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ABSTRACT

Introduction: Methodological choices need to be made during model development. These choices can
influence the outcome of a National Institute for Health and Care Excellence (NICE) assessment.
Areas covered: This review aims to identify, assess, and describe possible trends within the methodo-
logical aspects of economic evaluations used in NICE assessments of treatments for metastatic breast
cancer (mBC). The NICE website was searched to identify technology appraisals submitted between
1 January 2009, and 31 December 2023. In this review methodological aspects are analyzed and
discussed in three clusters — input data, model settings, and model outcomes — across the following
characteristics: clinical trial information, quality-of-life measures, treatments used, model structure,
health states, time horizon, threshold applied, and the NICE recommendations. This review provides
a reference for stakeholders who want to understand previous NICE assessments of treatments for mBC,
and the settings used in those, which can optimize decisions during model development.

Expert opinion: Uniformity in the methodological choices made during model development and the
economic evaluations can increase transparency, increase comparability, and reduce complexity of the
NICE assessment.

ARTICLE HISTORY
Received 19 April 2025
Accepted 17 July 2025

KEYWORDS
Cost-effectiveness models;
economic evaluations;
health technology
assessment; metastatic
breast cancer; national
institute for health and care
excellence; review

analyses, which are then assessed by NICE. The results of
these economic evaluations play a key role in the duration
of the NICE assessments and the resulting NICE
recommendation.

Outcomes of the economic evaluations are treatment-
specific and highly dependent on clinical trial results used as
input. However, methodological choices made when develop-
ing economic models for these evaluations, while substan-
tiated, are not uniform. Importantly, these choices can also
influence the outcome of a NICE assessment and achieving
uniformity in these choices could optimize the methods of
economic evaluations. Therefore, this research aims to identify,
assess, and describe possible trends within the methodologi-
cal aspects of economic evaluations used in NICE assessments
of treatments for mBC.

1. Introduction

In the United Kingdom (UK), people have a 30% risk of devel-
oping cancer before the age of 75, with breast cancer remain-
ing the most common cancer site with 58,756 new cases and
12,122 deaths in 2022 [1]. Approximately 61,000 people are
living with metastatic breast cancer (mBC) in the UK and
a recent study showed that the number of patients living
with mBC is increasing, as demonstrated, for instance, by
data from England [2,3]. Due to the remaining prevalence of
mBC in the UK the treatment landscape for breast cancer
keeps evolving [4].

A cost of incidence model using Cancer Research UK data
estimated that the lifetime costs of newly diagnosed breast
cancer patients in 2024, will cost the UK economy £2.6 to
£2.8 billion, of which £727 million are National Health
Service treatment and screening costs [5]. The National
Institute for Health and Care Excellence (NICE) assesses
whether a new intervention is a cost-effective use of the
UK’s resources. The time to reimbursement for a new inter-

2. Methods

2.1. Evidence generation

vention can be long, and the duration of a technology apprai-
sal for treatments varies. To estimate the economic impact of
new interventions, manufacturers submit cost-effectiveness

A systematic search was performed to identify NICE assess-
ments relevant to our objective. The NICE website (nice.org.
uk) was searched on 26 June 2024, using the term
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Article highlights

o This review found consensus in the model inputs by using evidence
from a phase 3 RCT and using the EQ-5D questionnaire as the basis
for HSUV.

o A partitioned survival model is the most frequently used model type
for mBC, especially in the most recent years. Most models used the
PFS, PP, and death health states with a lifetime horizon.

e Besides the use of EQ-5D data in economic evaluations, none of the
analyzed characteristics showed a clear positive or negative impact
on the NICE recommendation.

e The uniformity in methodological choices found in this review can
increase transparency, increase comparability, and reduce complexity
of the NICE assessment.

‘metastatic breast cancer,’ with the ‘technology appraisal
guidance’ filter applied [6]. All technology appraisals with
any recommendation (‘not recommended’ was also consid-
ered a recommendation) for an indication of mBC were
included. Technology appraisals submitted to NICE between
1 January 2009, and 31 December 2023, were included to
create an overview of technology appraisals in the past 15
years. Technology appraisals that were terminated, in devel-
opment, or unavailable were excluded.

2.2. Data extraction

Data extraction was performed in Microsoft Excel by an initial set
of researchers and subsequently verified and adjusted by another
group. To gather the necessary data, an extraction table was
created and continuously adjusted. The final appraisal document
and committee papers were used as main source of information.
When data was not available there, other documents were
searched.

