
Statement to Health and Sports Committee 24th February 2014 

from Beatson Oncology Centre Consultant Committee. 
 

We are writing regarding the forthcoming Health & Sport Committee meeting at which access 
to newly licensed medicines will be discussed again. We would appreciate the opportunity to 

comment on current aspects of access to medicines in our Cancer Centre, the largest in 

Scotland, serving more than 50% of the Scottish population.  
 

As Glasgow-based cancer clinicians trying to provide the most effective and most appropriate 
treatments for our patients, the issue of access to drugs through the IPTR process remains 

highly problematic. We continue to experience repeated rejection of well-articulated IPTR 
applications. Following the Chief Medical Officer’s letter of November 2013, we had hoped 

that there would be a noticeable change in the application processas well as a significant 

improvement in access to these important medicines.  
 

Unfortunately, this has not been evident. Despite the wording of the CMO letter, which 
emphasised that “the concept of exceptionality should not be a factor in any IPTR under 

consideration” and the recommendation that decisions “should be primarily about the 

individual clinical case”, our applications are still being repeatedly rejected.  
 

The following rejection letter is not atypical: “The panel agreed that this application could not 
be accepted as one or more of the access criteria were not met i.e. there was no evidence 
presented that this patient would have a significantly different response to the general 
population of patients covered by the medicine’s licence or the population of patients 
included in the clinical trials for the medicine’s licensed indication” 
 
We find it difficult to see how this statement suggests any change from the previous 

requirement that we demonstrate that (a) patients are in some way different to those in the 
medical literature reviewed by SMC or NICE and (b) that this difference means they are more 

likely to derive benefit from the treatment. These responses to our applications seem simply 

to be evidence of a continuing requirement to demonstrate exceptionality.  Indeed, our 
Clinical Directorstated in a Consultants’ meeting of 2nd December 2013 that, as far as he 

could tell, the CMO letter would have no bearing on the implementation of the IPTR process 
and that it was “business as usual”.  

 

We have since had more detailed electronic correspondence from our Director and Head of 
pharmacy outlining what they suggest are changes to the approach in line with the CMO 

letter.  However, these changes appear to suggest little difference other than the presence of 
superficial statements suggesting a more flexible intent in the review of applications. The 

document states “core IPTR policies remain intact” and “the process for decision making 
remains unchanged; the onus remains on the specialist to demonstrate alignment of the case 

with existing IPTR approval criteria”. Although the document outlines mechanisms by which 

‘flexibility’ in the process will be enhanced, many of these recommendations should already 
be in place locally, albeit a part of the process that has largely not been followed. 

 
We have seen no evidence of any difference in approach to date. Importantly, the 

documentation we complete remains unchanged and continues to require us to provide 

supportive evidence of specific differences between the patient for whom we are making the 
application and those in the literature appraised by SMC / NICE.  

 
None of us is aware of patients who have had these medicines approved for use in 

circumstances where they would previously have been rejected. Our greater concern, 
however, is that colleagues in Oncology departments elsewhere in Scotland report that their 

access to these medicines has improved since November 2013.  The existence of postcode 

prescribing within Scotland adds to the injustice experienced by our patients. 
 



We appreciate that access to these valuable but costly drugs is a complex issue. We are 

concerned that despite the suggestions from Scottish Government that the system of 
application requesting use of these medicines is now less restrictive and access to these 

drugs is more open, our local experience is that the system remains inflexible, opaque and 
unfit for purpose.  It continues to give the impression that a process exists to allow patients 

with serious health issues access to these drugs, when in fact this is plainly not true. 

 
Finally, the IPTR process continues to require the devotion of a considerable amount of time. 

This time is spent both in processing the paperwork but more importantly in counselling 
patients, who are often sick, distressed and angry that we cannot give them the treatment 

that is readily available elsewhere in the UK. If it becomes clear such treatments are more 
readily available in one part of Scotland over another, the frustration felt by all parties, both 

patients and their doctors can only increase. 

 
We urge the Scottish Government to ensure that the process of access to medicines in 

Scotland is fair, transparent and equitable across the country. 



