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1. INTRODUCTION 

 

Within Suite 2 of the policy development programme, Midlands and Lancashire Commissioning 
Support Unit were commissioned to review the historic Pinnaplasty policy. The policy was developed 
in line with the principle that medical treatment and/or intervention will be funded for clinical reasons 
only.  
 
An engagement phase was conducted which included stakeholders, patients and the public, to 
review the policy. In early 2018 the Working Group (now the Clinical Policy Development and 
Implementation Group (CPDIG)) members and CCGs Governing Boards agreed and approved the 
final draft policy for Pinnaplasty which then went live for CCGs from 1st April 2018. The revised policy 
amended the criteria from a ‘criteria-based’ policy to a ‘not routinely commissioned’ policy.  
 
The Individual Funding Request Team receives several applications for Pinnaplasty every year. In 
one recent application (April 2019), evidence (from the Royal College of surgeons) was cited which 
suggests there may be a cohort of children who might derive significant benefit from this procedure. 
The applicant in the Individual Funding Request above highlighted the inconsistency between the 
Pinnaplasty policy and the recommendations from the Royal College of surgeons.  

As a result of these comments, the CCGs commissioned the Midlands and Lancashire 
Commissioning Support Unit public health representative to critically evaluate the published evidence 
on Pinnaplasty and prepare a report to establish whether the current policy is fair, appropriate and 
proportionate.  
 
Whilst the current policy on Pinnaplasty (section 4.2) states “do not commission”. The evidence-
based findings from the review suggest that Pinnaplasty should be commissioned for a well-defined 
cohort of children.  
 
The policy review was shared with St Helens CCG governance committee on 1st of July 2020 for 
consultation and the findings were agreed, however 3 members raised the issue that a child should 
not have to be bullied or teased before they get access to healthcare, nor should teachers be asked 
to provide documented evidence. The policy stated; 
 
During the clinical assessment, a consultant surgeon is able to verify that the child is 
suffering from significant psychological distress due to their prominent ears (in cases of 
bullying/teasing at school, provision of documented evidence from the head teacher (or 
equivalent) will complement this assessment.  
 
The committee were clear that they did not minimise or preclude bullying as a factor in triggering 
psychological distress and access to pinnaplasty treatment. However the committee asked for the 
below element of the review to be taken out: 
 
“in cases of bullying teasing at school, provision of documented evidence from the head 
teacher (or equivalent) will complement this assessment.”  
 
The criteria is now replaced with: 
 
“During the clinical assessment, a consultant surgeon is able to verify that the child is 
suffering from significant psychological distress due to their prominent ears”. 
 
St Helens CCG discussed rescinding the above criteria with the Midlands and Lancashire 
Commissioning Support Unit. The outcome of the discussion was that the policy review could not be 
changed unless it was completed collectively and therefore it would have to go to all participating 
CCGs for ratification. 
 
Midlands and Lancashire Commissioning Support Unit stated that St Helens could rescind the 
bullying criteria if it created its own individual policy review document.    
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This document reflects that change and its findings are exactly similar to the recommendations in the 
Midlands and Lancashire Commissioning Support Unit document, apart from the removal of the 
specific criteria above, which has been removed. 
 

2. REVISED POLICY REVIEW  
 

Although protruding ears (sometimes referred to as “bat ears”) are common, there is no clear 
consensus in the literature regarding how this should be defined. 1 Whilst a normal auricle protrudes 
20 – 30° from the skull 2, one author defined “prominent” ears as those which protrude from the side 
of the head at an angle greater than 40 – 60°. 3 Around 5% 4 ,5 to 6% 3 of the population are thought 
to possess prominent ears. 
 
This common congenital deformity of the external ear rises from a combination of defects in the 
antihelix and concha parts of the ear 6 (see figure). ‘Prominent ears’ are classified by Tanzer as a 
type V deformity7 and it is this deformity and its psychological effects which result which is the main 
indication for pinnaplasty surgery. Photographic examples are shown in the appendix. 
 
 
Figure: Anatomical parts of the external ear 

 

 
 

 

Surgical correction of prominent ear was first reported in 1845. 2 Since that time up to 200 techniques 
have been described. 2 ,3 ,7 The large number of techniques could suggest there is no widely accepted 
procedure 8 although in practice,  today’s operations are merely modifications of a handful of 
procedures initially carried out 40 – 50 years ago. 9 Stewart, whilst commenting on the myriads of 
techniques which have been tried, suggested that “some have merit, some are ineffective, some are 
destructive and some fanciful” yet adopting an effective and safe technique should be based on 
proven efficacy and effectiveness to avoid early disappointment. 10 
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The purpose of this report is to review the underpinning evidence on the clinical need and 
effectiveness of pinnaplasty (otoplasty) in prominent ears. 
 