2.3. Analysis

The extracted data was analyzed in three clusters of char-
acteristics — input data, model settings, and model out-
comes. The cluster of input data included information on
the clinical trials (phase Il or phase Il trial; single arm or
double arm; use of immature overall survival (OS) data -
defined as median not reported), information on the quality-
of-life measurement (which was used to calculate health
state utility values [HSUV] for the model) and study treat-
ment and comparators (used in the trial; and used in the
submission). The model settings cluster assessed information
on the model structure (partitioned survival models, state
transition models — including Markov models, semi-Markov
models, state-transition models, or time-in-state models—,
and other model types) the health states considered in the
model (the number of health states; and which health
states), and the time horizon (lifetime or based on trial
duration; and length in years). The cluster for model out-
comes focused on the threshold applied (stratified by line of
treatment) and the final reimbursement recommendation
(positive or negative recommendation).

3. Results
3.1. Selection of NICE assessments

A total of 87 technology appraisals were identified through
the systematic search of the NICE website. Of those, 38
were excluded due to termination or ongoing development,
2 for being published before 2009 and 4 for being pub-
lished after 2023. Another, 15 technology appraisals were
excluded because they did not assess an mBC indication,
and 5 were unavailable. One technology appraisal assessed
two treatments for mBC separately, therefore, this technol-
ogy appraisal is counted as two separate NICE assessments.
In total, 24 NICE assessments were included for data extrac-
tion [7-29]. A flow diagram of the selection process; an
overview of the included NICE assessments; and specific
exclusion reasons per technology appraisal are provided in
online resource 1.

3.1.1. Input data

3.1.1.1. Clinical trial. Most commonly (22; 92%) manufac-
turers submitted evidence from a phase 3 clinical trial - all
of which were double-armed - as a basis of the efficacy in
their economic evaluations (Figure 1). A phase 2 trial was
submitted twice (8%) as that basis: one was a single-arm
trial, and the other was a double-arm trial. Immature OS
data was used in 21% (5) of the economic evaluations and
was only used after 2016.

3.1.1.2. PRO measurement. Across the study period, the
EuroQol 5D (EQ-5D) questionnaire was the most frequently
used measure to calculate HSUV for the economic evalua-
tion (63%; 15/24). None of the evaluations used the EQ-5D
questionnaire before 2013; prior to that year, literature was
the main source for HSUV with Cooper et al. (2003) and
Lloyd et al. (2006) used most frequently [30,31]. After 2013,
EQ-5D was utilized in 88% (15/17) of the economic evalua-
tions. In the economic evaluations where EQ-5D was used,
it was mapped data in 67% (10/15): in three economic
evaluations another quality-of-life measure, European
Organisation for Research and Treatment of Cancer Quality
of Life Questionnaire Core 30 items (i.e. EORTC QLQ-C30),
was mapped to EQ-5D; and in seven economic evaluations,
the EQ-5D five level (i.e. EQ-5D-5L) was mapped to the EQ-
5D three level (i.e. EQ-5D-3 L).

3.1.1.3. Trial compound and comparator. In all NICE
assessments the compound studied in the clinical trial was
aligned with the compound assessed in the submission. The
comparator studied in the clinical trial was aligned with the
comparator used in the economic evaluations in 42% (10) of
the NICE assessments. In the remaining NICE assessments, the
comparator was adjusted in several ways. It was broadened
through an indirect treatment comparison (ITC) in 33% (8),
aligned by using comparators more relevant to UK clinical
practice in 13% (3), aligned by excluding irrelevant compara-
tors from the comparator arm in 8% (2), and in 4% (1) the
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Figure 1. Number of phase 3 and phase 2 trials submitted as clinical evidence to NICE.

clinical trial was single arm, and a comparator for submission
had to be selected (Figure 2).

3.2. Model settings

3.2.1. Model type

Table 1 shows that the partitioned survival model was the most
frequently used model type in economic evaluations of mBC
(14; 58%) followed by state-transition models (8; 33%). Other
models used were a partitioned survival Markov model (1; 4%)
or a cost comparison model (1; 4%). Over the years, an increase
in the use of the partitioned survival model can be observed,
with the partitioned survival model being used in 73% (8/11) of
the models since 2017, compared to only 46% (6/13) prior to or
in 2017.

3.2.2. Health states
The most common health states were a combination of pro-
gression-free survival (PFS), post-progression (PP), and death.

