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W elcome to the November 
2018 issue of Specialised 
Commissioning—a 

publication that highlights best practice 
and the opportunities and challenges 
in the commissioning and provision of 
specialised healthcare. 

At last month’s Conservative party 
conference, The Prime Minister 
announced that the cancer strategy 
will be a ‘central part’ of the long‑term 
plan for the NHS that will see patients 
diagnosed and treated faster to 
improve cancer survival rates. This 
ambition and the actions underway 
are outlined in the interview (page 
16) with Cally Palmer, NHS England’s 
National Cancer Director, who answers 
questions about the successes 
and challenges involved in the 
implementation of the National Cancer 
Strategy. The impact of the cancer 
strategy will be measured through 
improved survival for all cancers, which 
is the product of how early cancers are 
diagnosed and how effectively they are 
treated. The delivery of Cancer Waiting 
Times (CWT) targets is part of the mix. 

NHS England needs to be careful 
not to get carried away with its own 
rhetoric. Yes, cancer survival in the 

UK is higher than it’s ever been, but 
the improvement of 0.7% in the first 
year of the cancer strategy is only in 
line with the trend of the previous 
14 years,¹ which was achieved by the 
Cancer Networks, the forerunners 
of the Cancer Alliances. It is true that 
the incidence of cancer is increasing: 
between 1995 and 2012 the number of 
new cancer cases in the UK increased 
by 12%, putting pressure on the cancer 
waiting times system. However, over 
the same period new cancer cases 
in Europe have increased by 31% and 
cancer survival is still significantly higher 
in comparator industrialised nations.2 

The failure to properly transition 
between the networks and alliances led 
to a loss of grip and a decline in 62‑day 

cancer waiting times performance,3 
which since April 2014 has been met in 
only one month (Figure 1). 

About the author

Alastair Whitington is the Consultant Editor for Specialised Commissoning and 
also a trustee for Neuroblastoma UK.

Alastair led NHS England specialised commissioning engagement with providers and 
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The requirement to achieve the 2 weeks 
from GP referral to first consultant 
appointment and treatment within 
32 days following diagnosis had been 
consistently achieved, although figures 
for the latest quarter indicate that 
waiting times for surgical treatment 
are no longer being met. The challenge 
has always been the time to get the 
diagnosis for the 360,0004 new cancer 
cases per year. The new 28‑day faster 
diagnosis standard (when achieved) 
should lead to an improvement in 
performance, although April 2020 
seems a very long time to wait for this 
target to be performance managed. 

Recovering the position on CWT 
and further improvement in survival 
is dependent upon the alliances 
being given the appropriate financial 
resources, tools and support to 
deliver. Unfortunately, this is not as 
straightforward as you might expect. 

In April 2018, to support the National 
Cancer Strategy, NHS Digital launched 
a replacement for the Open Exeter 
cancer waiting times computer system, 
which included two new features. First, 
data collection of the new 28‑day faster 

diagnosis standard of GP referral, to 
the patient being told of their diagnosis; 
and second, data to support breach 
reallocation. This would have been 
commendable if NHS Digital had actually 
granted any of the Cancer Alliances, 
whose role is pivotal to achieving the 
cancer strategy, the password to access 
the new system.

The 2018/19 investment in cancer 
alliances is £141 million (see table 1). 
Although the 19 Cancer Alliances have 

similar core team funding per capita, 
there is a significant variation when 
service improvement revenue and 
capital allocations are included with 
the cancer vanguard (Manchester, 
Royal Marsden Partners, UCLH Cancer 
Collaborative) receiving over two times 
the funding of comparable alliances who 
have a significantly higher incidence of 
cancer among their populations. 

It is counter intuitive to give the two 
London vanguards who are below 
the national cancer incidence the 
most funding. Although some of this 
may be due to the vanguard leading 
on initiatives for the country as a 
whole, there is a danger that this will 
be perceived as already well funded 
organisations not just having their cake 
but eating a disproportionate amount of 
everyone else’s! This inequity of funding 
needs to be addressed if the strategy 
is to be achieved beyond the vanguard 
areas. 

It will therefore be some time before 
the data is able to show whether the 
significant investment being made to 
provide new facilities and equipment, 
and the implementation of optimal 

Figure 1:  Comparison of total number of UK cancer patients and the percentage of those who waited 62 days or 
less for first cancer treatment after GP urgent referral²

Adapted from: NHS England. Cancer waiting times—provider time series Q4 2008/2009 to Q2 2018/2019 (provider based). Available at: www.england.nhs.uk/
statistics/statistical-work-areas/cancer-waiting-times/
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pathways for lung, prostate and 
colorectal cancers, has delivered the 
improved outcomes we seek. Improving 
the position for the common cancers 
will deliver the CWT target and improve 
survival. However, true success depends 
on improving the diagnoses and 
pathways for less common cancers, 
such as pancreatic cancer, where 
1–5 year survival is the lowest of 25 
cancers, and 10‑year survival (1%) hasn’t 
improved since the 1970s.5 The need for 
improvement is reflected in our patient 
perspectives feature from Ali Stunt 
(page 8), Founder and Chief Executive, 
Pancreatic Cancer Action, who urges 
commissioners to roll out early 
diagnosis initiatives quickly when the 
evidence of their success is published. 

In our feature article on page 19 Dr 
Dipankar Dutta, Consultant Physician 
in stroke and transient ischaemic 
attack, Gloucester Hospitals NHS 
Foundation Trust, explains why NHS 
England specialised commissioning will 
be routinely funding and commissioning 
mechanical thrombectomy and what 
this means for patients and service 
provision.

Dr Samar Betmouni, Director of 
Clinical Pathology, explains on page 23 
how digital pathology can help deliver 
the 28‑day cancer diagnostic standard in 
the face of increasing demand.

In his regular column Leslie Galloway, 
Chairman of the Ethical Medicines 

Information Group (EMIG), offers 
a stark reminder that focusing on 
short‑term cost savings conflicts with 
supporting the UK life sciences sector 
and post‑Brexit economy (page 29).

Finally, we are pleased to introduce 
Medicines Corner on page 31, our 
new regular contribution from 
pharmacists at Guy’s and St Thomas’ 
NHS Foundation Trust, who focus on 
some of the key issues and challenges 
related to the use of specialised 
medicines, in particular the need to 
manage demand for immunoglobulin.
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Cancer Alliance Population6 Core team 
funding (£)

2018/19 total 
funding (£)

Core team 
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capita (£)

Total 
funding per 
capita (£)

Incidence 
rate 20147

Greater Manchester* 2,800,000 - 14,500,000 N/A 5.18 639.72

Cheshire and Merseyside 2,400,000 324,000 5,552,000 0.14 2.31 646.11

RM Partners 3,500,000 504,000 12,048,000 0.14 3.44 599.16

UCLH Cancer Collaborative 3,300,000 460,000 11,130,000 0.14 3.37 587.2

South East London 1,700,000 275,000 2,764,000 0.16 1.63 625.86

Other Alliances 40,400,000 5,693,000 95,131,000 0.14 2.35

All Alliances 54,100,000 7,256,000 141,125,000 0.13 2.61 608.3
*Allocation is part of Greater Manchester’s devolved NHS allocation

NHS England. NHS England support and funding for Cancer Alliances. www.england.nhs.uk/cancer/improve/cancer-alliances-improving-care-locally/nhs-
england-support-and-funding-for-cancer-alliances/ (accessed 12 November 2018).
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Claire Green, MRPharmS 
claire.green@mgp.co.uk 
Editor, Specialised Commissioning

November is pancreatic cancer 
awareness month and we 
are delighted to feature an 

article by Ali Stunt, founder and 
Chief Executive of Pancreatic Cancer 
Action on page 8. As a rare survivor 
of pancreatic cancer, she set up the 
charity in 2010 to encourage early 
diagnosis, which is vital to improve 
outcomes for this devastating form 
of cancer, with survival rates of 
only 3% —virtually unchanged in 40 
years. One of the main problems 
is that the symptoms can be vague 
or non‑specific until a late stage. 
However, there are changes to the 

patient pathway that can be made 
now to speed up diagnosis, referral, and 
treatment, which will improve survival 
rates as well as increasing efficiency.

As National Cancer Director Cally 
Palmer explains in an informative 
interview on page 16 about the 
implementation of the National 
Cancer Plan, overall, more people are 
surviving cancer for longer. However, 
there are still big challenges and the 
NHS is deliberately putting itself under 
pressure by increasing the number of 
people referred for checks and working 
to diagnose patients faster. 

In April 2017 NHS England announced 
that it would commission mechanical 
thrombectomy for the treatment of 
acute stroke in 24 centres nationally. Dr 
Dipankar Dutta details this fascinating 
new technique for physically removing 
a blood clot on page 19, and outlines 
the infrastructure and personnel 
requirements that are needed to ensure 
suitable stroke patients receive this 
treatment as soon as possible.

As a pharmacist (non‑practising these 
days), I am pleased to introduce a 
new section on specialised medicines, 
written by senior pharmacists at 
Guy’s and St Thomas’ NHS Foundation 
Trust (GSTT). You will find this at the 
back of each issue and we hope it will 
become a useful resource for news and 
views on specialised medicines. I would 
like to thank Alastair Whitington, our 
industrious Consultant Editor, as well 
as the GSTT pharmacists for instigating 
and developing this informative feature. 

On page 29, Leslie Galloway offers a 
timely reminder of the bigger picture, 
and how focusing too much on cost 
efficiencies will negatively affect the life 
sciences sector, NHS investment, and 
the UK economy as a whole.

Finally, on page 23, Dr Samar 
Betmouni explains the need for 
digitisation in pathology and how this 
can help us meet some of the huge 
challenges caused by the increase in 
demand for histopathology tests and 
pathology workforce issues. 
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If you are interested in authoring 
an article or publishing a letter in 
Specialised Commissioning, please 
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NEWS

NEW NICE guideline on renal replacement therapy
NICE has published NICE Guideline (NG) 
107 on Renal replacement therapy and 
conservative management.