Surgical correction of prominent ear was first reported in 1845. 2 Since that time up to 200 techniques 
have been described. 2 ,3 ,7 The large number of techniques could suggest there is no widely accepted 
procedure 8 although in practice,  today’s operations are merely modifications of a handful of 
procedures initially carried out 40 – 50 years ago. 9 Stewart, whilst commenting on the myriads of 
techniques which have been tried, suggested that “some have merit, some are ineffective, some are 
destructive and some fanciful” yet adopting an effective and safe technique should be based on 
proven efficacy and effectiveness to avoid early disappointment. 10 
 
The purpose of this report is to review the underpinning evidence on the clinical need and 
effectiveness of pinnaplasty (otoplasty) in prominent ears. 
 

3. METHOD  
 

Literature searches of Medline and Embase were performed using the keywords pinnaplasty, 
otoplasty and bat ears together with helix, mastoid and auriculocephalic angle. In addition, the 
databases and websites of Cochrane, Scottish Intercollegiate Guidelines Network (SIGN), NICE, 
NICE Evidence, British Association of Oral & Maxillofacial Surgeons and the Royal College of 
Surgeons were also searched. 
 
References were scanned to identify any articles which discussed the need or clinical effectiveness 
of pinnaplasty. Ultimately, a total of 33 references were selected for close scrutiny. 
 

4. FINDINGS  
 

Psychosocial impact of prominent ears before and after surgery 
According to Songu 11, children with protruding ears are often exposed to substantial psychological 
pressure e.g. teasing in school or even within their own family unit. This can have a serious impact 
on their psychosocial development and behaviour. Numerous studies attest to the psychological 
distress, emotional trauma and behavioural problems which protruding ears can inflict on children. 
Parents of affected children cite low self-esteem, general lack of self-confidence and social isolation 
in their children as the reasons why they have requested otoplasty. In one study, 47 children with 
prominent ears were evaluated preoperatively by a psychiatrist. The authors reported an increased 
tendency towards depression, lower achievements in school, lower self-esteem and socio-
communicative problems in school and at home. 
 
Songu used the Child Behaviour Checklist (CBC) both pre-and post-operatively to assess the impact 
of otoplasty on 107 consecutive children. Songu noted that of the 107 children, 57 (53%) had been 
referred by the paediatric psychiatry clinic because of high anxiety and psychological distress 
concerning their protruding ears. Statistically significant improvements in CBC scores were observed  
for anxiety and depression, social problems, difficulties in thinking, internalising/externalising 
problems, total social competence and total behavioural problems as a result of otoplasty. Not all 
children with protruding ears, however, may experience psychosocial problems. 
 
Several other authors have come to similar conclusions regarding the psychological impact of 
prominent ears in children. Janis suggested although the physiological consequences of prominent 
ears are negligible, the psychological effects can be substantial. 12 This is echoed by Pawar 4 and 
additionally, psychological distress and bullying adversely affect these children and can cause 
significant social exclusion. 5 An editorial in the Journal of Plastic, Reconstructive and Aesthetic 
Surgery further confirms that bullying and teasing at school together with a subsequent lack of self-
esteem and self-belief are reasons why children and their parents may seek surgical correction. 3 
Finally, in NICE’s guidance on incisional otoplasty 13, the committee noted the psychological distress 
caused by protruding ears and the potential benefit of effective treatment particularly those which 
minimise scarring. 
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5. EFFECTIVENESS OF SURGERY  

 
One of the first studies of the psychological and social outcomes of prominent ear correction in 
children was performed by Bradbury in 1992. 14 This was a prospective study of 30 children assessed 
preoperatively and 12 months post-operatively. Prominent ear correction improved wellbeing of 90% 
of the children although there was a very small group of acutely distressed children who remained 
dissatisfied with the outcome. These were the children who were socially isolated prior to surgery and 
so Bradbury concluded that careful screening and referral of these more distressed children was 
recommended. 
 
Over 10 years later, Bradbury (et al) completed another retrospective study of 62 patients with 
significant auricular deformity. 15 The participants (adults and children – numbers not specified) were 
surveyed a mean of 2.2 years after surgery and the results compared to a cohort of 362 normal 
patients. Seventy-one percent reported reduced self-confidence which had affected both their social 
life and leisure activity. Teasing was a prominent symptom in children (88%) and adults (85%) but 
this was a motivational factor for surgery in children only. Following surgery, 74% of adults and 91% 
of children reported an improvement in self-confidence resulting in enhanced social life and leisure 
activities. Auricular reconstruction had significant psychosocial benefits in the majority of patients.  