These health states were used in 20 (83%) economic evalua-
tions, regardless of model type (Figure 3). Since definitions
differed between NICE assessments, economic evaluations
using slight variations of the progression-free health state (i.e.
two economic evaluations used stable disease and one used
‘treated,” which was classified as comprising both stable and
responsive patients) were considered equivalent to PFS. Three
NICE assessments used four health states instead of three: two
added PFS2, and one used on- or off treatment. One model,
a cost comparison model, did not use health states.

3.2.3. Time horizon

A lifetime horizon was applied in 92% (22) of the economic
evaluations. Time horizons based on trial duration were used in
8% (2). Moreover, the length of the time horizon seems to be
increasing over time, with a dip in 2019, when there was only one
economic evaluation that used a time horizon of 15 years
(Figure 4).

S _ i i

Comparator aligned 41.7%
0% 10% 20% 30% 40% 50% 60%
Aligned M Broader M Using other relevant comparator Excluded comparators due to lack of use in UK SAT
Figure 2. Alignment of comparators between clinical study and NICE submission.
Abbreviations: SAT, single-arm trial.
Table 1. Model type used in NICE assessments stratified by year of submission.
Model type 2010 2011 2013 2016 2017 2018 2019 2020 2021 2022 Total (%)
Partitioned Survival model 2 0 1 2 1 0 1 2 4 1 14 (58)
State transition model 2 2 0 1 1 1 0 1 0 0 8 (33)
Partitioned survival Markov model 0 0 0 1 0 0 0 0 0 0 1(4)
Cost comparison 0 0 0 0 0 0 0 0 0 1 1(4)
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Figure 3. Health states used in the economic evaluations.

PFSon, PFSoff, PP, Death

N/A

Abbreviations: N/A, not applicable; PFS, progression-free survival; PP, post progression.
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Figure 4. The average length of time horizons used in NICE assessments over time.

Average length of time horizons is represented by the blue line (—). Each yellow dot (+) represents a lifetime time horizon; each blue dot (+) represents a time horizon based on trial
duration. Larger dots represent two time horizons in the same year with the same length; the yellow dot with a blue outline (i.e. 2016, time horizon 5 years) represents two time horizons

with the same length, one using lifetime, one using trial duration.

3.3. Model outcomes

3.3.1. Threshold

The main result of most economic evaluation is an incremental
cost-effectiveness ratio (ICER) assessed against a threshold,
which determines cost-effectiveness. No clear trends were
observed over time with regard to the thresholds used. The
most common thresholds in the NICE assessments were
£50,000 per quality-adjusted life year (QALY) and £30,000 per
QALY used in 50% (12) and 30% (7) of economic evaluations,
respectively (Figure 5).

3.3.2. NICE recommendation

Table 2 shows the positive and negative recommendations
from NICE per investigated characteristic of the included
NICE assessments. No trend could be identified over time.
Moreover, there is no clear association between the NICE
recommendation and clinical trial set-up (i.e. double arm or
single arm, phase Il or phase lll, immaturity of data, compara-
tor alignment with NICE submission) nor between model type,

health states used, or threshold used and NICE recommenda-
tion. Using EQ-5D in the economic evaluation seems to be
associated with a positive recommendation of NICE.
Generally, NICE has more frequently given a positive
recommendation 63% (15) than a negative recommendation
38% (9). Furthermore, NICE has issued no more than one
negative recommendation each year, except for the year
2010, when four negative recommendations were made.