The provision of services for people who 
have acute kidney injury, are undergoing 
dialysis, or require a kidney transplant 
falls under the Internal Medicine National 
Programme of Care, and the total cost 
of chronic kidney disease (CKD) in 
2009–2010 was estimated to be £1.45 
billion, with more than half of this spent 
on renal replacement therapy (RRT), 
including dialysis and transplantation.

According to NHS England, around 
43,000 people in England are currently 

receiving treatment for kidney failure. 
The NICE guideline aims to improve  
the care of people with CKD who need 
RRT or conservative management, 
covering:
• indications for starting dialysis
• preparing for RRT or conservative 

management
• choosing modalities of RRT or 

conservative management
• planning dialysis access formation
• indications for stopping or switching 

RRT
• recognising symptoms
• diet and fluids
• information, education, and support
• coordinating care.

The recommendations made by NG107 
update and replace those of earlier 
guidance on dialysis: clinical guideline 125 
on peritoneal dialysis in stage 5 CKD, and 
technology appraisal 48, which compared 
home and hospital haemodialysis in 
patients with end‑stage renal failure.

The new recommendatons indicate 
that patients, in discussion with their 
clinician, should have more of a say in 
what kind of dialysis they can have and 
where they want to receive it. Similarly, 
NICE recommends that the patient 
should be involved in the original 
decision to start dialysis. 
www.nice.org.uk/ng107

guidance on cannabis-based products for medical use published
Following legislation to reschedule 
certain cannabis‑based products for 
medical use (CBPM), NHS England and 
the Medicines and Healthcare products 
Regulatory Agency have published 
guidance to clinicians.

Under the new proposals, all CBPM 
(bar one, which already has a marketing 
authorisation) will be classified as 
unlicensed medicines, and prescribing 
CBPM will be restricted to clinicians on 

the Specialist Register of the General 
Medical Council, owing to limited 
evidence and their unlicensed nature. 
NICE is expected to publish CBPM 
guidance on 21 October 2019, but the 
Royal College of Physicians (RCP) and 
British Paediatric Neurology Association 
(BPNA) have issued interim guidance.

The RCP guidance focuses on CBPM 
for pain or chemotherapy‑induced 
vomiting and nausea, but also covers 

the use of 'non-CBPM forms of 
"cannabis" '. The BPNA guidance covers 
the use of CBPM in children and young 
people with epilepsy. Commenting on 
the limited evidence for use, the RCP 
guidance states that 'the medicinal 
use of cannabinoids needs to be 
carefully considered and researched 
in a comprehensive fashion', and that 
'anecdotal positive reporting is not a 
mechanism to protect public safety.' 
bit.ly/2PMwuj2

patent on £400 million-a-year biologic adalimumab expires
As of 16 October 2018, the exclusive 
patent on adalimumab—the single 
medicine on which NHS hospitals spend 
the most money—has expired.

More than 46,000 patients have 
been prescribed adalimumab at an 
annual cost of around £400 million to 
the NHS. Around 6% of adalimumab 
use is commissioned by specialised 
commissioning, primarily focused on 
paediatric use. 

The roll‑out of biosimilars of 
adalimumab is expected to save at 
least £150 million per year by 2021. 

Simon Stevens, chief executive of NHS 
England, said: 'Adalimumab is the NHS’s 
biggest spend on a single drug and, as 
the NHS develops the long-term plan, 
we want more clinicians to switch to 
use the best value biologics, which will 
free up hundreds of millions of pounds 
to reinvest back into patient care.' 

Currently, four adalimumab biosimilars 
are approved for use in the UK and two 
more are expected to become available 
during 2019. Several charities and 
professional clinical bodies are involved 
in raising awareness of the upcoming 
switch to biosimilars, ensuring that both 

patients and clinicians are engaged and 
understand how they can benefit from 
the roll‑out. 

Supporting materials are available online 
from the Specialist Pharmacy Service 
(www.sps.nhs.uk/adalimumab).

The Regional Medicines Optimisation 
Committee briefing on adalimumab in 
October 2018 states that biosimilars 
of adalimumab are scheduled to be 
introduced in the NHS as part of a 
formal framework agreement from 1 
December 2018. 
bit.ly/2ymzFEq



PATIENT PERSPECTIVES

8 Promoting excellence in specialised healthcare| November 2018 | Volume 2 | Issue 4Specialised Commissioning 

Pancreatic cancer was the fifth most 
common cause of cancer death 
in men and women in the UK in 

20161 and is set to become the fourth 
most common by 20262 as survival rates 
for other cancers continue to improve. 
Mortality rates for pancreatic cancer 
have not changed markedly in nearly 50 
years.1 

There are around 10,000 new diagnoses 
of pancreatic cancer every year in the 
UK, or 27 diagnoses a day.1 Around 
5–10% of all cases are attributable to 
family history3,4 and pancreatic cancer is 
a feature of several genetic syndromes.5 

Around 5% of all patients with 
pancreatic cancer also carry the BRCA1 
or BRCA2 germline mutations.6 In the 
UK that equates to around 500 patients 
every year.1 A Canadian study published 
in 2015 found that patients with 
pancreatic cancer who were BRCA1 or 
BRCA2 positive were no more likely than 
those without the mutations to have had 
a previous diagnosis of either breast or 
ovarian cancer and half had no strong 
family history of breast or ovarian 
cancer.6 Therefore, testing patients on 
the basis of family history alone could 
mean many people who are BRCA1 or 
BRCA2 positive might be missed.

Incidence of pancreatic cancer in the 
UK has risen by 17% since 20107–10 and 
mortality has increased by 13% over 
the same period.11–13 Globocan figures 
published in September 2018 show 
that by 2040, incidence of pancreatic 
cancer in the UK is predicted to rise 
by 41% to 16,086 cases, with mortality 
increasing by a similar magnitude during 
the same period.14 In February 2018 the 
CONCORD‑3 study placed the UK 46th 
out of 57 countries surveyed for 5‑year 
survival rates for pancreatic cancer.15

Late diagnosis
Pancreatic cancer continues to be 
diagnosed late in the UK: one in three 
patients require three or more visits to 
their GP before they are referred to a 
specialist.16 As you would expect, the 

more GP visits patients have to make, 
the later their diagnosis. For patients 
who visit their GP more than five times, 
their diagnosis is delayed on average by 
more than 3 months.16 

Stage at diagnosis has a significant 
influence on the proportion of patients 
with pancreatic cancer having surgery to 
remove their primary tumour. In England 
during 2013–2014, for example, only 10% 
of patients had surgery to remove their 
primary tumour.17 

Late diagnosis of pancreatic cancer also 
incurs a significant cost to the health 
service. Research has found that the 
average cost of an emergency hospital 
admission where pancreatic cancer is 
the primary diagnosis is nearly £5000 
in England, which is around three times 
the average cost per patient—about 

About the author

Ali Stunt

Founder and Chief Executive, Pancreatic Cancer Action 

Ali Stunt founded Pancreatic Cancer Action in 2010 with the aim of encouraging 
early diagnosis, and is a rare survivor of pancreatic cancer herself.

 @AliStunt

* enquiries@panact.org

Ali Stunt urges commissioners to roll out early diagnosis 
initiatives quickly when the evidence of their success is 
published

We must improve 
outcomes for people 
with pancreatic 
cancer
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Figure 1: Routes to the diagnosis of pancreatic cancer in the UK for 2015 and 1-year survival by route for 2011–201519

Developed by Pancreatic Cancer Action from: National Cancer Intelligence Network. Routes to diagnosis 2006-2015 workbook. London: Public Health England, 
2017. Available at: www.ncin.org.uk/publications/routes_to_diagnosis

Figure 2: Trends in relative cancer survival by tumour site for 1971–201120

Developed by Pancreatic Cancer Action from: Cancer Research UK. Age-standardised ten-year net survival trends, adults (aged 15-99), selected cancers, England 
and Wales, 1971-2011.
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£1500—of all emergency admissions 
combined.18 

Routes to Diagnosis data for 201519 show 
that 44% of patients with pancreatic 
cancer were diagnosed as emergency 
presentations (see Figure 1). Of those, 
only 12% survived 1 year. The chances 
of surviving a year are around three 
times greater if patients are referred 
to a specialist from primary care. Sadly, 
too few are diagnosed by this route. 
A consequence of late diagnosis is 
the dire survival rates for pancreatic 
cancer with little progress over the 
past half a century, despite significant 
improvements in the survival rates for 
other cancers (see Figure 2).20 In the 
UK, 1 and 5‑year survival rates are at or 
below a level that many other European 
countries achieved in the 1990s (see 
Figure 3).15

Early diagnosis
The signs and symptoms of pancreatic 
cancer can often be nonspecific, 
therefore, when the disease is suspected 

GPs must have access to diagnostic 
tests. Since 1995 in England the number 
of magnetic resonance imaging scans 
undertaken has increased by 220% and 
the number of computed tomography 
(CT) scans by 160%.21 However, a survey 
of 400 GPs conducted by Research Now 
for Pancreatic Cancer Action in 2016 
found that only 26% had direct access to 
CT scans. 

In most cases, a referral to secondary 
care is required for CT scans, including 
those for suspected pancreatic cancer. 
Many patients with nonspecific but 
serious symptoms undergo numerous 
separate referrals for different 
investigative tests, which causes further 
delay in diagnosis. This is unacceptable 
given that early diagnosis has a 
significant positive effect on prognosis. 

The Accelerate, Coordinate, Evaluate 
(ACE) programme is an early diagnosis 
initiative supported by NHS England, 
Cancer Research UK, and Macmillan 
Cancer Support.22 It aims to improve 
England’s cancer survival rates by 
generating evidence on how best 

to configure diagnostic pathways to 
increase early diagnosis, reduce the 
number of emergency diagnoses, and 
improve patient experience.