 
Table 1: Effectiveness of otoplasty studies (2008 – 2018): Summary 

Author 
(Year) 

Participants Study type Measurement Outcomes 

Gasques16 
(2008) 

n=30 children. 
Age = 6-14 
years 

Prospective 
cohort 

Child behaviour checklist. 
State trait anxiety inventory. 
Children’s depression inventory. 

Improvements in almost all the assessed 
items. Concludes psychological problems 
can be improved by adequate corrective 
surgery. 

Cooper-
Hobson 17 
(2009) 

n=101 children. 
Age = 5-16 
years. 

Retrospective 
cohort  

Questionnaire unspecified.  97% reported an increase in happiness. 
92% reported an increase in self-
confidence. 100% reported bullying reduced 
or stopped (all findings statistically 
significant).  

Braun 18 
(2010) 

n=21 adults. 
n=41 children  

Retrospective 
cohort 

Glasgow Benefit Inventory. 
Glasgow Children's Benefit Inventory. 

95% children & adults satisfied with result. 
Health related quality of life elevated in 95% 
(adults & children). 

Bermueller 19 
(2012) 

n=164 children 
& adults 

Retrospective 
cohort 

SF – 36. 
Patient outcomes of surgery – 
head/neck. 

Health related quality of life significantly 
increased. 
Most pronounced in early childhood (<10 
years). 

Hao 20 
(2013) 

n = 50. 
Age ≤ 18 years 

Retrospective 
cohort. 

Glasgow Children's Benefit Inventory. 
Paediatric quality-of-life inventory. 

Significant improvement in health related 
quality-of-life. 

Dias-Vaz 21 
(2018) 
 

n= 134. 
Mean age = 
10.9 years. 

Prospective 
cohort. 

Glasgow Benefit Inventory. 
Glasgow Children's Benefit Inventory. 

79% satisfied with and 92% recommended 
surgery. Statistically significant higher 
scores in those who underwent surgery due 
to teasing, and in females. 

 
 
Since Bradbury’s work, a handful of other studies (total number of participants in excess of 500) have 
been published over the last decade (see table 1). Individual studies were small, comprised mostly 
children and in terms of design were retrospective cohorts (usually), uncontrolled and open. 
However, there is a consistently high (90% +) satisfaction rating with increased self-confidence and 
an overall improvement in health-related quality of life. This moderate quality evidence provides a 
strong indication that otoplasty, particularly in certain children with prominent ear, is an effective 
measure which fulfils a defined need. 
 
It is worth highlighting Hao’s work 20 whose linear regression analysis showed that history of teasing 
and expectation of a “life changing event” were significant predictors in the Glasgow Children’s 
Benefit Inventory total score. Interestingly, this finding was later confirmed when statistically 
significant higher scores in satisfied patients were found in those who had undergone surgery due to 
teasing. 21 Unsurprisingly, therefore, it has been suggested that psychological support should be 
provided for children who are experiencing psychological problems caused by their prominent ears. 16 
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The cumulative incidence of early complications for otoplasty is low and has been reported to be from 
0% – 8.4%. 22 The most recent data show that the incidence of complications are 
bleeding/haematoma (2.5%), infection (0.8%), skin/wound healing problems (3%), scarring (1.6%), 
pain and itching (13%) and revision surgery (5%). 23 
 

6. DEFINITION OF PROMINENT  
 

As stated, whilst a normal auricle is said to protrude 20 – 30° from the skull, the following helical – 
scalp distances have been cited as “normal” by Nazarian 2 :- 
Superior (top) helical rim: 10 – 12 mm. 
Midpoint: 16 – 18 mm. 
Lobule: 20 – 22 mm. 
A child’s ear is said to reach 85% of the length of an adult auricle by the age 4 – 6 years. 
 