4. Discussion

Based on our analysis of NICE assessments from
1 January 2009, to 31 December 2023, uniformity in metho-
dological choices can be found: a partitioned survival model
with three health states (PFS, PP, Death), and a lifetime hor-
izon should be used with phase 3 double-arm clinical trial and
EQ-5D data, where manufacturers should expect at least
a threshold of £36,000 per QALY. These results show there is
potential to explore a disease-specific model template for mBC
economic evaluations, since there is sufficient overlap
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Figure 5. Different thresholds used in the assessment of different lines of treatment.
Abbreviations: mBC, metastatic breast cancer; N/A, not applicable.
Table 2. NICE recommendations based on subgroups of NICE assessments characteristics.
Negative recommendation Positive recommendation Total
n (%) n (%) n
Total 9 (38) 15 (63) 24
Year of NICE submission
<2015 5(71) 2 (29) 7
2015-2018 2 (29) 5(72) 7
2019-2022 2 (20) 8 (80) 10
Clinical trial phase
Phase 2 1 (50) 1 (50) 2
Phase 3 8 (36) 14 (64) 22
Clinical trial design
Single arm 1 (100) 0 (0) 1
Double arm 8 (35) 15 (65) 23
Immature OS data used
Yes 3 (60) 2 (40) 5
No 6 (33) 12 (67) 18
Unavailable? 0 (0) 1 (100) 1
EQ-5D used
Yes 4 (27) 11 (73) 15
No 5 (63) 3 (38) 8
N/A 0(0) 1 (100) 1
Comparator aligned with clinical study?
Yes 3 (30) 7 (70) 10
No 1(17) 5 (83) 6
Broader 5 (63) 3 (39 8
Model type
Partitioned survival model 6 (43) 8 (57) 14
State-transition model 3 (38) 5 (63) 8
Partitioned survival Markov model 0 (0) 1 (100) 1
Cost-comparison model 0 (0) 1 (100) 1
Number of health states
3 8 (40) 12 (60) 20
4 1(33) 2 (67) 3
N/A 0 (0) 1 (100) 1
Health states used
PFS, PP, Death 8 (40) 12 (60) 20
Other 1 (25) 3 (75) 4
Time horizon length (years)
0-10 3 (50) 3 (50) 6
11-20 3 (38) 5 (63) 8
21-30 2 (67) 1(33) 3
31-40 1(17) 5 (83) 6
41-50 0 (0) 1 (100) 1
Threshold (per QALY)
£20,000 - £30,000 2 (67) 1(33) 3
£30,000 - £36,000 1 (100) 0 (0) 1
£30,000 1(14) 6 (86) 7
£50,000 5 (42) 7 (58) 12
N/A 0(0) 1 (100) 1

?Unavailable due to confidentiality.
Abbreviations: EQ-5D, EuroQol 5D; N/A, not applicable; NICE, National Institute for Health and Care Excellence; PFS, progression-free survival;
PP, post progression; QALY, quality-adjusted life year.
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between economic evaluations. A disease-specific model tem-
plate could create consistency within the economic evalua-
tions and reduce the duration of a NICE assessment by
increasing familiarity with the model, reducing time for quality
assessment of the model, and increasing comparability
between NICE assessments. However, it also reduces flexibility,
which can limit stakeholders to provide a good reflection on
their interventions in clinical practice, especially with innova-
tive interventions. Moreover, it reduces incentive to explore
innovation in economic evaluations. More research and,
importantly, discussion with all stakeholders involved is
needed to understand if this review can contribute to
a disease-specific model template.

To provide a streamlined process for NICE assessments, and
ensure high-quality submissions, NICE has published a manual
on health technology evaluations, which states a strong pre-
ference for high-quality randomized controlled trials (RCTs) for
relative treatment effects - as RCTs minimize potential exter-
nal influences when identifying the effect of one or more
interventions on outcomes [32]. Phase 3 RCTs are the standard
to evaluate the efficacy of one intervention versus another. As
expected, most NICE assessments therefore use results of
a phase 3 RCTs in their submission to NICE, a phase 2 trial
was only used in two NICE assessments. Moreover, only once
was a single-arm trial used as the main trial result to show the
efficacy of an intervention. Meaning that, even though the
increase of targeted treatments in oncology could warrant
a rise of single-arm trials with smaller patient populations,
the phase 3 double-arm RCT remains the golden standard.

Furthermore, our review found that the comparator used in
the NICE assessments does not need to be aligned with the
comparator from the clinical trial, as this was found in more
than half of the NICE assessments. Most often, when una-
ligned, the comparator is broadened by using an ITC. Other
times, it is narrowed by eliminating certain interventions from
the comparator arm or a different comparator is selected. The
most likely explanation is that, since mBC is a well-known
disease area with multiple potential treatment options, it is
not always possible to conduct a globally coordinated trial
comparing the new intervention versus the standard of care
in the UK. Therefore, adjustments specific to the UK must be
made for the submissions to NICE. Importantly, our results did
not find a negative or positive association between adjusting
the comparator and the NICE recommendation.

