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	Local Action

	TA 237 (Nov)
	Ranibizumab for the

treatment of diabetic macular oedema
	1.1 Ranibizumab is not recommended for the treatment of visual impairment due to diabetic macular oedema.
1.2 People currently receiving ranibizumab for the treatment of visual impairment due to diabetic macular oedema should have the option to continue treatment until they and their clinicians consider it appropriate to stop
	NICE state this guidance relates to acute and tertiary services.
NICE state this will not impact on PbR and is unlikely to have a significant impact on resources.
	March 2013
	

	TA 238
	Tocilizumab for the

treatment of systemic juvenile idiopathic arthritis
	1.1 Tocilizumab is recommended for the treatment of systemic juvenile idiopathic arthritis in children and young people aged 2 years and older whose disease has responded inadequately to non-steroidal anti-inflammatory drugs (NSAIDs), systemic corticosteroids and methotrexate if the manufacturer makes tocilizumab available with the discount agreed as part of the patient access scheme.
1.2 Tocilizumab is not recommended for the treatment of systemic juvenile idiopathic arthritis in children and young people aged 2 years and older whose disease continues to respond to methotrexate or who have not been treated with methotrexate.
1.3 Children and young people currently receiving tocilizumab for the treatment of systemic juvenile idiopathic arthritis who do not meet the criteria in 1.1 should have the option to continue treatment until it is considered appropriate to stop. This decision should be made jointly by the clinicians, and the child or young person and/or their parents or carers.
	NICE state this guidance relates to acute services.
NICE state this will impact on PbR

Work indicates that the guidance on the use of tocilizumab for the treatment of systemic juvenile idiopathic arthritis is unlikely to result in a significant change in NHS resource use, due to small patient numbers, a relatively small incremental cost between tocilizumab and current treatments, and that expert opinion indicates to a large extent current prescribing reflects that recommended in the guidance

The following implementation tools are available:-

Clinical audit tool and an electronic audit tool

Costing statement
	Dec 2014
	

	TA 239
	Fulvestrant for the treatment of locally advanced or

metastatic breast cancer
	1.1 Fulvestrant is not recommended, within its licensed indication, as an alternative to aromatase inhibitors for the treatment of oestrogen-receptorpositive, locally advanced or metastatic breast cancer in postmenopausal women whose cancer has relapsed on or after adjuvant anti-oestrogen therapy, or who have disease progression on anti-oestrogen therapy.
1.2 Post-menopausal women currently receiving fulvestrant within its licensed indication as an alternative to aromatase inhibitors for the treatment of oestrogen-receptor-positive, locally advanced or metastatic breast cancer

whose cancer has relapsed on or after adjuvant anti-oestrogen therapy, or who have disease progression on anti-oestrogen therapy, should have the option to continue treatment until they and their clinicians consider it appropriate to stop.
	NICE state this guidance relates to acute services
Fulvestrant is not recommended as an alternative to aromatase inhibitors for the treatment of oestrogen-receptor-positive, locally advanced or metastatic breast cancer in postmenopausal women whose cancer has relapsed on or after adjuvant anti-oestrogen therapy, or who have disease progression on anti-oestrogen therapy.

A significant impact on resources is not anticipated.

The following implementation tool is available:-

Costing statement


	Aug 2014
	

	TA 240
	 Panitumumab in combination with chemotherapy for the treatment of metastatic colorectal cancer
	Advice 

NICE is unable to recommend the use in the NHS of panitumumab in combination with chemotherapy for the treatment of metastatic colorectal cancer because no evidence submission was received from the manufacturer or sponsor of the technology. 
This appraisal relates to the treatment of wild-type KRAS metastatic colorectal cancer for first-line treatment in combination with FOLFOX, and for second-line treatment in combination with FOLFIRI for patients who have received first-line fluoropyrimidine-based chemotherapy (excluding irinotecan).

	Terminated appraisal 
	
	

	CG 134
	Anaphylaxis: assessment to

confirm an anaphylactic

episode and the decision to

refer after emergency

treatment for a suspected

anaphylactic episode
	1.1 Document the acute clinical features of the suspected anaphylactic reaction (rapidly developing, life-threatening problems involving the airway [pharyngeal or laryngeal oedema] and/or breathing [bronchospasm with tachypnoea] and/or circulation [hypotension and/or tachycardia] and, in most cases, associated skin and mucosal changes).
1.2 Record the time of onset of the reaction.
1.3 Record the circumstances immediately before the onset of symptoms to help to identify the possible trigger.
1.4 After a suspected anaphylactic reaction in adults or young people aged

16 years or older, take timed blood samples for mast cell tryptase testing as

follows:

• a sample as soon as possible after emergency treatment has started

• a second sample ideally within 1–2 hours (but no later than 4 hours) from the onset of symptoms.
1.5 After a suspected anaphylactic reaction in children younger than 16 years, consider taking blood samples for mast cell tryptase testing as follows if the cause is thought to be venom-related, drug-related or idiopathic:

• a sample as soon as possible after emergency treatment has started

• a second sample ideally within 1–2 hours (but no later than 4 hours) from the onset of symptoms.
1.6 Inform the person (or, as appropriate, their parent and/or carer) that a blood sample may be required at follow-up with the specialist allergy service to measure baseline mast cell tryptase.
1.7 Adults and young people aged 16 years or older who have had emergency treatment for suspected anaphylaxis should be observed for 6–12 hours from the onset of symptoms, depending on their response to emergency treatment.