Although the definition of a normal mastoid – helical distance (10 – 12 mm) in the upper 3rd of the 
auricle has been confirmed 24, there is no clear consensus in the literature for a definition of 
“prominent” or “protruding” ear. However, Driessen performed a prospective cohort study in 102 
children (aged 5 – 18 years) by using computer assisted anthropometry of photographs which he 
compared to 44 patients listed for ear correction. 1 
 
Driessen found a statistically significant difference between boys and girls. He proposed that an ear 
is prominent in boys when the protrusion exceeds 21.5 mm or 20.0 mm for the upper and lower 
protrusions respectively. In girls, an ear is prominent when the protrusion exceeds 17.5 mm or 15.5 
mm for the upper and lower protrusions respectively. However, anecdotally, local clinical opinion 
suggests that the lower limit for girls would be unlikely to exhibit prominence. 
 
An incidental finding was that the upper protrusion plays a larger role in the perception of prominence 
rather than the lower one and, therefore, the upper protrusion should be the main objective of 
corrective otoplasty. 
 
Table 2: Changes in mean mastoid – helical distances following otoplasty 

 
Author 
(Year) 

 
Upper 

 
Middle 

 
Lobule 

Pre-op Post-op Pre-op Post-op Pre-op Post-op 

MacIsaac 
* 
(2019) 24 

 
20.4mm 

 
12.0mm 

 
22.2mm 

 
11.8mm 

 
18.5mm 

 
14.9mm 

Schlegel-
Wagner ** 
(2010) 25 

23.3mm 14.2mm 28.6mm 14.0mm 25.9mm 17.4mm 

*n = 26 children mean age 8.2 years. 
**n = 160 children and adults, mean age 11 yrs (range 3.5 – 31yrs)[ 12% of ears in patients older 
than 18years]. 
 
Table 2 gives some indication of the scale of reduction which otoplasty can achieve. The table cites 
two studies where mastoid – helical distances were measured both pre-and post operatively. Thus, 
otoplasty in these studies achieved a reduction in the upper portion of the mastoid-helical distance in 
the order of 40%.  
 

7. DEVELOPING A POLICY 
 

In 2009, a national survey of all Primary Care Trusts (PCTs) in England showed that the majority of 
respondents (two thirds) allowed prominent ear correction in children whereas 92% excluded 
pinnaplasty for adults. 26 Four percent of PCTs required children to undergo psychological 
assessment before referral. 
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In the same year, Ahmad recognised the status of some “low priority” treatments which was leading 
to a “postcode lottery”. 3 In the case of pinnaplasty, attention was drawn to the need for evidence by 
some PCTs for a school report, psychological assessment or a multidisciplinary panel review. Ahmad 
asserted there were few surgical procedures which resulted in such a dramatic improvement in the 
self-esteem of a child with clear psychosocial benefits. 
 
Since that time, following the introduction of Procedures of Limited Clinical Value (PLCV), a term first 
highlighted in the McKinsey report (2009), Shelton concluded there was no significant drop in the 
number of ENT procedures (including pinnaplasty) carried out pre-and post- 2009. 27 However, there 
was significant inter-hospital variation at that time which was predicted to increase. There are no 
published data on how things may or may not have changed to date. 
 
Currently, in its commissioning guide for pinnaplasty (2013) 28, the Royal College of Surgeons 
recommends that pinnaplasty should be an option in the following groups:- 

• children older than 5 years but less than 18 years. 

• children younger than 5 years where correction will help to retain hearing aid more securely. 

• should not be commissioned in adults over the age of 18 years. 

 
In the USA, Aetna1, the healthcare maintenance organisation, will only commission otoplasty to 
improve hearing by directing sound into the ear canal, otherwise the procedure is considered to be 
cosmetic. This policy doesn’t take into account the significant psychological benefits of pinnaplasty 
for some children described above. 
 

8. CONCLUSIONS & RECOMMENDATIONS 
 

1. Protruding ears are common although there is no generally recognised standard definition 
regarding “prominent”. A “normal” ear is where the upper helical – scalp distance is between 10 – 
12 mm. 
 

2. There is moderate quality evidence that some children with prominent ears experience substantial 
psychological distress due to their ears. This is often manifested by low self-esteem, lack of self-
confidence, social isolation and in around half can even result in clinical anxiety and/or 
depression. Schoolwork inevitably suffers and there are socio-communicative problems both in 
school and at home.    The observance of bullying and teasing may be an indicator of 
psychological and emotional distress in some although there will be a small cohort of others who 
suffer the same degree of distress yet these children “suffer in silence”.  

 
 

3. There is strong evidence that otoplasty (in children who are experiencing psychological distress as 
a result of their prominent ears) results in significant improvements in their wellbeing and health-
related quality-of-life. Self-confidence and self-esteem are improved resulting in enhanced social 
and leisure activities. Post-operative satisfaction with the surgical procedure is extremely high. 
 