NHS GGC INTERIM POLICY STATEMENT: 
Individual Patient Treatment Requests (IPTRs) and Peer Approved Clinical 

Systems (PACS) 
 

National context 
- SG New Medicines Review: Response to the Health & Sport Committee, October 2013 
- “Access to Medicines – Transitional arrangements for processing individual patient 

treatment requests”, SGHD/CMO(2013)20, 5 November 2013 
- “Proposed approach to deal with the transitional period from IPTR to PACS”, CMO / 

CPO letter, 11 December 2013 
 
Local context 

- NHS GGC Medicines Policy 5.2: “Management of Individual Patient Treatment 
Requests” 

- NHS GGC Medicines Policy 5.3: “IPTR Appeal Process” 
- “Access to new medicines: Transitional arrangements for processing IPTRs”, Letter to 

CMO / CPO from the WoS and Lothian NHS Boards’ Medical Directors and Directors of 
Pharmacy, 19 November ‘13 

 
Policy statement 
Overall consolidation 

- the core GGC IPTR policies (as above) remain intact 
- clinicians making a request should have all the relevant information 
- patients should be given the GGC IPTR Patient Information Leaflet, including reference 

to internal and external sources of support and advice  
- the process for decision making remains unchanged; the onus remains on the 

specialist to demonstrate alignment of the case with existing IPTR approval criteria 
- these are clinical criteria which are assessed on a case by case basis; current GGC 

policy makes no reference to ‘exceptionality’ 
- decisions are not influenced by consideration of cost effectiveness or affordability 
- this approach applies to all GGC patients and patients with WoS postcodes who are 

under the care of a GGC physician 
- the option remains for the specialist to appeal against the original directorate IPTR 

decision; this appeal will be heard by a Board panel, as before.  
 
Changes at Directorate level (IPTRs) 

- the Directorate panels will exercise ‘flexibility’ via 
o the expectation that peer review will be incorporated as part of the evidence 

base e.g. an MDT report or the opinion of the Clinical Team Lead 
o the expectation that panel membership should include a clinical specialist 
o the additional emphasis on ‘peer approval’ where the evidence is equivocal, 

where the panel opinion is split or where reasonable doubt exists for rejection 
of the IPTR criteria 

 
Changes at Board level (IPTR appeals) 

- the appeal panel will exercise additional ‘flexibility’ in cases where the decision is in 
the balance or where further clinical opinion is considered desirable, by deferring to 
designated clinical specialists from other boards for a second opinion on specific 
questions. This will be influential in the final outcome.   

 
Rationale 

 The aim is that patients should be positively supported and should not be adversely 
affected during the transition from IPTR to PACS, with patients / specialists and IPTR 
panel members kept fully informed 

 NHS GGC policy statement now supports a balance of existing and new arrangements 
for all individual requests for medicines  

 The CMO / CPO letters refer to “the decision making criteria in the extant best practice 
guidance” and IPTR panels should exercise “flexibility in their decision making” 

http://www.ggcprescribing.org.uk/media/uploads/policies/section_5/5.2_management_of_iptrs_-_1212.pdf
http://www.ggcprescribing.org.uk/media/uploads/policies/section_5/5.2_management_of_iptrs_-_1212.pdf
http://www.ggcprescribing.org.uk/media/uploads/policies/section_5/5.3_iptr_appeal_policy_-_1205_(2).pdf
http://www.ggcprescribing.org.uk/media/uploads/iptr_documentation/iptr_pil_-_final_v4.pdf


 NHS GGC acknowledges the principles of PACS are to increase patient access to new 
medicines, by promoting greater clinical involvement in decision making about individual 
cases. 

 NHS GGC will therefore introduce policy variations, as above, in the spirit of the New 
Medicines Review and subsequent CMO / CPO correspondence (national context 
above)  

 This policy is a form of ‘peer approved clinical system’ with retention of the existing basis 
for decision making until an acceptable alternative is agreed which is consistent and 
equitable, locally and nationally 

 It will be subject to review on 31
st
 March 2014, or earlier in response to further guidance 

from SGHD.  

 


