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Retinal Vein Occlusion

Branch RVO Central RVO

Ranibizumab (TA283)
Dexamethasone?® (TA229)

Choroidal
neovascularisation

Wet age-related macular
degeneration

Ranibizumab (TA155) Ranibizumab (TA274)

Non-infectious uveitis

Dexamethasone® (TA460)
Aflibercept® (TA460)

Condition Diabetic macular oedema

Ranibizumab (TA298)*
Bevacizumab (Local)

Alternative
Anti-VEGF'

Alternative
steroid
implants*
Anti-VEGF
switches?

Aflibercept (TA294)
Brolucizumab (TA672)
Faricimab (TA800)

Aflibercept (TA346)
Brolucizumab (TA820)
Faricimab (TA799)

Aflibercept
(TA409)

Aflibercept
(TA305)

Aflibercept (TA486)

Aflibercept (TA486)

Dexamethasone (TA824)*
Fluocinolone (TA613) **

Dexamethasone®® (TA229)

Fluocinolone (TA560)%&
| 0 |

A In addition to switching
due to secondary failure,
there is another switch
commissioned due to
primary failure, and
another meets high
frequency criteria®

+ Dexamethasone is
commissioned for a
maximum of six doses,
with a minimum 6-monthly
interval between doses for
DMO.

++Fluocinolone is only
commissioned for use in
eyes with a pseudophakic
lens

$ Laser not appropriate

comment

$$ Dexamethasone is

commissioned for a maximum
of two doses, with a minimum
6-monthly interval between
doses for RVO.

CNV secondary to AMD or
PM, Ranibizumab should

be initiated.

& Preferred first line
treatment dependant to
criteria as per TA/Local
pathway. Please see full
algorithm for detail.

&& If Dexamethasone used as
first line intervention, then
consider Fluocinolone to
prevent relapse.

1. Therapeutic options listed by active drug. If available, interventions with biosimilar products should be initiated instead of the originator biologic.
2. Anti-VEGF switches commissioned after secondary failure (i.e., treatment failure occurring after initial review period).
a) In addition, there is a single switch commissioned due to primary failure, and another switch commissioned if high frequency threshold is met®.
3. Anti-VEGF treatment is preferred first line intervention for all indications. If Anti-VEGF treatment is contraindicated, then steroid implants may be used first line.
4. Switching to an Anti-TNF after steroid implant is not commissioned.
5. Switching criteria: Consider switching if one of the following apply:

Primary failure - Where clinical response to the product is insufficient, or where the patient has an intolerable adverse reaction before the initial review period.
Secondary failure - Where after initial remission, loss of efficacy is experienced after the initiall review period.

+ High frequency - Consider switching to a different Anti-VEGF in pathway (where switch is commissioned), if a patient is requiring more than the following doses per year:

Year 1 annual injections Year 2 onwards Y2 dosing interval

8 8 >7 weeks
Aflibercept 8 8 >7 weeks

6 4 >13 weeks

Brolucizumab 7 5 >11 weeks




Wet AMD
Patient must meet following criteria:
M The best-corrected visual acuity is between 6/12 and 6/96

° . .
M There is no permanent structural damage to the central fovea Improving lives together
M The lesion size < 12-disc areas in greatest linear dimension Norfolk and Waveney Integrated Care Systen
M Recent disease progression (e.g. blood vessel growth, shown by fluorescein angiography, or recent visual acuity changes)

| Is Ranibizumab clinically appropriate?’ ||<

Clinical benefit by

Yes switching to previous —No E:: e
Anti-TNF? pathiay
f

Yes

Has patient switched
Anti-TNF due to
primary failure
previously?

Potential for
improvement in vision [Yes—»

with further treatment?
1

No

End of pathway < |

Does patient meet L No—> Does patient meet | /.

discontinuation criteria?? switching criteria??
T
No

Consider
alternative

-No

1) If ranibizumab biosimilar is contraindicated or not clinically appropriate for the specific patient or there are specific clinical considerations (subretinal bleed >50% of lesion,
idiopathic polypoidal choroidal vasculopathy (PCV)) then, subject to the criteria specified in the relevant NICE technology appraisal guidance, clinicians should consider aflibercept,
brolucizumab or faricimab.