The first phase of the ACE programme 
consisted of 60 projects split into 
various clusters to facilitate evidence 
generation and learning. The second 
phase comprises five projects exploring 
multidisciplinary diagnostic centre 
(MDC) based pathways. While these 
projects have shown benefit for patients 
presenting with nonspecific but serious 
symptoms, initiatives that could be used 
to improve standard urgent referral 
pathways include:23 
• one‑stop diagnostic clinics 

Figure 3: CONCORD-3—pancreatic cancer 5-year survival (%) by European country 2010–201415

Developed by Pancreatic Cancer Action

44% of patients... 
were diagnosed 
as emergency 
presentation



PATIENT PERSPECTIVES

11Promoting excellence in specialised healthcare|  November 2018 |  Volume 2 |  Issue 4Specialised Commissioning 

• electronic referral advice from 
radiology to GP

• same‑day reporting
• reduced time from investigations to 

follow‑up appointments, with clinical 
nurse specialists being the point of 
contact for urgent results

• flexible follow up, including use of 
telephone follow up when results 
are unremarkable, to minimise the 
number of clinic appointments 

• improved communication between 
general practices and hospitals. 

While we await the findings from the 
second phase of the ACE programme, 
NHS commissioners and providers 
should consider implementing novel 
diagnostic pathways for patients 
presenting with nonspecific but serious 
symptoms who do not meet urgent 
referral guidelines for suspected cancer.

diagnostic capacity
To ensure earlier diagnosis for patients 
with nonspecific but serious symptoms, 

continued and increased funding is 
needed for MDCs or rapid diagnostic 
centres where tests can be expedited. 
Where referral by this route is not 
possible, CCGs should authorise direct 
access to CT scans for GPs.

The NHS in England has invested 
£130 million in radiotherapy and 
£200 million in rapid diagnosis and 
assessment.24 Health Education England 
(HEE) has already invested in increasing 
clinical radiology training programmes 
and created a fast‑track training 
pathway for clinical endoscopists.25 

In 2016, 2805 clinical radiologists were 
in post.26 According to HEE, if no further 
action is taken and its forecasts of 
joiners and leavers are broadly correct, 
in 2021 approximately 3181 staff should 
be in post, an increase of 376 (13%) 
full‑time equivalents. In March 2016, 
however, 10% of all available posts were 
vacant. NHS England needs to create a 
clear plan to address lack of diagnostic 
capacity caused by workforce shortages 
and previous lack of investment. 

fragmented commissioning
Many think that cancer commissioning 
has become fragmented following 
reforms in 2012 and the attempt to 
deliver the cancer strategy for England 
in 2017.27

While efforts to introduce more 
strategic planning over larger 
geographies in 2017 have been put in 
place, these informal structures sit in 
addition to, and parallel with, existing 
statutory structures. Decisions are made 
collectively, but the commissioning 
responsibility still sits with the same 
organisations as before (see Figure 4).28 

This layer of informal structures can 
cause confusion and fragment the care 
pathway for patients. 

cancer vanguard
To aid the delivery of future cancer 
services in England, a Cancer Vanguard 
was formed in 2015 and is jointly led 

Figure 4: Commissioning responsibilities in a generic cancer pathway28

Macmillan Cancer Support. Warning signs—challenges to delivering the cancer strategy for England by 2020. London: MCS, 2017. Available at: www.
macmillan.org.uk/_images/warning-signs_tcm9-308400.pdf
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by three provider organisations: The 
Christie NHS Foundation Trust, The 
Royal Marsden NHS Foundation Trust, 
and University College London Hospitals 
NHS Foundation Trust, working across 
a total population of 10.7 million.29 The 
aim is to transform care and create 
scalable and replicable options for the 
whole country. It incorporates projects 
such as the MDCs as part as the ACE 
programme for diagnosing patients with 
nonspecific but serious symptoms.

surgery
Once patients are diagnosed with 
pancreatic cancer, they must receive 
treatment as soon as possible (see 
Figure 5). If patients are operable, 
jaundiced, and have to wait for surgery, 
they are likely to require biliary drainage. 
Existing high‑quality evidence30 shows 
a greater likelihood of resection when 
patients proceed to early surgery 
without biliary drainage. People who 
have resectable pancreatic cancer and 
obstructive jaundice should be offered 
surgery rather than preoperative biliary 

drainage if they are fit. The Manchester 
Cancer Jaundice Pathway found ‘time 
from ultrasound and CT scan to surgery 
has decreased from a median of 57 and 
33 days pre‑pathway to 13 and 9 days 
respectively post pathway’.31 In a similar 
study in Birmingham, the time from CT 
scan to surgery was reduced from 65 
days to 16 days and ‘significantly more 
patients underwent potentially curative 
surgery in the “fast track” group, 31/32 
[97%] vs. 46/61 [74%]’.31 

nice guideline

NICE took these findings about surgery 
on board in its guideline on diagnosis 
and management of pancreatic 
cancer in adults published in February 
2018.32 Recommendation 1.7.1 is to 
offer resectional surgery rather than 
preoperative biliary drainage to people 
who:
• have resectable pancreatic cancer 

and obstructive jaundice 
• are well enough for the procedure 
• are not enrolled in a clinical trial 

that requires preoperative biliary 
drainage. 

NICE has also recommended that 
patients’ treatment plans are discussed 
and/or treatment is carried out in 
high‑volume centres with specialist 
clinicians because this offers better 
patient outcomes.32 Specialist 
multidisciplinary teams (MDTs), where 
surgery is centralised and there is a 
wider range of options for patients 
delivered by clinicians with pancreatic 
cancer‑specific expertise compared with 
local MDTs, offer more access to novel 
treatments and a greater knowledge 
of relevant ongoing clinical trials open 
for recruitment. They also provide 
an opportunity for people to access 
specialist pancreatic cancer nutritional 
assessment and intervention.32 

positron emission 
tomography/CT scan
The NICE guideline recommendation 
that fluorodeoxyglucose‑positron 

Figure 5: Simplified treatment options for patients with pancreatic cancer

Developed by Pancreatic Cancer Action
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emission tomography/CT (FDG‑PET/
CT) is offered to people with localised 
disease confirmed by CT and who will 
be having surgery, radiotherapy, or 
systemic therapy is important.32 It means 
that patients’ disease can be more 
accurately staged and their eligibility for 
surgery determined. 

NICE has estimated that use of the FDG‑
PET/CT scan will result in a 20% reduction 
in surgery to remove the cancer.33 This 
should enable patients to receive the 
right treatment at the right time.

psychological support
Historically, psychological support has 
been overlooked in the treatment of 
patients with pancreatic cancer despite 
their great need. Throughout people’s 
pancreatic cancer care pathway, 
NICE recommends assessment of the 
psychological effect of pain, fatigue, 
gastrointestinal symptoms including 
appetite changes, nutrition, anxiety, and 
depression.32 NICE recommends the 
provision of information and support 
to patients and their families or carers 
to help them manage the psychological 
effect of pancreatic cancer on their lives 
and daily activities. This information 
should be ongoing, relevant to disease 
stage, and address patients’ specific 
needs.32 

nutritional management
The potential for pancreatic exocrine 
insufficiency has resulted in specific 
guidance on the use of pancreatic 
enzyme replacement therapy.

Enteric‑coated pancreatin should be 
offered for people with unresectable 
pancreatic cancer. For resectable 
patients, enteric‑coated pancreatin 
should be considered before and after 
resection.32 For people who have had 
pancreatoduodenectomy and who have 
a functioning gut, early enteral nutrition 
including oral and tube feeding should 
be offered rather than parenteral 
nutrition.32 

conclusion
Significant inequalities exist in the 
standard of care for patients with 
pancreatic cancer across England. 
Analysis by Pancreatic Cancer UK earlier 
this year found that only 34% of all 
patients received any form of surgery, 
chemotherapy, or radiotherapy.34 An 
online survey of 63 resectable patients 
by Pancreatic Cancer Action in 2017 
found that 27% (n=17) were not offered 
adjuvant chemotherapy.

 It is, therefore, encouraging that 
cancer is a priority in NHS strategic 
plans and there is recent NICE guidance 
on the diagnosis and management of 
pancreatic cancer. Together, these will 
help clinicians and patients be aware 
of the care and treatment they should 
expect.   

However, with ambitious plans to 
improve early diagnosis of diseases like 
pancreatic cancer, services must be 
funded and the potential shortfall of 
radiographers addressed. The ACE 
programme22 is showing potential to 
save the time to diagnosis. I urge 
commissioners to implement such 
initiatives rapidly when the evidence of 
their success is published. Only then will 
we be able to improve outcomes and 
quality of life for patients with 
pancreatic cancer. 

Editor’s note: This article has 
been adapted by the author for the 
Specialised Commissioning audience, 
from an article that she wrote for 
the May 2018 issue of our sister 
publication, Guidelines in Practice, 
which is aimed at primary care 
clinicians and commissioners (www.
guidelinesinpractice.co.uk).
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 What do you see as the 
biggest challenges still to 

be tackled in improving cancer 
services?
NHS England is 3 years into an 
ambitious 5‑year cancer strategy that is 
taking on the big challenges.1 We want 
to prevent more cancers, diagnose 
people earlier, and reduce inequalities in 
care and outcomes across the country. 
That should result in improved survival, 
quality of life, and patient experience. 

We have made rapid progress in a 
number of key areas. Survival rates for 
cancer in this country have never been 
higher and overall, patients report a 
very good experience of care.2 

We know there’s more to do to but we 
are on track to deliver and, following 
the recent 5‑year financial settlement 

announcement by the government, 
we’re developing a plan for the next 5 
to 10 years which will build on those 
foundations.

 England has a higher 
cancer mortality rate and 

poorer outcomes than most 
large industrial countries. Why 
do you think this is and how can 
England’s survival outcomes be 
improved?

One‑year survival rates for all cancers 
were 72.3% (see figure 1)3 which is at a 
record high as a result of better access 
to screening, funding for effective 
new treatments and diagnostics, and 

continued action to reduce smoking. 
Early diagnosis is key as it means 
patients can receive treatment when 
there is a better chance of recovery.

We are closing the survival gap 
through:
• accelerating not only research and 

innovation but also the translation of 
the results into practice

• earlier and faster diagnosis through 
initiatives such as the Faster 
Diagnosis Standard, Rapid Access 
Diagnostic Centres, and new timed 
pathways for lung, colorectal, and 
prostate cancers

• universal access to the best 
treatment and care—a £130 million 
fund to modernise radiotherapy 
across England, £15 million over  
3 years to evaluate the benefits 
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of new stereotactic ablative 
radiotherapy (SABR) and £23 million 
to improve access to Intensity 
Modulated Radiotherapy (IMRT).