Given the need for consistency across economic evalua-
tions, NICE has stated that the EQ-5D is the preferred method
to measure health-related quality of life in adults, recommend-
ing its use to generate utility values for economic evaluations
[32]. Our results show that following the publication of the
guide to the methods of technology appraisal in 2013, EQ-5D
became the standard in NICE assessments in mBC [33].
Interestingly, EQ-5D had already been the preferred method
of measuring health-related quality of life for NICE since 2008,
but it did not have the same influence [34]. EQ-5D use is
associated with a higher chance of a positive NICE-
recommendation.

State-transition models and partitioned survival models are
frequently used in NICE assessments for oncology drugs,
accounting for 54% and 41%, respectively [35]. Comparable

results were observed in our selection of NICE assessments for
mBC. In 2017, NICE published technical support document
(TSD) 19, reviewing the use of partitioned survival modeling
for healthcare decision-making [36]. Even though TSD19 does
not recommend using either partitioned survival modeling or
state-transition modeling as a standard, our results suggest
that the publication of TSD19 influenced the use of parti-
tioned survival analysis in a favorable way, as we see an
increase in its use after 2017.

Since PFS and OS are common outcome measures in clin-
ical trials assessing new interventions in oncology, models
with health states based on progression will be most suitable
to model clinical practice. Our results confirm that economic
evaluations in mBC use progression-based health states, with
a three-state model using PFS, PP, and death being the most
common.

Following the NICE reference case, the time horizon in
economic evaluations should be ‘long enough to reflect all
important differences in cost or outcomes between the different
technologies being compared’ [32]. Given the stage of mBC,
treatments are palliative, which creates the need for lifetime
horizons to capture all relevant differences between technol-
ogies. Our results confirm that lifetime horizons are used in
the majority of the economic evaluations. Interestingly, they
also show a trend in absolute years of the time horizon, with
lifetime horizons becoming longer over time. The absolute
increase of years lived in a lifetime horizon suggests patients’
improved survival.

Improved survival also suggests that clinical trial duration
needs to increase to obtain mature enough clinical data to use
in regulatory and reimbursement processes or that less mature
data will be used in these processes. Our review indeed shows
an increase of immature OS data used after 2016. A review by
Bell Gorrod et al. in 2019 showed that the evidence review
group criticized survival functions in 71% of the NICE assess-
ments, giving a mature survival function as one of the reasons
why little or no discussion occurred [37]. This suggests that
the opposite is also true; an immature survival function leads
to more discussion. A limitation of the partitioned survival
models arises when long-term OS extrapolations are unsure,
due to the fact that the PP health state is partially determined
by OS. Moreover, PFS and OS extrapolations can lead to
implausible predictions (e.g. PFS crosses OS) [36]. Therefore,
a state-transition model, with a structural link between PFS
and OS, could optimize the technology appraisal process bet-
ter. However, immature data will always result in uncertain
predications, regardless of the model structure [36]. Our
results show that both model types are used with imma-
ture OS.

A new intervention will be deemed cost-effective when
the ICER lies beneath a threshold of £20,000 to £30,000 per
QALY. Based on end-of-life criteria this threshold could
change to £50,000 per QALY and based on the current
disease severity modifier it can change to either £36,000
or £51,000 per QALY - based on disease severity modifier of
1.2x or 1.7x, respectively [32]. Njoroge et al. (2024) found
that NICE assessments with the end-of-life threshold applied
were more likely to be eligible for a disease severity modi-
fier [38]. Our results show that in NICE assessments for
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treatments of mBC commonly use the £50,000 per QALY
threshold, suggesting mBC is usually regarded as end-of-
life. Thus, a multiplier is expected to be applied to the
threshold in most NICE assessments for treatments of mBC
in the future. However, given our limited scope, no state-
ments can be made on the level of the multiplier that will
be used. Noteworthy, our results did not show a clear
association between lines of treatment and a higher
threshold.

Overall, the 24 identified NICE assessments were able to
generate valuable insights for most of the characteristics
assessed. However, this study does not show definite trends
and the characteristics that were evaluated in this study -
input data, model settings, and used threshold - do not
show a direct association with the NICE recommendation
and the methodological choices were not criticized in final
appraisal documents when NICE gave negative recommenda-
tions. This review is limited in its focus on the final appraisal
document and committee papers, where ERG critique could
potentially be more associated with the NICE recommenda-
tion. More research should be performed to better understand
the importance and impact of all relevant characteristics in
economic evaluations as other factors like cost-effectiveness
outcomes and model parameters (e.g. survival extrapolations,
treatment costs, HSUV) are expected to be the main influen-
cers of NICE recommendations. Furthermore, some identified
insights might be representative for other countries too, since
country-specific models are usually adapted from a global
model, however future research with similar analyses in
other countries with a cost-effectiveness focus can be done
to generate truly global insights.