2) Discontinuation criteria:

» A hypersensitivity reaction is established or suspected

* Reduction of BCVA in the treated eye to less than 15 letters (absolute) on two consecutive visits in the treated eye attributable to AMD in the absence of other pathology
* Reduction in BCVA of 30 letters or more compared with either baseline and/or best recorded level since baseline

» There is evidence of deterioration of the lesion morphology despite optimum treatment.

3) Switching criteria: Consider switching if one of the following apply, 1 switch for each of the following scenarios is commissioned per patient:

* Primary failure — Where clinical response to the product is insufficient, or where the patient has an intolerable adverse reaction before the initial review period.

+ Secondary failure — Where after initial remission, loss of efficacy is experienced after the initiall review period.

* High frequency - Consider switching to a different Anti-VEGF in pathway (where switch is commissioned), if a patient is requiring more than the following doses per year:

Year 1 annual injections Y2 dosing interval
8 8 >7 weeks

Aflibercept 8 8 >7 weeks
6 4 >13 weeks
Brolucizumab 7 5 >11 weeks
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Diabetic Macular Oedema (DMO) M.acullar Ogdema DMO Is patient contraindicated | Yes
Central retina involving macular oedema .

. S . to Anti-VEGF treatment?
>400 microns & vision impairment

T
No

Anti-VEGF therapy
Clinicians should consider ranibizumab biosimilar where this is clinically appropriate and there is capacity to do so.
If ranibizumab biosimilar is contraindicated or not clinically appropriate, clinicians should then consider other treatment options.

== = =

Improvement in
Improvement in vision/CRT vs baseline?* vision/CRT vs baseline?*
| | |

Yes Yes Yes No

— Yes

One of the following:
+ Treat & extend protocol to

Review after a further

Treat based on

Treat & extend to disease activity as two monthly injections
maximum interval of 12 maximum interval of per SPC (maximum Yes
weeks 16 weeks 16-week interval v
*  When required regime after 1 year) o Has VA & CRT
improved?
Yes

Treatment failure/loss of response/patient meets high frequency dosing threshold. Year 1 schedule as per

SPC

No-I Has patient trialled another Anti-VEGF before? |—Yes

Year 2 schedule as per
SPC

Steroid implant preferred Anti-VEGF

el Is the eye pseudophakic? |<—

No Yes




Branch Retinal Vein Occlusion (BRVO)
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Macular haemorrhage | — ; - - -
preventing laser? No Vision still reduced with macular oedema >250 microns? |<—

Vision reduced (VA >6/96 or <6/12)"
Macular oedema >250 microns'

Yes
]

Yes No

Consider
alternative

If after initial positive response to
treatment, a loss in visual acuity is

experienced, consider a second implant
where the clinician believes it may
improve outcomes?.

When treatment interval is at 3 months, stop anti-
VEGF treatment & review as needed

Has patient previously

within pathway?

Yes

Discontinue treatment

A 4

No —| Ranibizumab clinically appropriate?

Yes Observe

\ 4

switched intervention [€ No -

Anti-TNF monthly injections, review at
3-months, does patient have both:
¢ Improved vision (>5 letters) '

® Lowered CMT

Yes

Monthly treatment until maximum VA (vision stable for 3 consecutive monthly visits). Then continue with treat

& extend regime, or when required, as appropriate
If dry macula on OCT withhold treatment until recurrent fluid & do not continue to treat monthly.

v

v

Treat & Extend

maximum 3 months.

Treat at review, extend review period up to

When required
Monthly clinic review, treat when VA worsens
and/or oedema recurs as required.