4. It is recommended that children with prominent ears should be offered otoplasty according to the 
following criteria:- 

 
 

• Age ≥ 72 years to ≤ 18 years AND 

• Prominent ear, upper 3rd mastoid – helical distance is ≥21.5 mm  AND 

• During the clinical assessment, a consultant surgeon is able to verify that the child is suffering 
from significant psychological distress due to their prominent ears.  

 
1 https://www.aetna.com/health-care-professionals.html  

  
2 Local clinical opinion dictates that children younger than 7 years should not undergo pinnaplasty because of additional 

surgical risks.  

https://www.aetna.com/health-care-professionals.html
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•  The child and parent understand the risks, likely outcome and are motivated to proceed with 
surgery. 

• With the exception of functional reasons e.g. to keep a hearing aid in place or ears folding over 
when asleep causing pain, all other cases of pinnaplasty will not be commissioned.  
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9. APPENDIX 
 

Examples of Tanzer type V prominent ears 
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11. DUTIES & RESPONSIBILITIES 

 

11.1 CCG 

The CCG has delegated responsibility to the Executive Leadership Team for setting the strategic 

context in which organisational process documents are developed, and for establishing a scheme of 

governance for the formal review and approval of such documents.  

 

11.2 (CLINICAL) ACCOUNTABLE OFFICER 
The (Clinical) Accountable Officer has overall responsibility for the strategic direction and operational 

management, including ensuring that CCG process documents comply with all legal, statutory and 

good practice guidance requirements.  

 

11.3 ALL STAFF 

CCG employees are responsible for actively co-operating with managers in the application of this 

policy to enable the CCG to discharge its legal obligations and in particular - all staff, including 

temporary and agency staff, are responsible for: 

 

• Compliance with relevant applicable documents.  Failure to comply may result in disciplinary 

action being taken 

• Co-operating with the development and implementation of policies as part of their normal duties 

and responsibilities 

• Identifying the need for a change in policy or procedure as a result of becoming aware of 

changes in practice, changes to statutory requirements, revised professional or clinical standards 

and local/national directives, and advising their line manager accordingly 

• Identifying training needs in respect of policies and bringing them to the attention of their line 

manager 

• Attending training/ awareness sessions when provided 
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12. IMPLEMENTATION 

 

This policy will be available to all staff, via the CCG staff Intranet, for use in the circumstances 

described on the title page. 

 

All managers are responsible for ensuring that relevant staff within the CCG have read and 

understood this document and are competent to carry out their duties in accordance with the 

procedures described. 

 

Detailed guidance on implementing the policy and assistance with writing policies may be obtained 

from the governance team. 

 

13. TRAINING IMPLICATIONS 

 

It has been determined there are no specific training requirements associated with this policy/ 

procedure. 

 

14. RELATED DOCUMENTS 

 

Other related policy documents 

Policy on Criteria Based Clinical Treatments ST Helens CCG A4.2 Policy for Pinnaplasty 

 

Best practice recommendations 

Policy on Criteria Based Clinical Treatments ST Helens CCG A4.2 Policy for Pinnaplasty 

 

15. MONITORING, REVIEW & ARCHIVING 

 

15.1 Monitoring  

The Commissioning Team will agree a method for monitoring the dissemination and implementation 

of this policy.  Monitoring information will be recorded by the team. 

 

15.2 Review  

The Commissioning Team will ensure that this policy document is reviewed in accordance with the 

timescale specified at the time of approval.  No policy or procedure will remain operational for a 

period exceeding three years without a review taking place. 

 

Staff who become aware of any change which may affect a policy should advise their line manager 

as soon as possible.  The Governance Team will then consider the need to review the policy or 

procedure outside of the agreed timescale for revision. 

 

For ease of reference for reviewers or approval bodies, changes should be noted in the ‘Revision’ 

table on the summary page at the front of this document.  

 

NB: If the review consists of a change to an appendix or procedure document, approval may be 

given by the sponsor Accountable Director and a revised document may be issued.  Review to the 

main body of the policy must always follow the original approval process.  

 

15.3 Archiving 

The Governance Team will ensure that archived copies of superseded policy documents are retained 

in accordance with Records Management: NHS Code of Practice 2016.  
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16. EQUALITY ANALYSIS 

 

EQUALITY IMPACT ASSESSMENT 

 

Under the Equality Act 2010, Section 149: The Public Sector Equality Duty (2011), as a Public 

Body NHS St Helens CCG (Clinical Commissioning Group) has a duty to consider all 

Individuals when carrying out its day to day duties, including delivering its function and 

Services. 

