need to eliminate unlawful discrimination, 
harassment, victimisation, etc., and will advance equality of opportunity and foster good 



 
 

relations between people who share a protected characteristic and those who do not. In 
particular, due regard will be paid in relation to the following characteristics protected by 
the Equality Act 2010: age, disability, sex, gender reassignment, marriage or civil 
partnership, pregnancy and maternity, race, religion or belief and sexual orientation. 

8. All patients must be referred for an initial assessment, and where appropriate conservative 
management, to commissioned musculoskeletal services. Musculoskeletal services will 
assess a patient’s suitability for surgery including: reference to this policy, manage patients 
conservatively when possible and where appropriate refer patients to secondary care for 
further management of their condition. 

 
All BNSSG Patients – http://www.sirona-cic.org.uk/nhsservices/adult- 
services/musculoskeletal-msk-physiotherapy/ 

 
9. For patients who do not qualify for a referral to secondary care or do not wish to be 

assessed by musculoskeletal services, individual funding approval must be secured by 
primary care prior to referring patients seeking advice and/or corrective surgery in 
secondary care. Referring patients to secondary care without funding approval having 
been secured not only incurs significant costs in out-patient appointments for patients that 
may not qualify for surgery, but inappropriately raises the patient’s expectation of 
treatment. 

10. Patients’ (and carers’ as appropriate) expectations of surgery, and the likely degree of 
additional benefit that may be obtained from surgery compared with continuing 
conservative management, must have been discussed in primary care. 

 

Background / Purpose and Scope 
Subacromial shoulder pain is felt on the top and outer side of the shoulder. It is worsened by 
overhead activity and can cause night pain but patients usually have full passive range of 
movement of the glenohumeral joint. The pain comes from the subacromial space of the 
shoulder, which contains the rotator cuff tendons and the subacromial bursa, and NOT from 
the glenohumeral joint (Royal College of Surgeons). 

 
Rotator cuff disorders are considered to be among the most common causes of shoulder pain 
and disability encountered in both primary and secondary care, with subacromial impingement 
syndrome in particular being the most common disorder (Khan, 2013). Impingement occurs 
between the under surface of the acromion and the rotator cuff tendons. These tendons can 
be either intact or torn. Tendons can tear acutely due to injury, or due to degeneration. The 
prevalence of shoulder complaints in the UK is around 14%, with 1–2% of adults consulting 
their general practitioner annually with new shoulder pain. Painful shoulders pose a 
substantial socioeconomic burden. This can impair capacity to work, causing time off, and 
affect performance of household tasks (Royal College of Surgeons). 

 
The treatment aim for subacromial pain is to ‘improve pain and function’. Success is defined 
individually with patients to include the degree of improvement needed, and the level of 



 
 

residual symptoms that might be acceptable. Outcome depends on starting level of symptoms, 
patient demographics and expectations, as well as personal circumstances. 

 
Types of Surgery 

 
The types of surgery to treat shoulder pain include: 

 Rotator Cuff Repair [RCR] can be used to treat a torn rotator cuff 
 Sub Acromial Decompression [SAD] can be used to treat Subacromial Impingement in 

order to decompress the impingement of the rotator cuff against the coraco acromial 
arch (acromium process, spur, coraco- acromial ligament) and thickened /inflamed 
bursa. 

 In addition, where there is a clinical need, a combined RCRSAD can be performed 
where patients may also have an associated acromioclavicular joint degeneration 
requiring excision. Patients may also have an associated rotator cuff tear, which may or 
may not, require separate repair. 

 
A trial reviewing the benefits of RCR with and without SAD concluded that “subacromial 
decompression did not seem to significantly affect the outcome of arthroscopic rotator cuff 
repair” (Milano G1, 2007). Therefore, combined RCRSAD is only commissioned for patients 
where there is clinical evidence of a torn rotator cuff and Subacromial Impingement. 

 
Risks of Surgery 

 
Pain, infection, bleeding, bruising, neurovascular damage and anaesthetic complications can 
occur with any kind of surgery. 

 
After RCR and SAD there is particular concern with the following types of problems: 
 Stiffness: all patients initially are stiff, this usually resolves with time and exercises. 10% of 

patients develop some degree of frozen shoulder. Approx. 5% of patients are left with 
residual stiffness.

 Weakness: Most patients never regain full strength. This is dependent upon the patient age 
and type of tear.

 Pain is common early on, and whilst this usually settles with time, approximately 10 to 20% 
of people still have persistent pain around the shoulder after the surgery.

 Wound ooze: during the procedure the shoulder is pumped full of fluid. This often leaks out 
over the next 24 hrs.

 Re-tear is very common either due to reinjury or the tendon not healing in the first instance. 
If the tendon is degenerate and has poor blood supply often healing can be incomplete, or 
fail early.

 
Evidence Summary 

 
The effectiveness and cost effectiveness of surgical treatment options for shoulder pain is 



 
 

unclear and there are currently two large well designed randomised clinical trials being run in 
the United Kingdom to evaluate the effectiveness of rotator cuff repair (UKUFF) and 
arthroscopic subacromial decompression (CSAW). One recent high quality systematic review 
found that there was no evidence of surgery being more effective than conservative methods 
in the treatment of shoulder impingement, but moderate evidence that surgery and 
conservative treatment have similar effects on the reduction of pain intensity based on a meta- 
analysis of 4/7 randomised controlled trials. 

