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General  

The Royal College of Radiologists (RCR) welcomes this opportunity to work with NICE to ensure that the Technology 
Appraisal process is robust. However, we are concerned about the amount of time required from our members (clinical 
oncologists and clinical radiologists) who have extremely busy clinical roles. The technology process must recognise the 
burden placed on our members, who partake in consultations despite this activity being largely unrecognised in their 
daily workload. The technology process must seek to alleviate this burden as much as possible, in order to ensure that 
our members can contribute to future NICE consultations, especially as they increase in volume. 
 
The changes outlined indicate that there is to be an increase in involvement for stakeholders/consultees in the process. 
In order for this to work, clear timescales and expected deadlines are required in order to gather appropriate, meaningful 
and relevant feedback and ensure engagement. In general, clinicians would like to be able to support and input into 
technology appraisal processes, but when as they often spend extra time contributing to consultations outside of their 
regular clinical work, this support is becoming increasingly difficult to find time for. 
 
The RCR supports the attempt to match demand with capacity in terms of technology appraisals, but whilst this 
programme is titled ‘technology’, it is dominated by drugs – and cancer drugs, specifically. As medical devices account 
for a small number of ‘technology appraisals’ in comparison, the RCR is concerned that industry may prioritise and invest 



in medical device processes in other countries over the UK. Similarly to how the EMA and MHRA are kept separate, 
NICE should consider a separate process designed specifically for devices, separated from drug technology appraisals.  
 
Linked to the above, as the UK moves away from the EU a lack of NICE appraisals for medical devices risks patients not 
being able to access the latest technology. Thus, a more streamlined device appraisal process would be useful to keep 
the NHS access to devices. 
 

7 General 

The current technology appraisal process asks for expert input at short notice. Consultants are required to give six 
weeks notice of absence. Any change to this NICE process will require sufficient prior notice and appropriate expert 
involvement, including clinical or interventional radiologists and clinical oncologists, where appropriate. 
 

8 11 

While the aims of this proposal are sound and worthy, extreme care should be exercised with any displacement of tasks 
– especially with no associated increase in staff or funding. Displacement may lead to delegation or outsourcing, with no 
significant decrease in overall burden or increase in overall efficiency. It may also dilute traceability, responsibility and 
accountability even further. 
 

12 18 
 This sounds sensible, but the RCR is concerned that it will increase work for The External Academic Review Groups 
(ERG) if a fully-formed best value proposition is not available at the initiation of an appraisal. 
 

16 15 

The RCR recommends explicit cut-off dates/deadlines to prevent resources becoming tied up on either side. Committee 
meetings should review at fixed dates and a minimal preparation time should be required to avoid clogging the system 
with ill-prepared applications.  
 

17  
When consultee and commentator organisations are invited to participate, a detailed timetable should be available to 
ensure that NICE timescales can be delivered, as many of the response periods are very short. 
 

19 18 

It is unclear how this will work if there is an incomplete submission at the start of the process – although the use of staff 
to facilitate evidence-gathering and reduce ‘pinch points’ in the process appears sensible. The RCR wishes to 
emphasise that very clear guidelines must be mandatory and should be proofread and supplemented by relevant 
experience-informed Frequently Asked Questions (FAQs) in order to support staff in guiding applications. 
 

21 18, 29 

This section assumes a fully-formed proposal is available from the outset. Moreover, while it is fine to not involve experts 
any more than is necessary, due to the critical nature of Health Technology applications, ‘sufficient clarity and resolving 
enough of the uncertainty’ would still need to be confirmed by qualified experts, and not left to relatively lay persons 
alone. Leaving this task to lay persons alone risks increasing the burden towards them, which may result in 
disengagement. 
 



22  
If opportunities for NICE to engage with the companies are rigidly fixed, will this inhibit the opportunities for clarification? 
The RCR suggests the option for limited ad hoc engagement is included.  
 

23 24 

Is the ‘technical team’ a de facto new committee? Experts currently contribute to Technology Appraisals in their own time 
with trusts reducing Supporting Professional Activities (SPAs) and professional leave; therefore, this will impact on their 
availability to undertake this work. 
 

25 26 

It does not seem clear what input (if any, routinely) would be expected of clinical experts at the Technical Engagement 
stage. If it were to be regular, the RCR would question how effective this would be at increasing capacity within the 
system, as this risks reverting back to the present arrangement. On the other hand, a clinical ‘sense check’ at this 
juncture would seem helpful. 
The RCR contends that section 25 is, in essence, about a dual technical review – assuming a single one may not be 
thorough enough. Whilst having many people involved tends to be a good idea when they are all focused on the same 
goal and communicate efficiently, the RCR has concerns over whether it will be possible to gather enough independent – 
and competent qualified – persons. Perhaps a dual technical review should be replaced by a more thorough and readily 
consistent single step. Involving more reviewers through a dual stage may also require more funding, e.g. to increase 
reviewing motivation, as many funders have already found out.  
 
Consultees and commentators should be invited at the beginning and to comment on the report which presumably takes 
account of the fully worked-up proposal. 
 

26  
Unless this worked to an agreed timetable with consultees and stakeholders fully aware, identified their own key groups 
to comment and prepared to prioritise this, 20 days is a very short turnaround time. 
 

29  
The ERGs are expected to attend all first committee meetings for topics. Has this changed? Is committee attendance for 
ERG members greater or less than current process? 
 

31 30 

‘Exceptional’ should probably be replaced by ‘some’ if any are to be discarded at all. To clarify, because of the increased 
pre-committee scrutiny, these should be triaged before the committee meets? If picked up and dealt with earlier (as per 
the intended redesign of the review workflow), there could then be a short-term iterative mechanism (one  or two  
iterations maximum) to make such applications fit for committee review, but clearly upstream from the committee and 
while still at the pre-review stage. 
 

34  
The RCR questions why formal public consultations only take place in the case of failed applications. 
 

35  
The 10 day targeted consultation may be unrealistic and problematic (and therefore limit effectiveness) particularly at 
time of holidays, where respondents may not receive notification inside that time, let alone respond. This may become 



sensitive, especially as it will be a restriction of the Instructions for Use (IFU) or indication. Advanced notice is required to 
ensure the fair opportunity for all stakeholders to feedback in this short timescale.  
Additionally, identifying suitable changes in the process is crucial to prevent knee-jerk or opportunistic tweaks, which 
might then end up in too complex a setup. Simplicity and transparency complements efficiency and clarity. 
 

38  
Perhaps the reference to EMA should be further qualified under the UK’s decision to leave the EU. 
 

40  

Risk 4: this should also clarify how the new setup enhances checks and balances versus previous/current setup.  
Risk 5: It is essential to devise and provide clear guidelines to applicants and reviewers.  
Risk 7: The RCR suggests that the aim of the technical review and engagement step is to develop the technical 
information in a way that committee members have the information they need to make decisions on the technical 
elements of the appraisal as efficiently as possible (replaced quickly with efficiently). 
 

Appendix 1 Appendix 2 
The RCR would like to view a ‘before and after’ or ‘current vs proposed’ comparative layout, perhaps combining it with 
Appendix 2. 
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