 As with much of the NHS, 
cancer has its workforce 

challenges. What are they? 
How and by when will they be 
addressed?

Making sure we have a cancer workforce 
plan for the future is an important 
element of the NHS Cancer Programme. 
Health Education England published the 
Cancer Workforce Plan last year which 
included plans to address gaps in seven 
priority areas of the cancer workforce.4 
Cancer Alliances have developed 
local plans with actions to improve 
recruitment and retention in those key 
roles identified in the strategy. 

Key actions from the Cancer Workforce 
Plan include:4
• 200 additional clinical endoscopists (in 

addition to 200 already committed)

• 300 reporting radiographers by 2021
• an ambition to improve working 

practices, attracting qualified people 
back to the NHS through domestic 
and international recruitment, more 
clinical radiologists, histopathologists, 
oncologists and radiographers by 2021

• an increase in the number of clinical 
nurse specialists and the development 
of common and consistent 
competencies for this role, with a clear 
route into training. 

 What are we learning from 
the Cancer Vanguard and 

Cancer Alliances?

The 19 Cancer Alliances are the main 
delivery vehicles for the National Cancer 
Strategy at the local level. Across each 
area they bring together senior clinical 
and managerial leaders to plan for and 
lead the delivery of transformation in 
cancer outcomes locally.

The Cancer Alliances are at different 
stages of their development, with 
some relatively new, and others well 

established. They’ve achieved a lot 
already and you can read more on that 
on our website. The key thing is to make 
sure that everyone is learning from each 
other and taking on that vital leadership 
role of transforming services.

The NHS Cancer Programme provides 
an infrastructure of support, including 
a range of ways for Cancer Alliances 
to share learning and best practice—
from a digital portal through to face‑
to‑face meetings. We’re also working 
with regional offices and Alliances to 

Making sure we 
have a cancer 

workforce plan for 
the future is an 

important element 
of the NHS Cancer 

Programme

Figure 1: Cancer survival: the latest figures, for people diagnosed in 2015, show one year survival at 72.3%—a 0.7% 
increase from 2014
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support them in their development as 
system leaders. With input from local 
stakeholders, all Cancer Alliances will 
conduct a self‑assessment review to 
identify opportunities to strengthen 
the Cancer Alliance as a system leader 
and to draw out focus areas for local 
improvement. Feedback from the 
self‑assessment activity will help to draw 
up a tailored development programme 
for each Cancer Alliance, which will 
enable them to both lead delivery of 
service transformation at scale and 
pace, and to improve outcomes for 
people with cancer.

 The 62-day cancer waiting 
time target hasn’t been 

met since January 2014. What 
are the reasons for this, what is 
being done, and when will the 
85% target be met?

Catching cancer earlier is vital, which 
is why the NHS is deliberately putting 
itself under pressure by significantly 
increasing the number of people 
referred for checks. As a result, the NHS 
is now seeing nearly two million urgent 
GP referrals a year, with record highs 
of 14,000 people receiving their first 
treatment following an urgent referral 
in June. 

We are supporting Cancer Alliances 
to recover performance against the 

standard, with implementation of the 
first of three optimal timed pathways 
(lung, prostate, and colorectal). Putting 
these pathways in place means we can 
address most 62‑day breaches. It is also 
helping get us ready for the new 28‑day 
faster diagnosis standard.

 There is long-standing 
evidence that centralisation 

of specialised cancer services 
delivers better outcomes. What 
more needs to be done in this 
area?

The simple answer is that we need to 
look at what the evidence tells us—
whether services as they stand are being 
delivered in the best possible way for 
patients, as well as the health services as 
a whole.

 Different parts of the 
cancer pathways (breast, 

colorectal) are commissioned by 
CCGs and NHS England. How do 
you ensure the whole pathway is 
appropriately commissioned and 
doesn’t become fragmented?

Cancer Alliances have been established 
across the country to act as local 
leaders to drive transformation and have 
clear oversight over the whole patient 
pathway.

 To summarise, how 
overall, do you feel the 

implementation of the National 
Cancer Strategy is going?
We should be proud of the progress that 
we’ve made as we approach the end of 
the third year of this 5‑year programme. 
We’ve met or are on track to meet some 
major milestones. For example, we have 
nearly finished the largest radiotherapy 
upgrade programme in 15 years, we’re 

implementing new pathways based on 
the latest evidence for key cancers—
with more to come—and thousands of 
patients are benefitting from the new 
Cancer Drugs Fund. 

We provide a regular update on 
progress, with the latest one available 
on our website.5

We know there is more to do but there 
is a strong foundation—particularly as 
the NHS looks to develop a long‑term 
plan based on new funding from the 
government.
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The aim of treatment in acute 
ischaemic stroke (AIS) is to 
clear the blocked artery and 

reperfuse the brain. Up until now this 
has been achieved by intravenous (IV) 
thrombolysis using alteplase, a tissue 
plasminogen activator (tPA). Over 
one‑third of ischaemic strokes are 
caused by large artery occlusion (LAO) 
and IV thrombolysis is often ineffective 
in this situation. 

Mechanical thrombectomy is a 
recent breakthrough in the treatment 
of this type of stroke and has 
been shown to be more effective 
than IV thrombolysis. Mechanical 
thrombectomy is expected to 
become the standard of care soon. 

At present there are several obstacles 
to the universal implementation of 
mechanical thrombectomy although 
national and international stroke 
guidelines and NICE have recognised 
mechanical thrombectomy as standard 
treatment. 

NHS England has recently undertaken 
to routinely commission mechanical 
thrombectomy and in March 
2018 it set out its policy position 
regarding commissioning mechanical 
thrombectomy for acute ischaemic 
stroke for all ages. The policy considers 
the current stroke pathway, immediate 
treatment, criteria, practices, and the 
impact of the full implementation of 
mechanical thrombectomy as part of 
the pathway for patients who comply 
with the criteria. It also defines NHS 
England’s commissioning position on 

mechanical thrombectomy as part 
of the treatment pathway for adults 
treated for severe ischaemic stroke 
where this is the responsibility of NHS 
England specialised commissioning 
teams.1 

Procedure and setting
Mechanical thrombectomy can only be 
carried out in a tertiary stroke centre 
by a neurointerventionist, usually 
an interventional neuroradiologist 
(although other groups also perform 
this procedure). NHS England’s 
commissioning guidance stipulates 
that all thrombectomy centres must be 
recognised by NHS England as one of 
their listed centres for this procedure, 
meet their service specifications, and 
have regard to the British Association 
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of Stroke Physicians (BASP) Standards 
for providing safe acute ischaemic 
stroke thrombectomy services.1,2 The 
BASP defines a suitable centre as a 
neuroscience centre incorporating 
hyperacute stroke units (HASU) 
embedded within a high‑quality 
comprehensive stroke service with 
access to neurosurgical, neurocritical 
care, and specialist stroke services.2 All 
centres must enter patients admitted 
with stroke on the Sentinel Stroke 
National Audit Programme (SSNAP) 
database, which is used to audit stroke 
treatment and outcomes.1 

Most patients also have initial 
treatment with intravenous 
thrombolysis if they are within the time 
window (4.5 hours) and there are no 
contraindications.3 

NICE interventional procedures 
guidance (IPG) 548 on Mechanical 
clot retrieval for treating acute 
ischaemic stroke4 summarises the 
procedure. It is usually done under 
sedation but general anaesthesia is 
often needed.2 Cerebral angiography 
is done to show the exact location 
of the arterial occlusion. A delivery 
catheter is inserted, usually through 
the femoral artery in the groin, and 
advanced into the occluded artery using 

X‑ray guidance. A clot‑retrieval device 
attached to a guidewire is introduced 
through the delivery catheter to the 
site of the occlusion, to remove the 
clot and re‑establish blood flow. The 
devices in current use are stent retriever 
devices sometimes with balloon guide 
catheters for flow occlusion (to reduce 
forward flow thereby reducing the 
chance of distal embolisation), direct 
aspiration catheters, or combined 
stent retrievers/aspiration catheters.3,4 
Acceptable standards are considered 
to be groin puncture time to start of 
revascularisation of <45 minutes in 
at least 65% of patients and end of 
revascularisation in a time of median 
≤60 minutes.2 

Patient selection is usually made 
jointly between stroke physicians and 
neurointerventionists.3 Depending 
on stroke service configurations in 
different regions, patients may present 
directly to a tertiary centre. This has 
been called the ‘mothership’ model and 
is clearly the most efficient pathway in 
ensuring timely treatment.3,5 However, 
geographical constraints may make this 
impossible and patients may present 
initially to a peripheral centre where 
they are assessed and transferred to 
a tertiary centre while receiving IV 
tPa prior to thrombectomy. This has 

been called the ‘drip and ship’ model.3,5 
Communication between centres 
has to include telephone contact and 
viewing of images remotely via a picture 
archiving and communication system 
(PACS). The assessment has to be rapid 
but thorough and consists of stroke 
diagnosis, likely localisation, assessment 
of severity, pre‑stroke functional status, 
and co‑morbidities.3 The procedure 
remains very time‑dependent; for every 
15 minutes saved in reperfusion, an 
estimated 39 patients per 1000 treated 
would be less disabled at 3 months, 
including 25 more who would achieve 
functional independence.6 

Once the procedure is complete, the 
patient will need to be monitored in 
the hyperacute stroke unit (HASU) 
or neurocritical care (usually if they 
received a general anaesthetic) of 
the tertiary centre. Most will require 
repatriation to their parent hospitals for 
ongoing rehabilitation and some may 
be suitable for early discharge, usually 
with support from the early supported 
discharge team (ESDT).