In people with reactions that are controlled promptly and easily, a shorter

observation period may be considered provided that they receive appropriate postreaction care prior to discharge.
1.8 Children younger than 16 years who have had emergency treatment for

suspected anaphylaxis should be admitted to hospital under the care of a

paediatric medical team.
1.9 After emergency treatment for suspected anaphylaxis, offer people a referral to a specialist allergy service (age-appropriate where possible) consisting of healthcare professionals with the skills and competencies necessary to accurately investigate, diagnose, monitor and provide ongoing management of, and patient education about, suspected anaphylaxis.
1.10 After emergency treatment for suspected anaphylaxis, offer people (or, as appropriate, their parent and/or carer) an appropriate adrenaline injector as an interim measure before the specialist allergy service appointment.
1.11 Before discharge a healthcare professional with the appropriate skills and competencies should offer people (or, as appropriate, their parent and/or carer) the following:

• information about anaphylaxis, including the signs and symptoms of an anaphylactic reaction

• information about the risk of a biphasic reaction

• information on what to do if an anaphylactic reaction occurs (use the adrenaline injector and call emergency services)

• a demonstration of the correct use of the adrenaline injector and when to use it

• advice about how to avoid the suspected trigger (if known)

• information about the need for referral to a specialist allergy service and the referral process

• information about patient support groups.
1.12 Each hospital trust providing emergency treatment for suspected anaphylaxis should have separate referral pathways for suspected anaphylaxis in adults (and young people) and children.

	NICE state this guidance relates to acute services
NICE state this does not impact on PbR

It is unknown precisely how many people will benefit from the management of anaphylactic follow up treatment due to the variety of causes of anaphylaxis. 
However, it is estimated that the population affected may be c.15,000. The cost of implementing this CG is not known as there is wide variation in practice across the NHS. 
Referral to specialist clinics may incur additional costs if it is not current practice. Reduced reoccurrence of anaphylactic episodes as a result of specialist treatment may offset some of these additional costs.

The following implementation tools are available:-

Baseline assessment tool

Clinical audit tool and an electronic audit tool

Costing statement

Slide set
	TBC

(3 yrs)
	

	CG 135
	Organ donation for transplantation: improving donor identification and consent rates for deceased organ donation


	Please refer to the guideline for the full listing of recommendations which are based around a pathway and consider the following key areas:-
· Early identification of potential organ donors

· Patients who have capacity

· Assessing best interests

· Seeking consent to organ donation

· Discussions with those close to the patient

· Organisation and policy
	NICE state this guidance relates to acute and tertiary services
NICE state this will impact on PbR

The guidance aims to improve donor identification and consent rates for deceased organ donation. This is expected to lead to an increase in the number of transplantations carried out and to potentially generate savings due to reduced haemodialysis/peritoneal dialysis costs for people following kidney transplantations. Providing some other transplants such as heart transplants may lead to an increase in the use of NHS resources as people survive for longer.

The following implementation tools are available:-

Baseline assessment tool

Costing template and costing report

Slide set

	TBC
	

	CG 136
	Service user experience in adult mental health:

improving the experience of care for people using adult NHS mental health services
	A Quality Standard has also been developed in conjunction with this guideline
Please refer to the guideline for the full listing of extensive recommendations relating to the following areas:-
· Care and support across all points on the care pathway

· Access to care

· Assessment

· Community care

· Assessment and referral in a crisis

· Hospital care

· Discharge and transfer of care

· Assessment and treatment under the Mental Health Act


	NICE state this guidance relates to primary, community, acute and mental health and other  services
It is estimated that improving service user experience is unlikely to incur significant cost, and is more often related to challenging and improving the values or culture of an organisation . There may be some costs associated with measuring the quality of service user experience, such as data recording and collection. These costs will vary locally. Using information on service users’ experience may contribute to improving the quality and efficiency of services, which may deliver a range of savings and benefits and contribute to improving service user outcomes.  Local services and commissioning arrangements will be variable and so give different funding considerations for different commissioners.

The following implementation tools are available:-

Baseline assessment tool

Clinical audit tool

Costing report

Slide set
	TBC
	

	IPG 415
	Epiretinal brachytherapy for

wet age-related macular degeneration
	1.1 Current evidence on the efficacy of epiretinal brachytherapy for wet agerelated macular degeneration (AMD) is inadequate and limited to small

numbers of patients. With regard to safety, vitrectomy has well-recognised

complications and there is a possibility of subsequent radiation retinopathy.

1.2 Therefore this procedure should only be used in the context of research.

Research studies should address whether epiretinal brachytherapy reduces

the progression of wet AMD and whether it can reduce the number of

injections of antivascular endothelial growth factor agents (anti-VEGF)

required. Long-term outcomes should be reported.
	Research only
	
	

	DG 2
	Elucigene FH20 and LIPOchip

for the diagnosis of familial

hypercholesterolaemia
	NICE clinical guideline 71 'Identification and management of familial hypercholesterolaemia' recommends DNA testing to increase the certainty of a clinical diagnosis in people with familial hypercholesterolaemia and to aid diagnosis among their relatives. The types of DNA testing considered in clinical guideline 71 were comprehensive genetic analysis for the confirmation of familial hypercholesterolaemia in people with a clinical diagnosis of familial hypercholesterolaemia and targeted sequencing for the screening of their relatives.
1.1 Elucigene FH20 and LIPOchip are not recommended for the confirmation of a clinical diagnosis in people with familial hypercholesterolaemia because greater health benefits can be achieved cost-effectively through the use of comprehensive genetic analysis.
1.2 Elucigene FH20 and LIPOchip are not recommended for cascade testing

relatives of people with confirmed familial hypercholesterolaemia because

targeted sequencing is less expensive and can be used for all relatives with no loss in health benefits.
	NICE state this guidance relates to primary, acute and tertiary services
As the use of ELUCIGENE has not been recommended no significant impact on resources is anticipated.
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