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No
	Title
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	Implications


	Review Date
	Local Action

	TA241
	Dasatinib, high-dose imatinib and nilotinib for the treatment of imatinib-resistant chronic myeloid leukaemia (CML) (part review of NICE technology appraisal guidance 70), and dasatinib and nilotinib for people with CML for whom treatment with imatinib has failed because of intolerance
	This guidance is a part review of TA70 (Oct 2003)

1.1 Nilotinib is recommended for the treatment of chronic or accelerated phase Philadelphia-chromosome-positive chronic myeloid leukaemia (CML) in adults: 

· whose CML is resistant to treatment with standard-dose imatinib or 
· who have imatinib intolerance and 
· if the manufacturer makes nilotinib available with the discount agreed as part of the patient access scheme. 

1.2 Dasatinib is not recommended for the treatment of chronic, accelerated or blast-crisis phase CML in adults with imatinib intolerance or whose CML is resistant to treatment with standard-dose imatinib. 
1.3 High-dose imatinib is not recommended for the treatment of chronic, accelerated or blast-crisis phase Philadelphia-chromosome-positive CML that is resistant to standard-dose imatinib. 
1.4 People who are currently receiving dasatinib or high-dose imatinib for the treatment of CML should have the option to continue treatment until they and their clinicians consider it appropriate to stop. 
	NICE state this guidance is applicable to secondary and tertiary care services.

NICE state it will impact on PbR. Treatment covers a small number of patients.
The following implementation tools and resources are available:-

Clinical audit support

Costing statement


	Sept 2014
	

	TA242
	Cetuximab, bevacizumab and panitumumab for the treatment of metastatic colorectal cancer after first-line chemotherapy: Cetuximab (monotherapy or combination chemotherapy), bevacizumab (in combination with non-oxaliplatin chemotherapy) and panitumumab (monotherapy) for the treatment of metastatic colorectal cancer after first-line chemotherapy
	This guidance updates and replaces TA150 (published in June 2008). It also updates and replaces recommendations in TA118 (published in January 2007) on the use of cetuximab for the treatment of colorectal cancer that has progressed after first-line chemotherapy.
1.1 Cetuximab monotherapy or combination chemotherapy is not recommended for the treatment of people with metastatic colorectal cancer that has progressed after first-line chemotherapy.
1.2 Bevacizumab in combination with non-oxaliplatin (fluoropyrimidine-based) chemotherapy is not recommended for the treatment of people with metastatic colorectal cancer that has progressed after first-line chemotherapy.
1.3 Panitumumab monotherapy is not recommended for the treatment of people with metastatic colorectal cancer that has progressed after first-line chemotherapy.
1.4 People currently receiving cetuximab monotherapy or combination chemotherapy, bevacizumab in combination with non-oxaliplatin chemotherapy, or panitumumab monotherapy for the treatment of metastatic colorectal cancer that has progressed after first-line chemotherapy should have the option to continue treatment until they and their clinician consider it appropriate to stop
	NICE state these drugs are not recommended for use therefore there will be no impact on PbR.
The following implementation tools and resources are available:-

Costing statement
	Jan 2015
	

	TA243
	Rituximab for the first-line treatment of stage III-IV follicular lymphoma (review)
	This guidance replaces NICE technology appraisal guidance 110 issued in September 2006.
1.1 Rituximab, in combination with:

· cyclophosphamide, vincristine and prednisolone (CVP)

· cyclophosphamide, doxorubicin, vincristine and prednisolone (CHOP)

· mitoxantrone, chlorambucil and prednisolone (MCP)

· cyclophosphamide, doxorubicin, etoposide, prednisolone and interferon-α (CHVPi) or
· chlorambucil

is recommended as an option for the treatment of symptomatic stage III and IV follicular lymphoma in previously untreated people.