1. Nicholson L, Talks SJ, Amoaku W, Talks K, Sivaprasad S Clinical Guidelines: Retinal Vein Occlusion (RVO). Published online January 2022.
2. Commissioned for a maximum of 2 doses, with a minimum 6-monthly interval.
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Centrl Retial Vein Oclusion (CRVO) rrmemecrior | o [ P e s ]

Yles Does patient have both:
P ¢ Vision reduced (VA >6/96 or <6/12) I No

® Macular oedema >250 microns

No{ Ranibizumab clinically appropriate? |— Yes
alternative "

A 4

EESSE T Anti-TNF monthly injgctions, review at
If after initial positive response to No{ switched intervention [€¢——No— 3-months, does patient have both:

.. ;
treatment, a loss in visual acuity is within pathway? ® Improved vision (>5 letters)
experienced, consider a second Yes * Lowered CMT

implant where the clinician believes it Yes
may improve outcomes?. : :
y Imp Discontinue treatment

Monthly treatment until maximum VA (vision stable for 3 consecutive monthly visits). Then continue with treat

& extend regime, or when required, as appropriate
If dry macula on OCT withhold treatment until recurrent fluid & do not continue to treat monthly.

v

When treatment interval is at 3 Treat & Extend When required
months, stop anti-VEGF treatment & Treat at review, extend review period up to
review as needed

Monthly clinic review, treat when VA worsens
maximum 3 months. and/or oedema recurs as required.

1. Nicholson L, Talks SJ, Amoaku W, Talks K, Sivaprasad S Clinical Guidelines: Retinal Vein Occlusion (RVO). Published online January 2022.
2. Commissioned for a maximum of 2 doses, with a minimum 6-monthly interval.




Pathway in support of commissioning guidance for the treatment of non-Infectious posterior uveitis as per TA460 AND including option for treating
recurrent non-infectious uveitis affecting the posterior segment of the eye TA590

No

( Does the patient have
Unilateral/Bilateral
Active Systemic Disease

L

No

AND

W

Improving lives together

)

1st line option:

* Local corticosteroids

2"d line option

« Systemic treatment e.g. prednisolone >60mg/day. Reducing
course over 12 weeks

Is the patient unresponsive to maintenance treatment options or

intolerant to all options
1 Yes

Is there evidence of additional active systemic disease

Yes

Norfolk and Waveney Integrated Care System

Yes

\ 4

1st line option:

» Systemic treatment e.g. prednisolone >60mg/day. Reducing
course over 12 weeks

2nd line option - patient has tried a combination of the following:

* Immunosuppressive drugs (e.g. ciclosporin, tacrolimus,
azathioprine or mycophenolate)

Third line option:

» Combination of treatments

No

Is the patient unresponsive to maintenance treatment or intolerant
to immunosuppressants and there evidence of worsening vision
with a high risk of blindness and there is active disease

No

\ 4
A 4

Yes —risk

Is there evidence of worsening
vision with a risk of blindness and
there is active disease

CCG

Commissioned

Does the patient have
unilateral disease?

Yes Yes

\ 4 \ 4

Dexamethasone intravitreal implant (TA460) * is recommended as

an option, only if there is:
» active disease (that is, current inflammation in the eye) and
* worsening vision with a risk of blindness.

\ 4

\ 4

Option for preventing relapse in recurrent non-infectious uveitis

No

» active disease (that is, current inflammation in the eye) and
» worsening vision with a risk of blindness.

Fluocinolone intravitreal implant (TA590) * is recommended as an option
within its marketing authorisation, as an option for preventing relapse in recurrent non-
infectious uveitis affecting the posterior segment of the eye. It is recommended only if
the company provides it according to the commercial arrangement, only if there is:

* Administration to both eyes concurrently is not recommended TA460, TA590/lluvien SPC

v Yes —high risk

Both eyes are affected (or 1 eye
is affected if the second eye has
poor visual acuity)

NHSE

Commissioned

Adalimumab (TA460) is recommended as an option only if there
is:

active disease (that is, current inflammation in the eye) and
inadequate response or intolerance to immunosuppressants and
systemic disease or both eyes are affected (or 1 eye is affected if
the second eye has poor visual acuity) and

worsening vision with a high risk of blindness (for example, risk of
blindness that is similar to that seen in people with macular

oedema).

Stopping criteria for Adalimumab (TA460) Stop is
recommended if there is ONE of the following:

new active inflammatory chorioretinal or inflammatory retinal
vascular lesions, or both or

a 2-step increase in vitreous haze or anterior chamber cell grade
or

worsening of best corrected visual acuity by 3 or more lines or 15
letters



https://www.nice.org.uk/guidance/ta460/chapter/2-Technologies
https://www.medicines.org.uk/emc/product/3061/smpc#gref
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