Evidence base
The national stroke guideline 
2016 concluded that mechanical 
thrombectomy is an effective acute 
treatment for selected patients with 
proximal large artery occlusions as 
an adjunct to IV thrombolysis, and 
a standalone treatment for those 
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patients with contraindications to 
IV thrombolysis.7 Similarly, NICE has 
reviewed the evidence and issued 
guidance (IPG548) recommending 
mechanical thrombectomy.4

Complications 
The overall complications rate of 
mechanical thrombectomy is about 15%, 
based on recent trial data.3 However, 
many complications are minor and do 
not affect final outcomes for patients.3

Cost effectiveness 
A recent systematic review of cost 
effectiveness reviewed data from 17 
studies and concluded that mechanical 
thrombectomy was cost effective and 
good value for money with a threshold 
of $50,000 per Quality Adjusted life 
Year (QALY).8 NICE uses a threshold 
of £30,000 per QALY. Two UK studies 
using Markov modelling have suggested 
cost effectiveness; a 100% likelihood 
of cost‑effectiveness for a £30,000 
threshold value and an incremental 
cost per QALY gained of mechanical 
thrombectomy over a 20‑year period 
of £7061.9,10 The cost of mechanical 
thrombectomy was estimated to be 
£8365 (including the cost of the stent 
retriever and the whole procedure) in 
the latter study.10 

Challenges 
Given the complex and time‑dependent 
nature of mechanical thrombectomy, 
there are major challenges to the 
implementation of mechanical 
thrombectomy in the UK and other 
parts of the world. There are obvious 
geographical, organisational, and 
financial barriers to providing a 
round‑the‑clock service.11 

The most significant problem 
is probably the lack of trained 
neurointerventionists; in 2017, there 
were about 80 such specialists 
in the UK and 24 neuroscience 

centres in England.12 There will be 
significant difficulties in training 
neurointerventionists and the British 
Society of Neuroradiologists (BSNR) 
has issued recommendations on training 
and suggested training numbers and 
competencies.13 It has been suggested 
that given appropriate training, 
other groups (general interventional 
radiologists, cardiologists, stroke 
physicians, or neurologists) may be 
able to support neurointerventionists.12  
Numbers will have to be high enough to 
support 24/7 rotas covering 365 days a 
year. At present, at least one centre in 
the UK is running such a rota and other 
existing, within hours, services are in the 
process of expanding their coverage. 

Where ‘drip and ship’ is the only 
possible model, staff such as 
radiographers (with the training 
to perform CT angiograms) in the 
receiving hospitals may be found to 
be in short supply and there may be 
capacity issues within local radiology 
services. Local specialists such as stroke 
physicians/neurologists are also in 
short supply and may find it difficult to 
cover 24/7 rotas for the assessment of 
acute strokes for thrombectomy. Rapid 
referral pathways and transport to the 
neuroscience centre will have to be 
established. 

Funding and commissioning 
There are approximately 80,000 
stroke admissions in England 
per year.1 Currently, around 12% 
of all stroke patients receive IV 
thrombolysis and an estimated 8000 
patients per year may be eligible for 
mechanical thrombectomy.1 Funding 
and commissioning of mechanical 
thrombectomy will be managed 
through the relevant local NHS England 
specialised commissioning team.1 
Reimbursement for treatment will be 
dependent on activity being reported 
via the Secondary Uses Service (SUS) 
and is dependent on entering patient 

The most 
significant problem 
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level data in the Sentinel Stroke 
National Audit Programme (SSNAP) 
database.1 The appendix to the NHS 
England document provides advice 
on coding for the intervention and 
indicates that the revenue cost per 
patient is based on HRG YA12Z with the 
cost of the device included in the tariff.1 
According to the current National Tariff 
Workbook, the set reimbursement is a 
non‑elective spell tariff of £11,762.14 

SUMMARY
Mechanical thrombectomy is a new 
treatment modality for a subset of acute 
ischaemic strokes that has been proven 
to be very efficacious and cost effective. 
There are practical difficulties with its 
universal implementation which will 
gradually be overcome. An estimated 
10% of strokes will benefit from this 
treatment but, as with any other stroke, 
high quality stroke unit care in the acute 
and rehabilitation phases is needed for 
good patient outcomes.

Editor’s note: For further clinical 
detail on mechanical thrombectomy, 
see the November issue of our 
sister publication, Guidelines in 
Practice, where Dr Dutta has written 
an article aimed at primary care 
clinicians and commissioners (www.
guidelinesinpractice.co.uk).
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There are an estimated 2.5 million 
people living with cancer in 
the UK, and this is expected to 

rise to 4 million by 2030.1 More than 
half of the UK population born after 
1960 will be diagnosed with cancer 
at some point in their lives.2 When 
clinical investigations (e.g. blood tests, 
radiological imaging) raise the suspicion 
of cancer, patients undergo surgery and 
the suspected tumour is removed. The 
sample is then sent to a histopathology 
laboratory where it is processed by 
biomedical scientists and examined by a 
pathologist who makes a diagnosis (using 
a microscope). This tissue diagnosis 
determines the optimum treatment(s) 
and follow up for the patients. Cancer 
Research UK (CRUK) has identified 
a 4.5% year‑on‑year increase in 
the number and complexity of 
histopathology requests since 2007/08, 
a large proportion of which are for the 
investigation of cancer.3 

Demand for histopathology 
tests is exceeding capacity
The increasing level of complexity is 
a consequence of changes in clinical 
practice, which mean that additional 

investigations/resources are required, 
e.g. NGS (next generation sequencing) to 
refine diagnostic/prognostic decisions, 
consensus reporting and/or referral for 
specialist histopathology opinion. This 
increase in demand runs in parallel with a 
reduction in workforce capacity.

The Royal College of Pathologists’ 
(RCPath) 2017/18 workforce survey 
identified significant staff shortages 
affecting departments across the UK:4 
• only 3% of histopathology 

departments report that they have 
adequate staffing levels 

• outsourcing histopathology 
services and employing locum 
histopathologists costs an estimated 
£27 million a year

• 25% of all histopathologists are 
aged 55 years or over, heralding 
a retirement crisis in workforce 
that is compounded by insufficient 

recruitment into histopathology 
training posts.

The increase in demand, in the face of 
challenging workforce capacity, has a 
negative impact on the time it takes 
for a diagnosis to be made: the data for 
England indicate that patients waiting  
more than 6 weeks for diagnostic tests 
in pathology has been increasing at 17% 
per year since 2010–11.3  
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The 28-day diagnostic time 
standard
Early cancer diagnosis is key to 
improving cancer survival rates. The 
Independent Cancer Taskforce (ICT) has 
defined a new 28‑day diagnostic time 
standard by 2020: 95% patients to get 
a definitive cancer diagnosis within 28 
days of being referred by their GP.5 This 
new target replaces the earlier 14/31/62‑
day standards: 14 days from urgent GP 
referral for suspected cancer to hospital 
specialist; 31 days from diagnosis/
decision to first treatment; and 62 days 
from urgent referral to first treatment.6 
The new target is supported by NHS 
England’s initiatives for ‘earlier and 
faster’ cancer diagnosis,7 to meet the 
ICT’s ambitious goal of 57% of cancer 
patients surviving  10 years or more by 
2020 and 75% surviving 1 year.5 

It is increasingly apparent that plans for 
shorter diagnostic times, along with the 
increase in demand and complexity of 
histopathology test requests, require 
that we look at solutions to support 

these important diagnostic services, 
which are under considerable stress. 
Campaigns to improve investment 
in pathology services and promote 
recruitment and retention are ongoing.8 
The role of technology in improving 
pathology services and cancer 

outcomes has been the subject of many 
reports from the National Pathology 
Programme’s Digital First report (2014)9 
to NHS England’s Achieving world-
class cancer outcomes (2016).10 Digital 
pathology has received particular 
attention: CRUK has recommended that 
the NHS invest in digital pathology to 
‘future‑proof’ histopathology services3 
and Professor Sir John Bell’s Life 
sciences industrial strategy presents 
a vision where digital images have 
replaced conventional microscopy.11 

DIGITAL PATHOLOGY SOLUTIONS
Digital pathology (or whole slide 
imaging) refers to the process of 
generating high‑resolution images from 
tissue sections on glass slides that would 
conventionally be examined under a 
microscope. These images are accessible 
via secure servers, and can be viewed 
by pathologists on computer monitors,12 
(see Figure 1). 

Digital pathology can transform the 
conventional diagnostic histopathology 

Figure 1: Digital pathology workflow 

Reproduced with permission from Philips.

 • Tissue samples (on glass slides) that have been prepared 
for examination by a pathologist are loaded into racks 
and into a high-volume scanner

 • The glass slides are delivered to a microscope stage by a 
robotic device

 • Once on the stage they can be scanned at high 
resolution to produce digital images that can be viewed 
on a workstation

 • The pathologist can make their diagnosis (integrated 
into the Laboratory Information System), share the 
findings at multidisciplinary team meetings, and seek 
second opinions remotely. 
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A typical digital image workoad

workflow that is currently the norm in 
the majority of UK departments. Not 
only does digital pathology potentially 
avoid diagnostic delays by impacting 
on the logistics of laboratory workflow 
(e.g. preparation/retrieval of cases 
for pathologists, case‑handling by 
pathologists, archiving of cases)13 but the 
availability of digital images also creates 
an opportunity for remote consultation 
and new models of working. It can also 
support innovative research to develop 
artificial intelligence (AI)‑based tools to 
facilitate pathologists’ decision‑making, 
improving accuracy and productivity. 
Furthermore, the availability of 
digital data provides opportunities 
for integration of results with other 
diagnostic modalities (e.g. radiology), 
further strengthening the accuracy of 
diagnosis.14 

This revolution in the delivery of 
diagnostic histopathology services in the 
UK is gathering pace: the Department 
for Business, Energy and Industrial 
Strategy has recently announced 
three digital pathology centres 
(Leeds, Glasgow, and Coventry).15 This 
represents a step‑change in the UK: a 
recognition of the benefit and scope of 
diagnostic digital pathology in the NHS, 
and the expectation is that investment 
in digital pathology across the wider 
NHS (beyond the funded centres) will 
become the established norm.