	NICE state this guidance is applicable to secondary care only
NICE state this guidance will not impact on PbR

There is no anticipated impact on costs as the review is only expanding options for combination treatment with rituximab. The size of the population eligible for treatment is small.
The following implementation tools and resources are available:-

Costing statement
	May 2014
	

	TA244
	Roflumilast for the management of severe chronic obstructive pulmonary disease 


	1.1 Roflumilast is recommended only in the context of research as part of a clinical trial for adults with severe chronic obstructive pulmonary disease (COPD) (for the purposes of this guidance defined as forced expiratory volume in 1 second [FEV1] post-bronchodilator less than 50% predicted) associated with chronic bronchitis with a history of frequent exacerbations as an add-on to bronchodilator treatment.
1.2 Such research should be designed to generate robust evidence about the benefits of roflumilast as an add-on to long-acting muscarinic antagonists (LAMA) plus long-acting beta2 agonists (LABA) plus inhaled corticosteroids (ICS), or LAMA plus LABA for people who are intolerant to ICS. 
1.3 People receiving roflumilast should have the option to continue treatment until they and their clinicians consider it appropriate to stop.
	NICE state this drug in only recommended in the context of research.
The following implementation tools and resources are available:-

Costing statement
	To be reviewed when the relevant trial data is available
	

	TA245
	Apixaban for the prevention of venous thromboembolism after total hip or knee replacement in adults 


	1.1 Apixaban is recommended as an option for the prevention of venous thromboembolism in adults after elective hip or knee replacement surgery.
	NICE state this guidance is applicable to secondary care services only

It is not expected to have a significant impact on resources if cost is in line with other recommended options.
The following implementation tools and resources are available:-

Costing statement
	Jan 2015
	

	CG137
	The epilepsies: the diagnosis

and management of the epilepsies in adults and children in primary and

secondary care
	This guidance updates and replaces NICE clinical guideline 20. This guidance also updates and replaces NICE technology appraisal 76 (2004) and NICE technology appraisal 79 (2004). 

New recommendations have been added for the pharmacological treatment of people with epilepsy, including the use of ketogenic diet
Diagnosis

· All children, young people and adults with a recent onset suspected seizure should be seen urgently by a specialist. This is to ensure precise and early diagnosis and initiation of therapy as appropriate to their needs. [2004]
Management

· Healthcare professionals should adopt a consulting style that enables the child, young person or adult with epilepsy, and their family and/or carers as appropriate, to participate as partners in all decisions about their healthcare, and take fully into account their race, culture and any specific needs. [2004]
· All children, young people and adults with epilepsy should have a comprehensive care plan that is agreed between the person, their family and/or carers as appropriate, and primary and secondary care providers. [2004]
· The AED (anti-epileptic drug) treatment strategy should be individualised according to the seizure type, epilepsy syndrome, co-medication and co-morbidity, the child, young person or adult's lifestyle, and the preferences of the person, their family and/or carers as appropriate. [2004]
Prolonged or repeated seizures and convulsive status epilepticus

· Only prescribe buccal midazolam or rectal diazepam for use in the community for children, young people and adults who have had a previous episode of prolonged or serial convulsive seizures. [new 2012]
· Administer buccal midazolam as first-line treatment in children, young people and adults with prolonged or repeated seizures in the community. Administer rectal diazepam if preferred or if buccal midazolam is not available. If intravenous access is already established and resuscitation facilities are available, administer intravenous lorazepam. [new 2012]
Special considerations for women and girls of childbearing potential

· Women and girls with epilepsy and their partners, as appropriate, must be given accurate information and counselling about contraception, conception, pregnancy, caring for children, breastfeeding and menopause. [2004]
Review and referral