 

An Equality Impact Assessment (EIA) is the on-going process by which St Helens CCG can 

assess potential risk of Discrimination/Breach of the Equality Act 2010 when proposing any 

changes to its Function and Services it commissions. The Process ensures that when taking 

decisions, the decision makers do so in the full knowledge of their Statutory Public Sector 

Equality Duty under the Equality Act 2010. 

 

The primary function of this assessment is to assist the CCG to identify at stages in the 

Project Management Approach any equality implications that may need further review, 

consultation, and specific actions to be implemented and to help make the process open and 

transparent. 

 

In order to meet Equality Legislation we have to consider the issues of:-  

1. Eliminating discrimination, harassment and victimization. 

2. Advancing equality of opportunity. 

3. Fostering good relations between different groups and people. 

 

 

 

PSED Lay Definition 

Eliminate Discrimination Identifying areas which may treat one group less favorably than 

another group when providing a Service,   

 

Typically comes from ‘complaints’, ‘grievances’, anecdotal evidence’, 

statistical analysis.  

 

Advance Equality of 

Opportunity 

Remove or minimize disadvantages suffered by people due to their 

protected characteristics; 

Meet the needs of people with protected characteristics; and 

Encourage people with protected characteristics to participate in public 

life or in other activities where their participation is low. 

How do we ensure a level playing field is provided.  
Fostering good relations 

between different people 

Working with different people and communities to increase inclusivity 

and mutual understanding.  
 

NOTE: Any Reports/ Documents that are linked to an Equality Impact Assessment are legal 

documents as they represent the thinking and position of the CCG and can be used as 

evidence in court as part of a judicial review. In addition, it is a requirement that such 

documents are made public and will be available to the General Public via the CCG Website. 

Equality Analysis Report 
Pre-Consultation/ Post-Consultation/Full Report* (delete as applicable) 



Page 16 of 21  

St Helens CCG 

Start Date:  

 

 

Equality and Inclusion Service Signature 

and Date:  

  

CCG Officer Signature and Date:   

 

  

Finish Date:  

 

 

Senior Manager Sign Off Signature and 

Date  

  

Committee Date:   

 

1. Details of service / function: 

Guidance Notes: Clearly identify the function & give details of relevant service provision and or 
commissioning milestones (review, specification change, consultation, procurement) and timescales. 

Within Suite 2 of the policy development programme, Midlands and Lancashire Commissioning 
Support Unit were commissioned to review the historic Pinnaplasty policy. The policy was 
developed in line with the principle that medical treatment and/or intervention will be funded for 
clinical reasons only.  
 
An engagement phase was conducted which included stakeholders, patients and the public, to 
review the policy. In early 2018 the Working Group (now the Clinical Policy Development and 
Implementation Group (CPDIG)) members and CCGs Governing Boards agreed and approved 
the final draft policy for Pinnaplasty which then went live for CCGs from 1st April 2018. The 
revised policy amended the criteria from a ‘criteria-based’ policy to a ‘not routinely 
commissioned’ policy.  
 
The Individual Funding Request Team receives several applications for Pinnaplasty every year. 
In one recent application (April 2019), evidence (from the Royal College of surgeons) was cited 
which suggests there may be a cohort of children who might derive significant benefit from this 
procedure. The applicant in the Individual Funding Request above highlighted the inconsistency 
between the Pinnaplasty policy and the recommendations from the Royal College of surgeons.  

As a result of these comments, the CCGs commissioned the Midlands and Lancashire 
Commissioning Support Unit public health representative to critically evaluate the published 
evidence on Pinnaplasty and prepare a report to establish whether the current policy is fair, 
appropriate and proportionate.  
 
Whilst the current policy on Pinnaplasty (section 4.2) states “do not commission”. The evidence-
based findings from the review suggest that Pinnaplasty should be commissioned for a well-
defined cohort of children.  
 

The policy review was shared with St Helens CCG governance committee on 1st of July 2020 for 
consultation and the findings were agreed, however 3 members raised the issue that a child 
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should not have to be bullied or teased before they get access to healthcare, nor should 
teachers be asked to provide documented evidence. The policy states; 
 
During the clinical assessment, a consultant surgeon is able to verify that the child is 
suffering from significant psychological distress due to their prominent ears (in cases of 
bullying/teasing at school, provision of documented evidence from the head teacher (or 
equivalent) will complement this assessment.  
 