UPTAKE IN THE UK
As well as being useful as a training/
educational tool, digital pathology has 
a number of applications in clinical 
practice:16 
• primary diagnosis refers to using the 

technology as a diagnostic tool, i.e. 
replacing conventional microscopy

• interpretation of specialist tests 
applied to histological samples, such 
as immunohistochemistry, which are 
used to confirm or refine diagnoses

• provision of intraoperative 
diagnoses—e.g. frozen sections/
intraoperative smears—that 
support surgical services remotely if 
pathologists are working offsite

• multi‑disciplinary team meetings 
enabling review of cases in 
preparation for treatment decisions

• second‑opinion consultations in 
real‑time: digital pathology image 
management systems enable remote 
collaboration/consultation between 
pathologists and so facilitate more 
rapid diagnosis (currently glass slides 
have to be dispatched by post with 
additional delays incurred).

A recent survey of digital pathology 
utilisation across the UK, which 
included a range of academic and NHS 
histopathology facilities (district general 
hospitals and tertiary referral centres), 
identified that 60% of departments 
(out of total 40 respondents) had 

access to a digital pathology scanner 
and workstation.17 However, 60% of 
departments do not routinely produce 
digital slides, with usage ranging 
between 50 slides to 30,000 slides 
scanned. 

The most common application of 
digital pathology in the UK is to 
support teaching and research. Most 
departments (80%) are not using digital 
pathology as a primary diagnostic 
tool; the rest report using it always 
(5%) or often/sometimes (15%). 
These are results from a survey of 40 
institutions, and it is likely that a more 
comprehensive survey of histopathology 
departments across the UK will highlight 
a lower uptake of this technology in 
clinical practice. 

Nevertheless, the survey does 
identify an increasing interest and 
appetite for digital pathology. This 
is reflected in the outputs of the 
Life sciences industrial strategy11 and 
recent RCPath publications: Diagnostic 
digital pathology strategy (2017)18 and 
Best practice recommendations for 
implementing digital pathology (2018).19 
There have also been a small number 
of UK‑based digital pathology/primary 
diagnosis studies focused on diagnostic 
digital pathology validation and training 
approaches, which will pave the way to 
greater confidence and therefore uptake 
of the technology.20,21

Digital pathology 
can transform 

the conventional 
diagnostic 

histopathology 
workflow that is 

currently the norm
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INTERNATIONAL PERSPECTIVE
Outside the UK there have been a 
number of early adopters of diagnostic 
digital pathology (i.e. for primary 
diagnosis) who have developed 
pathways for the implementation of 
digital pathology into clinical practice. 
The drivers in each of the cases 
presented are different.

In Sweden, a 7‑year diagnostic digital 
pathology implementation project 
involved the digital scanning of 500, 000 
slides in two hospitals departments 
in Linköping and Kalmar.22 One of the 
drivers for this study was a need to 
improve upon microscope ergonomics 
(and so avoid cervical spine problems 
associated with use of conventional 
microscopes), with a number of 
pathologists experiencing improvements 
when using digital interface. 

In China, a 2‑year programme of 
implementation across three regional 
and 20 provincial centres (16,247 cases) 
was driven by a national strategy 
to address the limited availability of 
pathologists in China.23 

More recently, the digitisation of 
networked histopathology services 
with a move away from conventional 
microscopy has been successfully 
implemented in LabPON, Netherlands.24 

This is the largest pathology laboratory 
in the Netherlands, handling 55,000 
cases per year (more than 300,000 
glass slides) and employing 17 
pathologists and a total of 115 staff. 
The experience of this service has 
shown that workflow digitisation is 
associated with significant time‑saving 
benefits: on average, more than 19 
working hours saved in a typical day.13 

Furthermore, in terms of diagnostic 
capability, the LabPON experience is 
that the diagnostic digital pathology 
network contributed to faster diagnoses 
and consultation while maintaining 
diagnostic standards (concordance 
rate between digital and conventional 
microscopy was 97.8%).25

In veterinary pathology, delivery 
of a global network of diagnostic 
digital pathology has been ongoing 
since 2014 and has had a significant 

impact on configuration of laboratory 
workflow and turnaround time;26 
indeed, pathology post vacancies at the 
veterinary diagnostics company IDEXX 
emphasise that successful applicants will 
have to use digital pathology to work 
collaboratively with colleagues across 
the world.

BUSINESS CASE 

The business case for digital pathology 
is usually considered within the context 
of a histopathology department, 
focusing on:16,27

• projected improvements in 
productivity and cost‑savings 
in relation to the departmental 
workforce (pathologists, biomedical 
scientists, clerical/administrative 
staff)

• reductions in locum and outsourcing 
costs

• avoidance of financial penalties 
associated with delays in diagnosis

• potential for income generation from 
insourcing. 

The cost of digital pathology has 
been estimated in a UK department 
comprising 45 full‑time equivalent 
(FTE) consultant histopathologists, 
120 laboratory and administrative staff, 
and handling 80,000 specimens a year 
as follows: £1.4 million implementation 
costs; annual maintenance costs of 
£250,000 on a departmental budget of 
£9 million.28 The authors report that in 
this scenario, 10% or 15% improvement 
in productivity would break even at year 
2 or year 1, respectively.

An earlier investigation of cost‑
effectiveness in a US‑based institution, 
which handles 219,000 cases, estimated 
that, when phased over a 5‑year 
implementation timetable, cost‑savings 
of a consolidated service would be $12.4 
million.29 These cost‑savings could be 
accounted for by improved diagnostic 
workflow (distribution of workload) 
and pathologist productivity. This study 
also considered the wider context of 
the patient diagnostic pathway in its Scanner and imaging system in use in a pathology suite
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business case, identifying a $5.4 million 
reduction in the cost of incorrect 
treatment (resulting from incorrect 
diagnosis); a financial saving that 
would be immeasurably outweighed 
by prevention of harm to patients. It 
is therefore important to define the 
cost‑effectiveness of digital pathology 
across the entire diagnostic pathway. 
Furthermore, business cases are often 
presented in the existing departmental 
context; more attention should be paid 
to developing a business case in the 
context of new models of diagnostic 
delivery such as regional/national 
networked configuration and with 
attention to new models of working 
and to integration of other diagnostic 
modalities.  

IMPLEMENTATION IS A TEAM 
EFFORT
Implementation of digital pathology 
is a complex process that requires the 
input of a large team of people. There 
is guidance available from UK‑based 
early adopters30 and those who have 
carried out evaluations of networked 
options.31 Their experience has identified 
effective project management and early 
involvement of IT at early stages as 
keys to success. Staff engagement, with 
opportunities for training and validation, 
is mandatory; this includes biomedical 
scientists as well as pathologists. The 
RCPath has recently produced best 
practice guidelines,19 which provide a 
consensus protocol for implementation 
of diagnostic digital pathology in clinical 
practice: this should provide pathology 
services and pathologists with the 
confidence to embark on transforming 
their services.  

CONCLUSION
Histopathology services are facing 
mounting challenges from increased 
demand and reduced workforce 
capacity, at a time when expectations 
for more rapid diagnosis are increasing. 
A digital pathology solution enables 

the electronic transfer and sharing of 
digital images, and those that have made 
the switch have demonstrated faster 
diagnostic services.

Nationally, there is recognition that 
this technology has the potential to 
transform pathology services and to 
facilitate research and development 
(R&D) in AI and improved diagnostics. It 
is now accepted that digital pathology 
should be part of the diagnostic 
pathway, and this has been bolstered by 
a Government commitment to fund a 
network of digital pathology, imaging, 
and AI centres. 

Implementation of digital pathology 
across the wider NHS histopathology 
landscape is now inevitable. This will 
best be achieved by learning from the 
experience of early adopters, including 
the need to redesign our services. 
Digital pathology is a connecting 
technology, and so it is important 
to ensure that we have a connected 
strategy for its implementation at a 
national level to ensure equity of service 
provision for our patients. This may 
mean integrating pathology resources 
with other diagnostic modalities (such 
as radiology and endoscopy) to deliver a 
connected service to our patients.

The future of diagnostic services is 
an integrated platform that brings 
together multi‑source diagnostic data, 

strengthening diagnostic accuracy, 
and precision: a future where AI 
could become part of the diagnostic 
workforce.14
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Key Points

Shorter national diagnostic time targets, increased demand for complex 
histopathology tests, and reduced workforce capacity require solutions to support 
current and future diagnostic services.

 • Digital pathology:

 ɦ generates high-resolution images that are accessible via secure servers and can 
be viewed by pathologists on computer monitors

 ɦ helps to avoid diagnostic delays and may reduce costs

 ɦ provides opportunities for remote consultation and new models of working

 • Although most departments in the UK are not using digital pathology for primary 
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benefits have been shown

 • A connected strategy is required for implementation of digital pathology at a 
national level and best practice guidelines are available. 
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The life sciences sector is facing 
an uncertain few months. Quite 
apart from the challenge of 

Brexit and the nightmare of ‘no deal’, it 
is also facing the impact of restrictions 
on access to medicines put in place by 
NICE last year,1 the outcome of tough 
negotiations with the Government on 
the Pharmaceutical Price Regulation 
Scheme (PPRS) to control drugs costs, 
and the prospect of punitive and 
draconian statutory price controls.2 

It is a perfect storm of dangers for the 
life sciences sector. 

In the past, and facing such a grave 
scenario, the sector would at least have 
been able to rely on some degree of 
balance between the government’s 
aim of reducing spending on 
pharmaceuticals on the one hand and 
its aim of supporting the life sciences 
sector on the other. For decades, these 

have been the government’s twin 
policy objectives—even if there is a 
short‑term tension between them. 

It is worth setting out why, because 
increasingly the government is 
prioritising only lower drugs prices. 
A new and innovative drug may be 
expensive for the NHS to purchase, 
but its use in the NHS gives scientists 
and clinicians in the UK the expertise 
which maintains our country as a 
priority destination for inward research, 
development, and manufacturing 
investment, which help strengthen 
our economy. That is why, over the 
long‑term, investment in innovation 
makes sense, even if it does not in the 
short term. It demonstrates why it is 
so important for the government to 
pursue its two policy objectives together. 