· All children, young people and adults with epilepsy should have a regular structured review. In children and young people, this review should be carried out at least yearly (but may be between 3 and 12 months by arrangement) by a specialist. In adults, this review should be carried out at least yearly by either a generalist or specialist, depending on how well the epilepsy is controlled and/or the presence of specific lifestyle issues. [2004]
· At the review, children, young people and adults should have access to: written and visual information; counselling services; information about voluntary organisations; epilepsy specialist nurses; timely and appropriate investigations; referral to tertiary services, including surgery if appropriate. [2004]
· If seizures are not controlled and/or there is diagnostic uncertainty or treatment failure, children, young people and adults should be referred to tertiary services soon for further assessment. [2004]
	NICE state this guidance is applicable to primary and secondary care services
This topic is an update of CG20, required in part to ensure that new, more expensive drugs being used for the condition are included in the guideline. There is insufficient data to predict whether implementation of the new recommendations will have a significant national resource impact. The recommendation to use buccal midazolam as first-line treatment in children, young people and adults with prolonged or repeated seizures is likely to result in a switch from rectal diazepam which is substantially cheaper. The cost impact will depend on local practice.
The following implementation tools and resources are available:-

Baseline assessment tool

Clinical audit tools

Costing statement

Slide set

Pharmacological treatment table


	3 years or less depending on new evidence
	

	IPG416
	Deep brain stimulation for refractory epilepsy 
	1.1 The evidence on the efficacy of deep brain stimulation (DBS) for refractory epilepsy is limited in both quantity and quality. The evidence on safety shows that there are serious but well-known side effects. Therefore, this procedure should only be used with special arrangements for clinical governance, consent, and audit or research.
1.2 Clinicians wishing to undertake DBS for refractory epilepsy should take the following actions:-
· Inform the clinical governance leads in their Trusts.

· Ensure that patients and their carers understand the uncertainty about the procedure's safety and provide them with clear written information. In addition, the use of NICE's information for patients is

       recommended.

· Audit and review clinical outcomes of all patients having DBS for refractory epilepsy.
1.3  Patient selection, treatment and follow-up should be carried out by a

multidisciplinary team specialising in the management of difficult epilepsy, including a neurologist, a neurophysiologist, a neuroradiologist and a functional neurosurgeon.
1.4  Further research should describe patient selection and define clearly the target area of the brain. Outcomes should include measures of seizure frequency, functional ability, social inclusion and quality of life.
	Type of arrangement: Special
	
	

	IPG417
	Breast reconstruction using lipomodelling after breast cancer treatment
	1.1 Current evidence on the efficacy of breast reconstruction using lipomodelling after breast cancer treatment is adequate and the evidence raises no major safety concerns. Therefore this procedure may be used provided that normal arrangements are in place for clinical governance, consent and audit.
1.2 There is a theoretical concern about any possible influence of the procedure on recurrence of breast cancer in the long term, although there is no evidence of this in published reports. NICE therefore encourages long-term data collection on this procedure.
1.3 Patient selection should be carried out by a breast cancer multidisciplinary team.
1.4  Breast reconstruction using lipomodelling after breast cancer treatment should only be carried out by surgeons with specialist expertise and training in the procedure.
	Type of arrangement: Normal
	
	

	IPG418
	Percutaneous transluminal

radiofrequency sympathetic

denervation of the renal artery for resistant

hypertension   
	  1.1 Current evidence on percutaneous transluminal radiofrequency sympathetic denervation of the renal artery for resistant hypertension is from limited numbers of patients, but there is evidence of efficacy in the short and medium term. There is inadequate evidence on efficacy in the long term; this is particularly important for a procedure aimed at treating resistant hypertension. The limited evidence suggests a low incidence of serious periprocedural complications, but there is inadequate evidence on long-term safety. Therefore this procedure should only be used with special arrangements for clinical governance, consent, and audit or research.
1.2 Clinicians wishing to undertake percutaneous transluminal radiofrequency sympathetic denervation of the renal artery for resistant hypertension should take the following actions:-
· Inform the clinical governance leads in their Trusts.

· Ensure that patients understand the uncertainty about the procedure's safety and efficacy, and provide them with clear written information. In addition, the use of NICE's information for patients is recommended.