The committee were clear that they did not minimise or preclude bullying as a factor in 
triggering psychological distress and access to pinnaplasty treatment. The committee therefore 
asked for the above element of the policy review to be changed and taken out of the agreed 
criteria: 
 
“in cases of bullying teasing at school, provision of documented evidence from the head 
teacher (or equivalent) will complement this assessment.”  
 
St Helens CCG discussed rescinding the above criteria with the Midlands and Lancashire 
Commissioning Support Unit. The outcome of the discussion was that the policy review could 
not be changed unless it was completed collectively and therefore it would have to go to all 
participating CCGs for ratification. 
 
Midlands and Lancashire Commissioning Support Unit stated that St Helens could rescind the 
bullying criteria if it created its own individual policy review.    
St Helens therefore created its own policy and took out the criteria for teachers to provide documented 

information on bullying and this has been removed. 

 
What is the legitimate aim of the service change / redesign  
For example 

• Demographic needs and patient needs are changing because of an ageing population. 

• To increase patient choice  

• Value for Money /more efficient service  

• Public feedback/ Consultation shows need/ no need for a service  

• Outside commissioning remit of CCG/NHS 
 

RESPONSE  

• Improve patient clinical outcomes 

• Open access to pinnaplasty procedures  

• Ensure people can access the procedure fairly with described clinical criteria.  

• Reduce the psychological stress and well-being of children and families 
 

2. Change to service  
 

 

The previous policy position stated “do not commission”. The evidence-based findings from the 
review suggested that Pinnaplasty should be commissioned for a well-defined cohort of children. 
The agreed and accepted findings were:  
 

1. Protruding ears are common although there is no generally recognised standard 
definition regarding “prominent”. A “normal” ear is where the upper helical – scalp 
distance is between 10 – 12 mm. 

2. There is moderate quality evidence that some children with prominent ears experience 
substantial psychological distress due to their ears. This is often manifested by low self-
esteem; lack of self-confidence, social isolation and in around half can even result in 
clinical anxiety and/or depression. Schoolwork inevitably suffers and there are socio-
communicative problems both in school and at home.    The observance of bullying and 
teasing may be an indicator of psychological and emotional distress in some although 
there will be a small cohort of others who suffer the same degree of distress yet these 
children “suffer in silence”.  
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3. There is strong evidence that otoplasty (in children who are experiencing psychological 
distress as a result of their prominent ears) results in significant improvements in their 
wellbeing and health-related quality-of-life. Self-confidence and self-esteem are 
improved resulting in enhanced social and leisure activities. Post-operative satisfaction 
with the surgical procedure is extremely high. 

 
The agreed and accepted recommendations were::  

• It is recommended that children with prominent ears should be offered otoplasty 
according to the following criteria:- 

• Age ≥ 73 years to ≤ 18 years AND 

• Prominent ear, upper 3rd mastoid – helical distance is ≥21.5 mm  AND 

• During the clinical assessment, a consultant surgeon is able to verify that the child is 
suffering from significant psychological distress due to their prominent ears.  

•  The child and parent understand the risks, likely outcome and are motivated to proceed 
with surgery. 

• With the exception of functional reasons e.g. to keep a hearing aid in place or ears 
folding over when asleep causing pain, all other cases of pinnaplasty will not be 
commissioned.  

 

3. Barriers relevant to the protected characteristics 
 

Guidance note: describe where there are potential disadvantages. 
The policy has opened access to pinnaplasty procedures for children 18 years of age and under.  

The original policy stated that in cases of bullying/teasing at school, provision of documented 
evidence from the head teacher (or equivalent) will complement this assessment.  
St Helens have rescinded this part of the original policy. We will be monitoring the access to pinnaplasty 
through the criteria based treatment process. 
 
 

 

 
 

Protected 
Characteristic 

Issue Remedy/Mitigation 

Age A sudden change in policy might have a 
detrimental impact on numbers of children 
accessing the treatment rather than the positive 
impact expected.  
 

The CCG to review 
access to pinnaplasty 
procedure to ensure that 
access to the procedure 
increases as stated in the 
policy review.  

 

Disability (you may 
need to discern 
types)  

 No impact anticipated. 
 

N/A 
  

Gender 
reassignment 

No impact anticipated. 
 

Ensure service 
campaign materials are 
inclusive. 

Marriage and Civil 
Partnership  

No impact anticipated. 
 

N/A 

Pregnancy and 
maternity 

Pregnancy can cause problems with 
eyesight. 
 
 

Service available to all 
ages. 

Race People whose first language may need 
support to access the service following 
referral. 