The government still talks a good game 
on this, and my colleagues in the sector 
speak well of government initiatives 
such as the Accelerated Access 
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Collaborative3 and the Life Sciences 
Industrial Strategy.4

But they speak too of their frustrations 
with NHS England’s single‑minded 
ambition of reducing spending on 
innovative drugs at the expense of 
the benefits to the UK economy that 
this spending brings about. And this 
ambition stems directly from the fact 
that so much spending on drugs is now 
consolidated within the specialised 
commissioning directorate of NHS 
England, and the concentration of 
purchasing power that results. Put 
simply, NHS England has all the control 
it needs to extract short‑term savings 
from the life sciences sector—and sees 
no reason to prioritise the long‑term 
benefits to the UK economy that the 
sector can deliver.

There is every indication that NHS 
England’s view now prevails within 
government. It takes all major decisions 
on medicines policy, and also takes the 
lead on the PPRS negotiations. Indeed, 
recent government pronouncements on 
spending on pharmaceuticals speak only 
of the need to safeguard the financial 
sustainability of the NHS rather than of 
any need to support the life sciences 
sector. 

The impact of all this is clear. NICE is 
now seeking to charge pharmaceutical 
companies to assess their treatments 
through processes which are less 

likely to be positive for patients.5 

The government is threatening the 
life sciences sector with a 21% sales 
tax6 and extorting £100 million from 
pharmaceutical companies to help with 
Brexit preparations.7

It is a hostile environment, and its effect 
is increasingly clear too. Investment by 
pharmaceutical companies in research 
and development in the UK is declining. 
The share of UK patients participating 
in global clinical trials is slipping. Jobs 
in pharmaceutical manufacturing have 
fallen by 10,000 (25%) since 2012.8

Over the coming months, and without 
action, this situation will worsen 
further—with patients increasingly 
denied access to the latest treatments as 
companies refuse to launch them here. 

What can be done? NHS England should 
undoubtedly be an important voice in 
government on medicines policy, but it 
should not be the only voice. Number 
10, the Treasury, and the Business 
Department all need to re‑engage in 
medicines policy, so that the long‑term 
benefits to UK plc of investment in 
innovative drugs are articulated when 
policy decisions are made. For our part, 
the life sciences sector must over the 
coming months pull together to argue 
better the pressing need for this to 
happen.

Because the alternative—the 
maintenance of the status quo—will be 
so much worse. NHS England and the 
government may extract a short‑term 
dividend. But in the long term, fewer 
patients will be treated well, the life 
sciences sector will atrophy, and 
our economy will weaken —and the 
investment that the country needs to 
make in the NHS will become impossible 
to deliver.
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Human normal immunoglobulin 
(Ig) is currently available in 
the UK from eight different 

manufacturers in both subcutaneous 
and intravenous forms. NHS England 
commissions Ig usage based on 
the Department of Health’s 2008 
guidelines.1

Ig usage
A colour‑coded prioritisation scheme 
is in place, which ensures that patients 
with the most severe, life‑threatening 
conditions receive Ig as a priority. The 
guidelines suggest a variety of dosage 
regimens for patients, and treatment 
may be acute or long term.

Around 16,000 patients are treated 
with Ig annually.2 Neurological 
conditions use the most Ig by 
volume (44%), immunology uses 
32%, and haematology uses 9%. 
Other specialities that use Ig include 
paediatrics, transplant, dermatology, 

intensive care, infectious diseases, 
and obstetrics. The most common 
indication for Ig usage is primary 
immunodeficiency disease, followed 
by secondary antibody deficiency, and 
thirdly, immune thrombocytopenia.2 

See Box 1 for further information on Ig 
therapy. 

Managing the governance around Ig 
within NHS trusts is a complex task, 
particularly because unlike most 
high‑cost drugs, Ig is not restricted 
to a few speciality areas. Trusts 
are required to submit Ig usage 
reports (including indication, volume 
received, and outcome data) to NHS 
England on a quarterly basis via the 
National Immunoglobulin Database.4 

Trusts are also required to have an 
immunoglobulin assessment panel (IAP) 
in place to oversee the governance 
of Ig, consisting of prescribers and 
pharmacists experienced in Ig usage.

NHS England was expected to spend 
£200 million on Ig products in 2017/18, 

and sales to NHS trusts increase 
by approximately 10% each year.2 
A national demand management 
programme is in place under the 
direction by the Commercial Medicines 
Unit (CMU) and trusts are allocated 
an annual volume of Ig based on the 
previous year’s usage and forecasted 
growth.

Tough decisions
Unfortunately, given trust forecasted 
usage, sales figures, and Ig 
manufacturing levels, the current 
demand for Ig cannot be met. For the 
first time, managing Ig usage based 
on what is available in the market is 
a priority, as the previous strategies 
adopted by Ig prescribers of reducing 
usage are no longer sufficient.

NHS England needs to ensure that 
patients with the most severe and life 
threatening conditions can continue to 
receive Ig, and hospital trusts must now 
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work with NHS England and the CMU 
to reduce their planned Ig usage even 
further. Action is required immediately 
and it will require tough decisions. 
Patients, commissioners, IAPs, and 
clinical teams must work together to 
achieve this. 

UK market issues

The instability of the UK market is a 
long‑standing issue for several reasons:
• long‑standing production issues 

from companies, including 
withdrawal from the UK market

• limited appeal of the low pricing of 
the UK market

• increased demand internationally
• the UK is unable to contribute 

plasma due to the Creutzfeldt‑Jakob 
Disease (CJD) risk.

Previous strategies employed by 
NHS England to reduce Ig usage have 
included:
• prioritise Ig to treatment of red and 

blue indications (i.e. those conditions 
with the highest risk to life and the 
most evidence of effectiveness)

• ensure adherence to national 
guidelines for Ig usage, including 
review of local guidelines

• monitor trust submission of Ig 
patient outcome data on the 
National Immunoglobulin Database

• communicate market position 
of manufacturers of Ig to trusts, 
in terms of their ability to meet 
demand.

Strategies employed by trusts to reduce 
Ig usage include:
• review appropriateness, dose, and 

frequency of immunoglobulin in 
existing patients

• consider other clinically effective and 
cost‑effective treatment options for 
all patients who are considered for 
or receiving Ig treatment (e.g. trial of 
steroids or plasma exchange)

• ensure IAP engagement and 
submission of outcome data on the 
National Immunoglobulin Database

• put in place a mechanism for review 
of urgent Ig requests (e.g. medical 
director approval).

In recognition of the challenge of 
managing the ongoing demand for 
Ig, NHS England has established new 
priorities:
• implement sub‑regional IAPs to 

improve clinical stewardship in 
defined geographical areas

• update national clinical guidelines in 
line with evidence‑based outcome 
data

• ensure Ig allocation is reviewed 
regularly, minimising effect on 
patients

• update Commissioning for Quality 
and Innovation (CQUIN) for 
medicines optimisation.

Throughout what will be a challenging 
time, it is imperative that the impact 
on patient care is minimised. NHS 
England and clinical teams must engage 
with patients to reassure them that 
they are working to minimise effects 
on their care and ensure there are 
no interruptions to their treatment. 
Patients must be involved in any 
discussions regarding dosage regimen 
changes and brand switching that are 
made.  
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Box 1: What is immunoglobulin?

Human normal immunoglobulin is a sterile preparation of concentrated antibodies 
derived from the blood plasma of immune individuals.3 When injected, it can provide 
immediate protection against certain infective organisms, such as hepatitis and 
measles. This ‘passive immunity’ can last for several weeks.3

Ig preparations were first used in the 1950s as replacement therapy in primary 
immunodeficiency disorders. Around 30 years ago, suspensions of Ig suitable for 
intravenous use became available (IVIg). The ability to administer large quantities of 
Ig intravenously means that IVIg is now an important treatment option in a number 
of clinical indications beyond primary immunodeficiency, including autoimmune 
and acute inflammatory conditions, and off-label prescribing occurs in almost every 
medical specialty.1

Action is required 
immediately... 

patients, 
commissioners, 

IAPs, and clinical 
teams must work 

together
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To date, two chimeric antigen 
receptor T‑cell, (CAR‑T) 
treatments have been through 

the European regulatory review process 
and, depending on outcomes from 
NICE appraisals, they may become 
available on the NHS in the near future. 
Tisagenlecleucel and axicabtagene 
ciloleucel have been granted Market 
Authorisation for use in the EU for the 
specific indications detailed in Box 1.

In CAR‑T therapy, a patient’s own T‑cells 
are harvested and genetically modified 
ex vivo1,2 prior to re‑administration 
as an autologous infusion. This 
reprogramming introduces a transgene 
to the T‑cells, which identifies and 
eliminates CD19 expressing cancer 
cells.1,2

IMPORTANT POINTS FOR 
PHARMACIES
Owing to the complex treatment 
mechanism, there are several important 
points pertaining to procurement, 
handling, administration and supply that 
pharmacies providing these treatments 
will need to be aware of.

