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Purpose of paper
For information
Board action required
The Board is asked to note progress to date on implementation and monitoring of the modular update, and provide any comments or steer on future activities.
Brief summary
In line with the action from the Board meeting in May 2025, this paper provides an update on: (i) the activities that have been undertaken to support the implementation of the health inequalities modular update; and (ii) the evaluations undertaken since the update was published where companies have submitted quantitative evidence on health inequality impacts.
Following the publication of the health inequalities modular update to the health technology evaluations manual, the science policy team has undertaken an array of activities to ensure the update is appropriately implemented, with training provided to key NICE teams and stakeholders. Monitoring of medicines evaluations is also being undertaken to assess how frequently health inequality evidence is being submitted by companies and how this is being considered by committees. 
Board sponsor
Nick Crabb, Chief Scientific Officer
Helen Knight, Director of Medicines Evaluation

Background 
The health inequalities modular update to the health technology evaluations manual was published in May 2025. The update outlined how quantitative evidence on health inequality impacts should be included in company evidence submissions and how NICE committees will consider the value of health inequality impacts when making recommendations.
The focus of the update was on distributional cost-effectiveness analysis (DCEA), which is used to model how the impact of a health technology affects different subgroups defined by social characteristics such as socioeconomic status or ethnicity. Companies can choose to provide this evidence in their submissions as supplementary, non-reference case analysis, and NICE committees have discretion to judge whether the value of the estimated health inequality impacts are substantial and justify applying flexibility to the cost-effectiveness threshold.
NICE also produced a support document outlining guidance on methods and assumptions for DCEAs. This document was developed in consultation with experts on health inequalities and economic evaluation. 
The modular update also encouraged the production and submission of qualitative evidence on health inequalities, the main type of evidence that NICE has historically used when considering impacts. 
Implementation activities
The project team recognised that the methods and evidence covered by the modular update were relatively novel and could be unfamiliar to NICE technical teams and stakeholders. To support successful implementation, we provided the following training activities:
Presentations at technical team meetings across all NICE guidance-producing teams and NICE Advice. This covered the content of the update, a basic overview of the methods, how it would affect individual teams, and points of contact for further advice.
A briefing note provided to NICE technical teams to support their assessment of DCEA evidence. This summarised relevant precedent, set out key inputs and assumptions typically considered when reviewing DCEA analyses, and highlighted issues for technical scrutiny.
A training session at the medicines evaluation committee training forum. This focused on how committees should consider health inequality evidence and factor it into their recommendations. Case studies of previous topics where health inequalities were considered relevant to the value of a health technology were presented, with reference to the characteristics of the technologies and patient populations. Attendees were asked to indicate their understanding of how health inequalities should factor into committee deliberations at the start and end of the session. This showed that overall understanding increased by 1 point on a 5-point scale, from ‘average’ to ‘good’.
A training session for External Assessment Groups (EAGs) for medicines evaluations. This focused on technical aspects of DCEA and how EAGs should critique the evidence. The training was undertaken in partnership with the EAG at the University of York that had previous experience of assessing DCEA evidence, using that case study to provide guidance on future evaluations.
A letter to the academic journal Value in Health summarising NICE’s approach to considering health inequalities and DCEA evidence. This provides a succinct rationale for the scope of the modular update and NICE expectations on how it should operate.
Monitoring
We have also monitored instances where quantitative health inequality evidence has been included in company evidence submissions and how these have been considered by NICE committees. This is important to ensure that the modular update is being applied and incorporated in recommendations as intended. 
The project team contacted technical teams in medicines evaluation to identify topics where companies submitted DCEA evidence. The summary below only includes topics where draft guidance has been produced and committee deliberations have been published on the NICE website. One additional topic was identified where DCEA evidence is expected, but has not yet been considered by a NICE committee.
Pembrolizumab with chemoradiation for untreated high-risk locally advanced cervical cancer [ID6138]
DCEA evidence was developed using a web-based tool that produces estimates of the distribution of patient populations across 5 subgroups based on index of multiple deprivation quintiles. The committee also considered additional evidence that cervical cancer incidence and mortality are higher in more deprived groups. The committee noted several limitations of the DCEA evidence, including the use of a broader cervical cancer population, limited reporting of assumptions, and lack of sensitivity analyses. The committee accepted that pembrolizumab had the potential to reduce health inequalities and indicated that this could be taken into account when considering the acceptable cost-effectiveness threshold.
Zanidatamab for HER2-positive advanced biliary tract cancer after 1 or more lines of systemic treatment [TA1153]
DCEA evidence was developed using the same web-based tool. The gradient over deprivation quintiles for the eligible population was not considered to be substantial and the committee concluded that zanidatamab would have a negligible effect on population health inequality. The committee also referenced the size of eligible population when making this judgement.
Routine collection of such instances where quantitative health inequality evidence is submitted and considered by committees will be collected in future, as part of broader work to improve the monitoring of medicines evaluation decisions and methods.
While only 2 instances have been identified to date where companies have submitted quantitative health inequality evidence following the publication of the modular update, this is consistent with expectations. The update was designed to apply in exceptional circumstances where health inequality impacts are likely to be a substantial component of a technology’s value. 
There is also an inherent lag between the publication of updated methods and their application within evaluations, as companies require time to generate and collate data to support distributional analyses. DCEA is methodologically complex, data‑intensive and resource‑intensive, meaning its use is unlikely to be routine and should remain focused on topics where health inequality impacts are particularly salient.
It should also be noted that the consideration of quantitative health inequality evidence in NICE medicines evaluations predates the modular update. The appraisals of exagamglogene autotemcel (exa‑cel) for sickle cell disease and beta‑thalassaemia incorporated distributional analyses to explore potential impacts on health inequalities, which informed committee deliberations. In the beta‑thalassaemia appraisal (TA1003), a NICE position statement on the use of DCEA in medicines evaluations was included within the committee papers to support interpretation of the evidence and provide interim methodological clarity. These experiences highlighted a number of methodological and decision‑making challenges, including issues around data availability, uncertainty and interpretation. This led NICE to undertake further work to clarify expectations, culminating in the modular update. The update provides a consistent framework to support the appropriate and proportionate use of quantitative evidence on health inequality impacts in future evaluations where these impacts are most relevant to decision making.
Board action required
The Board is asked to:
note progress to date on implementation activities
note progress to date on monitoring the consideration of quantitative health inequality evidence in medicines evaluations
provide any comments or steer on future activities.
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