The service provider has 
access to interpreter 
provision: 
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Religion and belief No impact anticipated. 
 
 
 

N/A 

Sex No impact anticipated. 
 
 
 

N/A 

Sexual orientation No impact anticipated. 
 
 

N/A 

Other  No discernible difference anticipated across 

other groups 
 
 

N/A 

 
 

4. Does this service go the heart of enabling a protected characteristic to access 
health and wellbeing services? 

 

The proposed service increases access routes to children seeking pinnaplasty. 

5. Consultation 

Guidance note: How have the groups and individuals been consulted with? What level of  

engagement took place? (If you have a consultation plan insert link or cut/paste highlights)  

 

An engagement phase was conducted which included stakeholders, patients and the 

public, to review the policy. In early 2018 the Working Group (now the Clinical Policy 

Development and Implementation Group (CPDIG)) members and CCGs Governing Boards 

agreed and approved the final draft policy for Pinnaplasty. 

 

The policy was also reviewed by St Helens CCG Governance committee and altered to improve 

equality of access. 

6. Have you identified any key gaps in service or potential risks that need to be 
mitigated 

Guidance note: Ensure you have action for who will monitor progress. 

Ensure smart action plan embeds recommendations and actions in Consultation, review, 

specification, inform provider, procurement activity, future consultation activity, inform other 

relevant organisations (NHS England, Local Authority). 

 

 
 
 
 
 
 
 

Risk Required Action By Who/ When 
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Policy change needs to be 
shared across patient 
platforms.  
 

 

 

 

 
Engage with Stakeholders 
(General Practice, Community 
Provision, Acute and 
Independent Sector Provision 
etc) to develop end to end 
pathway.  
 
. 
 

 

 
CCG/ Ongoing 
 
 
 
 
 
 

 

Financial 

 

 

Confirm financial position in 

1st year of policy. 

CCG/  Quarter review 

Outcomes not achieved 

 

Performance monitoring   
in place for essential data 
collection  

and retrospective audit as 

outlined in the national 

specification 

CCG/ Ongoing  

 

 
7. Is there evidence that the Public Sector Equality Duties will be met (give details) 

Section 149: Public Sector Equality Duty (review all objectives and relevant sub 
sections)  

PSED Objective 1: 
Eliminate discrimination, victimisation, harassment and any unlawful conduct that is prohibited under 
this act: (check specifically sections 19, 20 and 29) 

The proposal is to increase current provision/ access routes to services for all patients with 
Pinnaplasty criteria. Access to pinnaplasty procedure will reduce psychological stress and potential 
bullying of children.  

PSED Objective 2:  
Advance Equality of opportunity. (check Objective 2 subsection 3 below and consider section 4) 

Analysis post consultation  
The proposal aims to offer a clinical service that is based on specific criteria supported by NICE 
guidance, rather than a subjected assessment by professionals. 

PSED Objective 2: Section 3. sub-section a)  
Remove or minimise disadvantages suffered by people who share a relevant protected characteristic 
that are connected to that characteristic. 

Analysis post consultation  
Refer to Objective 2. 

PSED Objective 2: Section 3. sub-section b)  
Take steps to meet the needs of people who share a relevant protected characteristic that are 
different from the needs of people who do not share it 

Analysis post consultation 
Refer to Objective 2. 

PSED Objective 2: Section 3. sub-section c)  
Encourage people who share a relevant protected characteristic to participate in public life or in any 
other activity in which participation by such people is disproportionately low. 

Analysis post consultation 
Refer to Objective 2. 

PSED Objective 3:  
Foster good relations between persons who share a relevant protected characteristic and persons 
who do not share it. (consider whether this is engaged. If engaged consider how the project tackles 
prejudice and promotes understanding - between the protected characteristics) 

Analysis post consultation 
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Not engaged. 

Health Inequalities: Have regard to the need to reduce inequalities between patients 

in access to health services and the outcomes achieved (s.14T); 

Refer to Objective 2. 

 

 

PSED Section 2:  Consider and make recommendation regards implementing PSED 

in to the commissioning process and service specification to any potential 

bidder/service provider (private/ public/charity sector) 

Analysis post consultation 

Further revisions to eye care services must incorporate alternative methods of 

communication to ensure that self-referral services are accessible to patients who are 

D/deaf or patients whose first language is not English.    

 

8. Recommendation to Board 

Guidance Note: will PSED be met? 

PSED Met 

9. Actions that need to be taken 

Refer to sections 3, 6 and PSED Section 2. 
 

 
 

 

 

 

 

 

 

 

 