Firstly, procurement of human cells 
for manufacture requires a licence 
in the EU (either a Human Tissue 
Authority Licence for Procurement or 
an MHRA Blood Establishment licence). 
Therefore, pharmacies must ensure 
that the manufacture will be performed 
under the relevant licence.3

Pharmacies must also ensure that:3
• screening of the patient for 

statutory infectious disease 
markers is performed on the day of 
procurement

• there is a secure supply chain to 
ensure linkage of the donor material 
to the final product throughout 

the manufacturing process—a 
mismatched product would cause a 
fatal transfusion graft versus host 
disease reaction if administered, as 
patients are lymphodepleted prior to 
infusion

• CAR‑T is supplied frozen at cryogenic 
temperatures (‑155⁰C). The post‑
defrost shelf life will be specified 
by the manufacturer, and it may be 
necessary to deliver the product to 
the clinical area in the dry shipper 
maintaining the correct temperature 
that it was delivered to the site in 
(temperature monitors are attached to 
the shippers). As these are live human 
products, maintenance of cell viability 
is essential

• pharmacies should have suitable 
equipment for rapid thawing of CAR‑T 
(e.g. blood warming equipment), which 
may be required at the patient bedside

• the rapid proliferation of modified 
T cells may induce tumour lysis 
syndrome. Pharmacies must ensure 
that the appropriate therapies (e.g. 
steroids and IL‑6 agents) are readily 
available. The manufacturers for both 
products specify that a minimum of 
four doses of tocilizumab must be on 
site for use if required.1,2

Another consideration is that most 
lymphodepletion pre‑treatment is 
achieved with fludarabine.1‑3 It would be 

prudent to implement a local process 
whereby physicians ensure that the CAR‑T 
product is in the pharmacy prior to 
administration of fludarabine. In terms of 
assurance for professionals administering 
the product, the vectors used are unable 
to replicate in host cells, therefore there 
are no risks or precautions required for 
staff other than that of conventional 
blood transfusion.3 
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CAR-T THERAPY: INNOVATIVE TREATMENT WITH SPECIAL REQUIREMENTS
Martin Bradley details how this new type of therapy that uses a patient’s 
own T-cells can be delivered in practice

Box 1: CAR-T treatment indications

Tisagenlecleucel 

 ɦ paediatric and young adults up to 25 years of age with B-cell acute 
lymphoblastic leukaemia (ALL) that is refractory, in relapse post-transplant or 
in second or later relapse

 ɦ adult patients with relapsed or refractory diffuse large B-cell lymphoma 
(DLBCL) after two or more lines of systemic therapy.1

Axicabtagene ciloleucel

 ɦ adult patients with relapsed or refractory DLBCL and primary mediastinal large 
B-cell lymphoma (PMBCL), after two or more lines of systemic therapy.2
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Treatments for routine commissioning by NHS England as per the criteria set out in the policies

Clinical Commissioning Policy 17088P Bendamustine with rituximab for first line treatment of mantle cell lymphoma 
(all ages)

Clinical Commissioning Policy 170054P Bendamustine with rituximab for relapsed and refractory mantle cell lymphoma 
(all ages)

Clinical Commissioning Policy 170055P Bendamustine with rituximab for first line treatment of advanced indolent 
non-Hodgkin’s lymphoma (all ages)

Clinical Commissioning Policy 170056P Anakinra/tocilizumab for the treatment of Adult-Onset Still’s Disease refractory 
to second-line therapy (adults)

Clinical Commissioning Policy 170059P Lomitapide for treating homozygous familial hypercholesterolaemia (adults)

Clinical Commissioning Policy 170061P Susoctocog alfa for treating bleeding episodes in people with acquired 
haemophilia A (all ages)

Clinical Commissioning Policy 170062P Anakinra to treat periodic fevers and autoinflammatory diseases (all ages)

Interim Clinical Commissioning Policy Statement 
170064P Teriparatide for osteoporosis in men (adults) 

Clinical Commissioning Policy 170067/P Emicizumab as prophylaxis in people with congenital haemophilia A with factor 
VIII inhibitors (all ages)

Urgent Clinical Commissioning Policy Statement 
170075P

Alemtuzumab for treating relapsing remitting multiple sclerosis—third cycle 
(all ages)

Clinical Commissioning Policy 170078P Levofloxacin nebuliser solution for chronic Pseudomonas lung infection in 
cystic fibrosis (adults)

Treatments that NHS England will not routinely commission

Clinical Commissioning Policy 170052P Human coagulation factor X for hereditary factor X deficiency (all ages)

Clinical Commissioning Policy 170053P Everolimus for refractory focal onset seizures associated with tuberous sclerosis 
complex (ages 2 years and above)

Clinical Commissioning Policy 170065P Selexipag for treating pulmonary arterial hypertension (all ages)

Clinical Commissioning Policy Statement 
170072P

Arsenic trioxide for the treatment of high risk acute promyelocytic leukaemia 
(all ages)

Clinical Commissioning Policy 170074P Bortezomib for relapsed / refractory Waldenstrom’s macroglobulinaemia (all 
ages)

Clinical Commissioning Policy 170080P Clofarabine for refractory or relapsed acute myeloid leukaemia (AML) as a 
bridge to stem cell transplantation (all ages)

Clinical Commissioning Policy 170088P Infliximab for progressive pulmonary sarcoidosis in adults

Recently published NHS england clinical commissioning policies
NHS England clinical commissioning policies for specialised medicines 
published since July 2018, compiled by Martin Bradley
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patient access schemes

New and updated TAs and HSTs (from July 2018–November 2018) and associated patient access schemes

TA Ref Treatment Indication PAS Type Updated

TA492 Atezolizumab (Tecentriq) Untreated PD-L1-positive locally advanced or 
metastatic urothelial cancer when cisplatin is 
unsuitable

Simple discount July 2018

TA529 Crizotinib (Xalkori) ROS1-positive advanced non-small-cell lung cancer Simple discount July 2018

TA528 Niraparib (Zejula) Maintenance treatment of relapsed, platinum-
sensitive ovarian, fallopian tube and peritoneal cancer

Simple discount July 2018

TA533 Ocrelizumab (Ocrevus) Relapsing–remitting multiple sclerosis Simple discount July 2018

TA531 Pembrolizumab (Keytruda) Untreated PD-L1-positive metastatic non-small-cell 
lung cancer

Simple discount July 2018

TA522 Pembrolizumab (Keytruda) Untreated PD-L1-positive locally advanced or 
metastatic urothelial cancer when cisplatin is 
unsuitable

Simple discount July 2018

TA536 Alectinib (Alecensa) Untreated ALK-positive advanced non-small-cell lung 
cancer

Simple discount August 2018

TA538 Dinutuximab beta (Qarziba) High-risk neuroblastoma Simple discount August 2018

TA534 Dupilumab (Dupixent) Moderate to severe atopic dermatitis Simple discount August 2018

TA537 Ixekizumab (Taltz) Active psoriatic arthritis after inadequate response to 
DMARDs

Simple discount August 2018

TA535 Lenvatinib (Lenvima) Differentiated thyroid cancer after radioactive iodine Simple discount August 2018

Sorafenib (Nexavar) CAA

TA539 Lutetium (177Lu) oxodotreotide 
(Lutathera)

Unresectable or metastatic neuroendocrine tumours Simple discount August 2018

TA541 Inotuzumab ozogamicin 
(Besponsa)

Relapsed or refractory B-cell acute lymphoblastic 
leukaemia

Simple discount September 2018

TA540 Pembrolizumab (Keytruda) Relapsed or refractory classical Hodgkin lymphoma CAA September 2018

HST8 Burosumab (Crysvita) X-linked hypophosphataemia in children and young 
people

Simple discount October 2018

TA542 Cabozantinib (Cabometyx) Untreated advanced renal cell carcinoma Simple discount October 2018

TA544 Dabrafenib (Tafinlar) Combination adjuvant treatment of resected BRAF 
V600 mutation-positive melanoma

Simple discount October 2018

Trametinib (Mekinist) Simple discount

TA293 Eltrombopag (Revolade) Chronic immune (idiopathic) thrombocytopenic 
purpura

Simple discount October 2018

TA221 Romiplostim (Nplate) Chronic immune (idiopathic) thrombocytopenic 
purpura

Simple discount October 2018

TA543 Tofacitinib (Xeljanz) Combination treatment with methotrexate for 
active psoriatic arthritis after inadequate response to 
DMARDs

Simple discount October 2018

TA545 Gemtuzumab ozogamicin 
(Mylotarg)

Combination treatment with daunorubicin and 
cytarabine for untreated acute myeloid leukaemia

Simple discount November 2018

TA=technology appraisal; HST=highly specialised technologies; PAS=patient access scheme; CAA=commercial access agreement; 
DMARD=disease-modifying antirheumatic drug; CMU=Commercial Medicines Unit

Patient access schemes (PAS) are innovative pricing agreements, proposed by pharmaceutical companies, designed to improve cost 
effectiveness and facilitate patient access to specific drugs or other technologies. The table below shows treatments recommended 
by NICE through NICE technology appraisals, published or updated within the last 4 months, alongside their approved PAS and 
other commercial arrangements, for use in the NHS.
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EVENTS

Events 
Upcoming specialised commissioning events 

Meeting mental health needs: 
practical interventions to improve 
services

Open Forum Events
Venue: Mary Ward House Conference and 
Exhibition Centre, 5–7 Tavistock Place, 
London WC1H 9SN
bit.ly/2AQPBjV

NHS: delivering the 10 year plan

Open Forum Events
Venue: Mary Ward House Conference and 
Exhibition Centre, 5–7 Tavistock Place, 
London WC1H 9SN
bit.ly/2DEJotR

The future of pharmaceutical 
pricing and acess to medicines—
priorities for implementing the next 
instalment of the Pharmaceutical 
Price Regulation Scheme

Westminster Health Forum
Venue: Central London
bit.ly/2T96ZaN

Commissioning chemotherapy 
services conference 2018

Succinct Medical Communications
Venue: Pullman London St Pancras Hotel, 
100–110 Euston Road, London NW1 2AJ
www.commissioningcancer.co.uk

Next steps for commissioning 
specialised services in England

Westminster Health Forum
Venue: Central London 
bit.ly/2OOw60l

2nd patient flow: the future of 
urgent and emergency care 
congress

Convenzis
Venue: etc.Venues, Prospero House 
London, 241 Borough High Street, London 
SE1 1GA
bit.ly/2yV3dt3

National Sector Forums for costing 
mental health services

The King’s Fund, NHS Improvement
Venue: EY Canary Wharf, 
25 Churchill Place, London E14 5EY
bit.ly/2DsimFW

Next steps for NICE—developing 
future guidelines, measuring output 
and supporting market access

Westminster Health Forum
Venue: Central London
bit.ly/2B9FneI

Global Health Horizons

Royal College of Physicians
Venue: Royal College of Physicians of London, 
11 St Andrews Place, Regent’s Park, London 
NW1 4LE
bit.ly/2DcOE80

Digital health world congress 2018

Venue: Kensington Conference and Events 
Centre, Hornton Street, Kensington 
London W8 7NX, United Kingdom
bit.ly/28Nnovw

DECEMBER

3

DECEMBER

12
APRIL

3

NOVEMBER

28–29

FEBRUARY

27

JANUARY

23

DECEMBER

6
MARCH

7

DECEMBER

6

JANUARY

10
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