· Audit and review clinical outcomes of all patients having percutaneous transluminal radiofrequency sympathetic denervation of the renal artery for resistant hypertension.
1.3 Patient selection should be carried out by a multidisciplinary team including a physician with expertise in hypertension and a specialist in endovascular interventions, giving consideration to the number of antihypertensive drugs that have failed to control the patient's blood pressure and the anatomical suitability of their renal arteries. The procedure should only be done by specialists who are experienced in endovascular interventions and with facilities for emergency stenting in case this is required.
1.4 NICE encourages further research on this procedure. Patient selection criteria should be described clearly and reported outcome measures should include adverse events and the long-term effect of the procedure on blood pressure.
1.5 NICE also encourages data collection and publication of outcomes on all

patients having this procedure. Clinicians should submit data on all patients having this procedure to the national register when it becomes available.
	Type of arrangement: Special
	
	

	IPG419
	Bronchial thermoplasty for

severe asthma
	1.1 Evidence on the efficacy of bronchial thermoplasty for severe asthma shows some improvement in symptoms and quality of life, and reduced exacerbations and admission to hospital. Evidence on safety is adequate in the short and medium term. More evidence is required on the safety of the procedure in the long term. Therefore, this procedure should only be used with special arrangements for clinical governance, consent and audit or research.
1.2 Clinicians wishing to undertake bronchial thermoplasty for severe asthma should take the following actions:-
· Inform the clinical governance leads in their Trusts.

· Ensure that patients understand the uncertainty about the procedure's efficacy and long-term safety, and the possibility of initial worsening of their symptoms, and provide them with clear written information. In addition, the use of NICE's information for patients is recommended.

· Clinicians should submit details of all patients undergoing this procedure to the Difficult asthma registry.
· Patient selection and treatment should be carried out by a respiratory team with special expertise in managing difficult and severe asthma.
1.3 NICE encourages further research into bronchial thermoplasty for severe

asthma. Research outcomes should include objective measurements of lung function, symptom control, medication requirements and quality of life. Longterm safety and efficacy outcomes are particularly important. Collaboration between units to publish data on patients not involved in research studies would also be valuable.
	Type of arrangement: Special
	
	

	DG3
	New generation cardiac CT scanners (Aquilion ONE, Brilliance iCT, Discovery CT750 HD and Somatom Definition Flash) for cardiac imaging in people with suspected or known coronary artery disease in whom imaging is difficult with earlier generation CT scanners 


	1.1 New generation cardiac CT scanners (Aquilion ONE, Brilliance iCT, Discovery CT750 HD and Somatom Definition Flash) are recommended as an option for first-line imaging of the coronary arteries in people with suspected stable coronary artery disease (with an estimated likelihood of coronary artery disease of 10–29%, as described in 'Chest pain of recent onset' [NICE clinical guideline 95]) in whom imaging with earlier generation CT scanners is difficult. 
1.2 New generation cardiac CT scanners (Aquilion ONE, Brilliance iCT, Discovery CT750 HD and Somatom Definition Flash) are recommended as an option for first-line evaluation of disease progression, to establish the need for revascularisation, in people with known coronary artery disease in whom imaging with earlier generation CT scanners is difficult. CT scanning might not be necessary in situations in which immediate revascularisation is being considered.
1.3 Service providers, working with commissioners and cardiac networks, should take into account the benefits of access to new generation cardiac CT scanners for use in the circumstances described in 1.1 and 1.2. They should do this when selecting CT scanners as part of medium term asset planning.
	NICE state this guidance is applicable to secondary and tertiary services.

Service providers, working with commissioners and cardiac networks, should take into account the benefits of access to new generation cardiac CT scanners for use in the circumstances described in 1.1 and 1.2 of the consultation document. They should do this when selecting CT scanners as part of medium term asset planning.
For those health communities that don’t have access to the new generation CT scanners, providing access may result in a reduction in invasive investigations such as invasive coronary angiography for their hard to image population.
The following implementation tools and resources are available:-

Costing statement
	No review data has been set but will depend on developments in the new evidence base
	

	
	Commissioning guidance on EoL care for adults
	http://www.nice.org.uk/usingguidance/commissioningguides/endoflifecare/endoflifecareadults.jsp 
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