 
A recent evidence review published in ‘The Journal of Family Practice’ highlighted the lack of 
high quality randomised controlled trial evidence to support the effectiveness of arthroscopic 
subacromial decompression for shoulder impingement, citing the results from only six 
observational (cohort) studies with a high degree of heterogeneity in measured outcomes 
(Ashbaugh, 2015). 

 
In a Finnish randomised controlled trial also published in 2013, a wide range of long-term 
health and wellbeing outcomes were measured after two and five years following surgical 
intervention (Ketola S. L., 2013). In this study, the intervention group received arthroscopic 
acrominoplasty followed by a supervised exercise programme whilst the comparison group 
received the supervised exercise programme only. No statistically significant differences were 
found between the two groups at follow up, suggesting that the surgery was not cost effective. 

 
The data from this trial was then reanalysed to look at differences in outcomes for clinical and 
demographic subgroups to determine whether particular patients could benefit from the 
intervention (Ketola S. L., 2015). Guidance for commissioners published by the Royal College 
of Surgeons in England (2014) provides an evidence based pathway for the treatment of 
shoulder pain which has been adapted locally for this policy. 



 
 

POLICY CRITERIA – CRITERIA BASED  

Funding approval for Shoulder Impingement Surgery for Subacromial Pain will only be 
provided by the ICB for patients meeting criteria set out below: 

 
1. The patient has been assessed (including paper based triage where appropriate) by 

Musculoskeletal Services and undertaken a minimum of 3 months of conservative 
treatment, as advised by and documented in primary care.such as education, rest, 
cessation of painful activity, a course of physiotherapy, NSAIDs and analgesia without 
improvement of symptoms (Saltychev M, 2015). 

 
*Conservative Treatment is accepted as any combination of the following but not limited 
to : 

 
 
 
 
 
 

AND 

 Education 
 Rest, 
 Cessation of painful activity 
 A course of physiotherapy 
 NSAIDs and analgesia without improvement of symptoms 

2. Patients have received one steroid injection from a trained physiotherapist or GP 
without improvement *; (normally, only one injection should be considered as repeated 
injections may cause tendon damage (Dean B, 2014). A second injection is 
occasionally appropriate after 6 weeks, but should only be administered in patients who 
received good initial benefit from their first injection and who need further pain relief to 
facilitate their structured physiotherapy treatment). 

AND 
3. Patients have been advised of the risks and benefits of the surgery and are fit and 

willing to undergo surgery. 
OR 

4. Patient has a confirmed rotator cuff tear, or shoulder pain with weakness clinically 
indicating structural damage and conservative treatments are considered as not 
clinically appropriate. 

 
Commissioned Surgery for those patients meeting the criteria above 

Rotator Cuff Repair for patients who have a clinically identified torn rotator cuff. 

Sub Acromial Decompression is commissioned to treat a clinically confirmed 
Subacromial Impingement. 
Combined RCRSAD is only commissioned for patients where there is a confirmed 
clinical need, i.e. they have a confirmed torn rotator cuff with Subacromial Impingement. 

For guidance please see https://remedy.bnssgccg.nhs.uk/ 



 
 

Patients who are not eligible for treatment under this policy may be considered on an individual 
basis where their GP or consultant believes exceptional circumstances exist that warrant 
deviation from the rule of this policy. 

 
Individual cases will be reviewed at the ICB’s Exceptional Funding Panel upon receipt of a 
completed application form from the patient’s GP, Consultant or Clinician. Applications cannot 
be considered from patients personally. 

 
 

Due Regard 
In carrying out their functions, the Bristol North Somerset and South Gloucestershire 
Commissioning Policy Review Group (CPRG) are committed to having due regard to the 
Public Sector Equality Duty (PSED). This applies to all the activities for which the ICB is 
responsible, including policy development and review. 

 
Consideration has been given to this policy and the development process of the above criterion 
following the recent NHSE Evidence-Based Interventions (EBI) recommendations and local 
clinicians have confirm that this criteria supports the recommendations made in regard to the 
current clinical evidence available. 

 
If you would like further copies of this policy or need it in another format, such as Braille or 
another language, please contact the Customer Services Team on: 0117 900 2655 or 0800 
073 0907 or email them on BNSSG.customerservice@nhs.net . 

 
 

Connected Policies 
N/A 
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OPCS Procedure codes 
The ICD10 diagnosis codes will be: 
M75.4 – impingement syndrome of shoulder 
M75.1 – Rotator cuff syndrome 

The OPCS codes will be: 
O29.1 – Subacromial decompression 
Y767 – Arthroscopic approach to joint 
Z94.2 – laterality (right for instance) 
W84.4 – Endoscopic decompression of joint 
Z81.2 - site code for acromioclavicular joint 
Z94.2 – laterality (right side for instance) 
T79.1 – Plastic repair of rotator cuff of shoulder 



 
 

Z94.2 – laterality (right for instance) 