Using the previous NICE assessments to guide decisions
during model development should be done with caution.
This research gives examples of changing guidelines from
end-of-life criteria to a disease severity modifier to determine
the threshold as well as the publication of the guide to the
methods of technology appraisal in 2013, which resulted in
establishing EQ-5D as the standard method to generate utility
values for the economic evaluations. Guidelines can be
updated and should always be adhered to.

Multiple studies published in recent years have focused on
selected characteristics of NICE assessments. Rose et al.
assessed the consistency of breast cancer utility values in
NICE assessments with NICE-preferred methods [39]. Njoroge
et al. evaluated the impact of the NICE severity modifier [38].
Bell Gorrod et al. and Gallacher et al. assessed the survival
methods used in NICE assessments [37,40]. However, to the
knowledge of the authors, this is the first study that assessed
methodological aspects of economic evaluations in mBC NICE
assessments with the aim of identifying, assessing, and
describing possible trends.

5. Conclusion

This study provides a reference for stakeholders who want to
understand previous NICE assessments of treatments for mBC,
and their settings used, which can optimize decisions during
model development. In the economic evaluations assessed the

EQ-5D was used to calculate HSUV in 63% of appraisals,
a partitioned survival model was used in 58%, three health
states (PFS, PP, Death) were used in 83%, and a lifetime hor-
izon was used in 92%. From this we conclude that - following
NICE assessments from 1 January 2009, to 31 December 2023
—uniformity can be achieved by using a partitioned survival
model with three health states (PFS, PP, Death), and a lifetime
horizon, with phase 3 double arm clinical trial and EQ-5D data,
where manufacturers should expect at least a threshold of
£36,000 per QALY.

6. Expert opinion

New innovative therapies have contributed to a rapidly grow-
ing market for mBC treatments. However, a need for new
innovative therapies remains, as mBC still is a common cancer
site with a high mortality [1]. In certain countries, these inno-
vative interventions are not only assessed for reimbursement
based on their clinical effectiveness but also on their cost-
effectiveness.

NICE is one of the leading, most influential, health technol-
ogy assessment (HTA) bodies performing these assessments,
with a core role for economic evaluations and the cost-
effectiveness [41]. Given that the guidelines are broadly writ-
ten and include multiple possibilities for those economic eva-
luations, there are various methods to model the cost-
effectiveness of new interventions. Thus, methodological
choices need to be made during the development of these
economic evaluations, which can influence the outcome of the
NICE assessments. NICE assessments are comprehensively
reported and publicly available, making them a useful source
to perform a review on these methodological choices and
their impact.

The fact that methodological choices are made during
model development, will result in structural uncertainties of
the results, especially the choice of model structure [36].
Therefore, there can be merit in achieving uniformity in the
methodological choices made during model development.
This review showed that there is an overlap in the economic
evaluations, and the methodological choices, but it also
showed differences. It also revealed that none of the analyzed
characteristics showed a clear positive or negative impact on
the NICE recommendation. Nevertheless, this research can
provide an initial reference for stakeholders who want to
develop an economic model for mBC that is uniform to mod-
els previously assessed by NICE. This review can therefore help
to optimize future model development for mBC through
increased familiarity with the optimized model for HTA bodies,
faster model development, and uniformity and transparency
of HTA assessments.

That impact can be increased by future research that aims
to understand the arguments behind the methodological
choices that were made during model development.
Moreover, insights into aspects of economic evaluations, out-
side of methodological characteristics — for example, efficacy
outcomes included in the evaluations — should be researched
to truly guide future economic evaluations, as these aspects
are expected to be the main influencers of the NICE recom-
mendation. Another focus area for future research is the
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development of a disease-specific model for NICE assessments
of interventions in mBC. This could improve transparency of
the models and create consistency within the economic eva-
luations. Moreover, such a template could increase compar-
ability of the evaluations and potentially improve the time-to-
patient access.

In the future, a disease-specific model template for mBC
that can be used for NICE assessments can be considered.
Authors expect that such a disease-specific model template
for mBC will be thoroughly researched and implemented
within some HTA bodies. Broader research into additional
HTA assessments can reveal international differences and simi-
larities and can extent the development of a disease-specific
model template toward international collaborations.
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